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Section I 


The Work of the Commission 


APPOINTMENT OF THE COMMISSION 


The Commission of Inquiry Into the Non-Medical Use of Drugs was 
appointed by the Government of Canada under Part I of the Inquiries Act 
on May 29th, 1969, on the recommendation of the Honourable John Munro, 
then Minister of National Health and Welfare.* 


The concern that gave rise to the appointment of the Commission is 
described in Order in Council P.C. 1969-1112, which authorized the ap- 
pointment, in the following terms: 


The Committee of the Privy Council have had before them a report from 
the Minister of National Health and Welfare, representing: 


That there is growing concern in Canada about the non-medical use 
of certain drugs and substances, particularly, those having sedative, stimu- 
lant, tranquillizing or hallucinogenic properties, and the effect of such use 
on the individual and the social implications thereof; 


That within recent years, there has developed also the practice of in- 
haling of the fumes of certain solvents having an hallucinogenic effect, 
and resulting in serious physical damage and a number of deaths, such 
solvents being found in certain household substances. Despite warnings and 
considerable publicity, this practice has developed among young people and 
can be said to be related to the use of drugs for other than medical purposes; 


That certain of these drugs and substances, including lysergic acid 
diethylamide, LSD, methamphetamines, commonly referred to as “Speed”, 
and certain others, have been made the subject of controlling or prohibiting 
legislation under the Food and Drugs Act, and cannabis, marijuana, has 
_ been a substance, the possession of or trafficking in which has been prohibited 
under the Narcotic Control Act; 


That notwithstanding these measures and the competent enforcement 
thereof by the R.C.M. Police and other enforcement bodies, the incidence 





* The Honourable John Munro was succeeded as Minister of National Health and Welfare 
by the Honourable Marc Lalonde on November 27, 1972. 
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of possession and use of these substances for non-medical purposes, has 
increased and the need for an investigation as to the cause of such increasing 
use has become imperative. 


The Order in Council sets out the terms of reference of the Commission 
as follows: 

That inquiry be made into and concerning the factors underlying or relating 

to the non-medical use of the drugs and substances above described and 


that for this purpose a Commission of Inquiry be established, constituted 
and with authority as hereinafter provided, 


(a) to marshal from available sources, both in Canada and abroad, 
data and information comprising the present fund of knowledge 
concerning the non-medical use of sedative, stimulant, tranquillizing, 
hallucinogenic and other-psychotropic drugs or substances; 

(b) to report on the current state of medical knowledge respecting the 
effect of the drugs and substances referred to in (a); 

(c) to inquire into and report on the motivation underlying the non- 
medical use referred to in (a); 


(d) to inquire into and report on the social, economic, educational and 
philosophical factors relating to the use for non-medical purposes of 
the drugs and substances referred to in (a) and in particular, 
on the extent of the phenomenon, the social factors that have led 
to it, the age groups involved, and problems of communication; and 


(e) to inquire into and recommend with respect to the ways or means 
by which the Federal Government can act, alone or in its relations 
with Government at other levels, in the reduction of the dimen- 
sions of the problems involved in such use. 


THE COMMISSION’S INTERPRETATION OF ITS TERMS OF REFERENCE 


Although the preamble to the Order in Council authorizing the ap- 
pointment of the Commission draws particular attention to certain kinds 
of non-medical drug use, the Commission is directed by its terms of reference 
to inquire into the non-medical use of the whole range of psychotropic drugs 
or substances. Thus the Commission has been concerned not only with 
the so-called ‘soft’ drugs, such as cannabis and the other hallucinogens, 
but with the ‘hard’ drugs, such as the opiate narcotics, and also with two 
of the most widely used psychotropic drugs, alcohol and tobacco. Some 
observers have suggested that the Commission should not have concerned 
itself with alcohol. For reasons indicated in subsequent sections we believe 
that this would have been an inexcusable omission that would have created 
a false impression of the true extent and relative seriousness of non-medical 
drug use. Moreover, the relationships between the various forms of drug 
use and the phenomenon of multi-drug use have made it imperative to con- 
sider as many of the classes of psychotropic drugs or substances as possible. 
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I The Work of the Commission 


The Commission was appointed to inquire into non-medical drug use, 
but it has had to consider medical use insofar as it bears on non-medical 
use. The line between the two is not always clear. Medical use can develop 
into non-medical use. As we said in our Interim Report, prescription cannot 
be the sole criterion of medical use. Some drugs for which there is a 
medical use do not require prescription. The use which is made of drugs 
under prescription may not be in some cases a justifiable medical use. In 
our Interim Report we defined medical use as use which is indicated for 
generally accepted medical reasons, whether under medical supervision or 
not, and non-medical use as that which is not indicated on generally ac- 
cepted medical grounds. Moreover, it has been necessary for us to consider 
the bearing which the availability and use of drugs for medical purposes 
have on non-medical drug use. The medical use of drugs contributes to a 
climate of reliance on drugs for various purposes, and the availability of 
drugs for medical purposes creates a supply from which there may be 
diversion to non-medical purposes. Thus, in an inquiry into non-medical 
drug use, it is essential to consider the controls over the availability of drugs 
for medical purposes. 


These two factors—the range of the drugs involved and the necessity 
of considering the implications of availability and use for medical purposes— 
have served to determine the scope of the inquiry. A third such factor, which 
is discussed in the next section, is the extent to which it is necessary, in con- 
sidering what government may do, to comment on the role of other institu- 
tions and individuals in relation to non-medical drug use. Non-medical 
drug use is not only a matter of personal conduct but a social phenomenon. 
The inquiry into it has necessarily involved an examination of non-gov- 
ernmental as well as governmental influences on it. 


THE PUBLIC HEARINGS 


Because of the nature of the phenomenon—and the crucial role played 
by public attitudes—the Commission conducted public hearings across Can- 
ada. There were two sets of such hearings: one before the /nterim Report 
and one afterwards. The schedule of these hearings appears in Appendix Q. 
The purpose of the hearings was not to attempt an accurate survey of opinion 
in Canada. but to identify the issues and the range of opinion, and to 
afford an opportunity for public discussion. In this we believe the hearings 
were very successful. They provided an opportunity for adults and young 
people to exchange views at a time when strong feelings and, indeed, a 
polarization of opinion had built up over the issue of non-medical drug use. 
The hearings were conducted in a fairly informal manner, and in many 
cases in informal settings, with plenty of opportunity for participation by 
the audience after presentation of formal briefs. People of all ages spoke with 
candour, and often great depth of feeling, and the Commission received a 
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vivid impression of the extent to which the problem of non-medical drug 
use had touched the lives and the concern of Canadians. 


Before it began its public hearings, the Commission wrote to over 
750 individuals and organizations inviting them to submit briefs or to make 
oral submissions. In particular, the Commission solicited briefs from: 
federal and provincial government departments; law enforcement authorities; 
educational institutions and associations; members of university faculties and 
departments; medical and pharmaceutical institutions and associations; addic- 
tion research foundations; street clinics and other innovative services; cor- 
rectional and welfare organizations; bar associations; youth organizations; 
student organizations; and a wide variety of other organizations and indi- 
viduals having an evident concern or point of contact with the phenomenon 
of non-medical drug use in Canada. In addition to specific invitations, general 
public notices were issued and published in newspapers across the country, 
inviting briefs and attendance at the hearings. The Commission received a 
gratifying response to this invitation, and despite the relatively short time 
available in some cases for the preparation of briefs, individuals and organiza- 
tions made a very commendable effort to prepare submissions for the public 
hearings which began in the middle of October 1969. 


The Commission held public hearings in 27 cities, including Ottawa and 
all the provincial capitals. It visited several cities twice. In addition to these 
regular public hearings, the Commission conducted hearings in 23 uni- 
versities, several junior colleges and high schools, and some informal settings 
of the youth culture, such as coffee houses in Montreal, Toronto and Van- 
couver. In all, the Commission spent 46 days in public hearings, and it is 
estimated that it travelled about 50,000 miles. In addition, the members of 
the Commission, both collectively and individually, held many private hear- 
ings. The anonymity of witnesses was guaranteed where requested. The na- 
ture of the public hearings and the impression they made on us are more fully 
described in our Interim Report. 


The Commission received a total of 639 submissions from organizations 
and individuals, as follows: from organizations, 295 written and 43 oral 
submissions; and from individuals, 212 written and 89 oral submissions. 
Oral submissions were recorded at public hearings and transcribed. In ad- 
dition, many persons who were not identified by name spoke at the public 
hearings, and the Commission received hundreds of letters which are not 
classified as formal submissions. A full list of organizations and individuals 
who presented submissions, written and oral, to the Commission is contained 
in Appendix P. 


THE COMMISSION’S RESEARCH PROGRAM AND STAFF 


The Commission research has been carried out by a staff of full-time 
scientific personnel and outside researchers working under contract. The full- 
time research staff has consisted of a research director, research associates 
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from various scientific disciplines and research assistants. Full-time staff 
members with the Commission during the production of this Final Report are 
listed in Appendix N. Former members of the staff, whose work contributed 
primarily to earlier Commission reports, are listed in those publications. The 
Commission’s contract researchers and major consultants are noted in 
Appendix O. 


Under the guidance of the Commission’s librarian, Ed Hanna, we have 
developed a collection of over 14,600 articles, books, briefs and other docu- 
ments. In addition, we have had full access to the library and documentation 
facilities of the Addiction Research Foundation of Ontario, to the Library 
of the Department of National Health and Welfare, to the National Library, 
and to the National Science Library. We have also received considerable 
assistance from other libraries in Canada and abroad through inter-library loan 
and special subject searches. Examples of these are the U.S. National 
Institute of Mental Health Clearinghouse for Drug Abuse Information, the 
U.S. National Library of Medicine, and the Science Information Exchange 
of the Smithsonian Institution. 


The Commission’s research program consisted of some 120 projects, 
many of which are listed in Appendix R. In addition, there was a variety of 
miscellaneous investigations which were not formally classified as separate 
projects. The areas covered by the research program include: chemical and 
botanical factors; physiological, psychological and behavioural effects; extent 
and patterns of use; motivation and related factors; social context; mass media; 
legal and illegal sources and distribution; legal controls; law enforcement 
and the correctional system; medical treatment and related services; innova- 
tive services; information and education; prevention and alternatives to drug 
use; and the response of various institutions, including government, to non- 
medical drug use. The methods employed in our research include critical 
review of technical and scientific literature and current investigations, surveys 
and interviews, participant observation, human pharmacological experiments, 
and chemical analysis of illicit drugs. 


From the beginning of our inquiry it was apparent that there was a 
great need for more information concerning the nature and effects of the 
various drugs. Such information is essential for public policy and personal 
decisions, as well as programs of drug education. For these reasons the 
Commission invested a significant proportion of its resources in the study 
of drug effects. These efforts involved the use of data and information 
obtained by the various research methods mentioned above. The Commission’s 
work in this area is reflected primarily in Chapter Two of the Interim Report, 
entitled “The Drugs and Their Effects”; Chapter Two of the Cannabis Report, 
entitled “Cannabis and Its Effects’; and in Appendix A of the present 
report, entitled The Drugs and Their Effects. Most of the work in this 
area has been conducted by the Commission’s full-time research staff 
under the direction of Dr. Ralph D. Miller, Research Director, who drafted 
the above sections of the Commission’s reports. Dr. Miller was assisted 
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at various stages in this work by Research Associate Dr. Ralph Hansteen; 
by Research Assistants Joan Brewster, Pat Oestreicher, Marilyn Bryan, Barry 
Hemmings, Penelope Thompson, Linda Wright, and Richard Paterson; by 
consultant Dr. Zalman Amit; and by other members of the research and 


consulting staff. 


The work in Appendix B Legal and Illegal Sources and Distribution of 
Drugs was directed by Research Associate Mel Green. He was assisted by 
Research Assistants Marcus Hollander, Ken Stoddart, Dave McLachlen, Ann 
Lane and others. Robert Solomon participated in the emperical research 
on law enforcement and the correctional system, directed by Professor John 
Hogarth, and, with the assistance of Mr. Green, is responsible for the work 
on the sources and distribution of opiate narcotics (Appendix B.2). 


The preparation of Appendix C Extent and Patterns of Drug Use was 
carried out under the joint direction of Mel Green and Judith Blackwell, 
Senior Research Assistant. They were assisted by Research Assistants Gordon 
Smith, Marcus Hollander, Dave McLachlen, Florence Hughes, Carolyn Petch, 
by consultants Dr. Taylor Buckner and Dr. Stanley Sadava, and by other 
staff members. 


The Commission’s national surveys were conducted by the Survey Re- 
search Center of York University, under the direction of Sondra B. Phillips 
and the general supervision of Dr. Michael Lanphier. The surveys in the 
Province of Quebec were carried out by le Centre de Sondage de l'Université 
de Montréal. Mel Green directed a project of participant observation in the 
summer of 1970 to determine patterns of non-medical drug use in certain 
urban centres of the drug subculture. He and Judith Blackwell also conducted 
a monitoring project in the spring and summer of 1972 by which the Com- 
mission sought, through contacts with informed observers across the country, 
to identify further developments in extent and patterns of drug use. 


Appendix D Motivation and Other Factors Related to Non-Medical 
Drug Use is based on research by full-time members of the staff and outside 
consultants. Dr. Lynn McDonald, former Research Associate of the Com- 
mission, made a significant contribution to the research on which this ap- 
pendix was based, and Mr. Green and Ms. Blackwell played a substantial 
role in its final drafting. Consultants Dr. Roderick Crook, Dr. Zalman Amit 
and Dr. Jim Hackler also contributed background materials employed in 
preparing this appendix. 


Research Assistants Ann Lane and Byron Rogers conducted the research 
for Appendix H Treatment Capacity in the Provinces. Ms. Lane and Brian 
Anthony carried out the background work for Appendix G Opiate Main- 
tenance. Mr. Green provided much of the research for Appendix L Civil 
Commitment in California and Mr. Rogers did the investigation for Ap- 
pendix M Innovative Services. Michael Bryan, Special Assistant and Editor, 
made a major contribution to the research on the correctional system and 
the drafting of Appendices I, J, and K. 
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CONSULTATION AND ADVICE 


During the course of its work the Commission had the benefit of con- 
sultation and advice from a wide range of organizations and individuals. Many 
of these are listed in Appendices O and P. The Commission is especially 
grateful for the assistance it has received from federal and provincial govern- 
ment departments and services in connection with its research. In the prepara- 
tion of this Final Report the Commission has made particularly heavy de- 
mands for assistance on the Health Protection Branch of the Department 
of National Health and Welfare, and in particular, the Bureau of Dangerous 
Drugs, the Drug Advisory Bureau, the Drug Research Laboratories, and 
the Field Operations Unit. We have also received valuable assistance from 
the Canadian Penitentiary Service, the National Parole Board, the Judicial 
Division and the Health and Welfare Division of Statistics Canada, as well 
as from several provincial government departments, including those concerned 
with probation. The Commission has continued to receive the full coopera- 
tion of the R.C.M. Police, as it has from the beginning of its inquiry. 


Significant assistance was provided to us at various stages of our inquiry 
by the Addiction Research Foundation of Ontario. Information provided by 
Eric Polacsek of their Documentation Center and by the Foundation’s library 
greatly facilitated our work, as did the chemical analytic services provided 
by Dr. Joan Marshman and her staff. In addition, we are appreciative of the 
generous advice and consultation provided from time to time by numerous 
other members of the Foundation’s research staff. The personnel of the 
Narcotic Addiction Foundation of British Columbia have also been helpful 
in our work. 


The Commission has received valuable assistance from a number of 
organizations and individuals in other countries. Particularly noteworthy 
was the assistance it received from the United States Bureau of Narcotics 
and Dangerous Drugs and other American law enforcement authorities in de- 
termining patterns of drug trafficking, from the U.S. National Institute of 
Mental Health, from the officials of the California Civil Commitment Pro- 
gram, and from public officials and treatment personnel in connection with 
the treatment of opiate-dependent persons in Great Britain. Members of the 
Commission and staff visited many foreign countries, observing conditions and 
consulting local experts, and attended most of the major scientific conferences 
around the world dealing with non-medical drug use. We also sought the 
views of experts from North America and abroad in a number of private 
meetings and symposia held in Canada. 


ADMINISTRATIVE STAFF 


James J. Moore, Executive Secretary of the Commission during the 
period in which the Commission produced its Interim Report, Treatment Re- 
port and Cannabis Report, was obliged to leave the Commission to take 
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up another position in the fall of 1972. By the time he left, however, the 
work on the Final Report was well advanced, and it owes much to his par- 
ticipation in planning and direction. We take this opportunity to express our 
appreciation of his invaluable contribution to the work of the Commission. 


Since Mr. Moore’s departure the Chairman of the Commission has 
been ably assisted in administrative matters by Frederick Brown, who also 
carried out a variety of research tasks, and by Michael Bryan, who has had 
responsibility for coordinating all editorial and other operations involved in 
the preparation of this report for publication. 


Appreciation must also be expressed to Mr. C. W. Doylend, Office 
Manager of the Ottawa office of the Commission, and his assistants, and to 
the secretarial staff for their devoted service. 


THE REPORTS OF THE COMMISSION 


This is our fourth and final report. It presupposes and relies, in varying 
degrees, on the previous reports, which are referred to as the Interim Report, 
the Treatment Report and the Cannabis Report. On certain points our per- 
spective has evolved beyond that expressed in previous reports, and in 
some cases we have changed our views. Wherever we have been conscious of 
such a change we have drawn attention to it. As far as possible, we have 
attempted to profit from reaction to previous reports and from additional 
knowledge and understanding acquired in the intervals between our reports. 
The four reports reflect the evolution of our thinking over a period of ap- 
proximately four years. This evolution is, of course, related to changes 
which have taken place during that time in the phenomenon of non-medical 
drug use and in the social response to it. Although the differences of opinion 
between members of the Commission on certain points have tended to in- 
crease with the passage of time and the concentration on the detailed 
implications of its general policy perspective, there has been a significant 
measure of cohesion and continuity in that general perspective, considering 
the highly subjective and controversial nature of the value judgments in- 
volved. 


By and large we have regarded the four reports as having a cumulative 
effect, and we have not hesitated to reproduce parts of previous reports that 
we have felt were pertinent to matters being discussed in this report. Al- 
though the Interim Report was published in 1970 much of what was said 
there remains an essential part of the Commission’s general perspective to- 
day. The Treatment Report is the principal statement of the Commission on 
this subject, but we have resumed the discussion of certain treatment issues 
in this report. Since a separate final report was devoted to cannabis, the 
present report has concentrated on the other psychotropic drugs, and in par- 
ticular, on the opiate narcotics, the amphetamines and the strong hallucinogens. 
There has also, however, been considerable emphasis on other psycho- 
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tropic drugs which are the subject of non-medical use, and in particular, 
on alcohol and tobacco. We have not attempted to carry the discussion of 
cannabis, in any significant degree, beyond the Cannabis Report, which must 
remain our final word on that subject. But there is much in the Cannabis 
Report that is pertinent to the discussion of other forms of non-medical 
drug use, particularly in the areas of law and scientific issues, and we have 
drawn on some of these discussions from the earlier report. 


THE APPENDICES 


The appendices of this report form an integral part of it. They are 
not background papers but contain our conclusions on the subject-matters 
with which they deal. The appendices reflect the findings and conclusions of 
all the members of the Commission. There is no difference of opinion (at least 
any explicit difference of opinion) with respect to anything contained in 
them. The relationship between the parts of the report which are designated 
as “sections” and the appendices is simply one of convenience in the treat- 
ment and disposition of material. The chief purpose has been to try to avoid 
breaking the continuity of discussion by the intrusion of too much detail. 
The sections are chiefly concerned with conveying our general perspective, 
although in some cases they contain the whole of the discussion on a par- 
ticular subject. They also contain our recommendations, although there are 
some exceptions, as in the case of Appendix M Innovative Services. On the 
whole, the appendices are intended to contain the detailed examination 
of certain subjects which is considered to be necessary or useful for a con- 
sideration of the various policy issues. As indicated, however, we have not 
followed an inflexible rule; generally there is discussion of a subject in 
both the sections and the appendices; in some cases the whole of the dis- 
cussion is to be found in one or the other. The point to be emphasized 
here is that the appendices are as essential to an understanding of the 
Commission’s perspective and assumptions of fact as are the sections of the 
report. 


TRANSLATION 


The four reports of the Commission were translated by Michel Coupal, 
director, and the staff of Les Traductions 530, Inc., Montreal, Quebec, who 
are to be commended for the high quality of their work. 


It 


Section II 


Some Preliminary Observations 


THE PROBLEMS INVOLVED IN NON-MEDICAL DRUG USE 


The Commission’s terms of reference require it to make recommenda- 
tions to the Government of Canada as to what it can do, alone or with other 
levels of government, to reduce the dimensions of the problems involved in 
the non-medical use of psychotropic drugs and substances. They do not 
suggest what the government considers to be problems, although the preamble 
to the Order in Council which authorizes the appointment of the Commission 
expresses concern about the increase in certain kinds of drug use in recent 
years, particularly among young people. In the Interim Report we suggested 
that the following were problems involved in non-medical drug use: the harm 
(whether personal or social) produced by certain non-medical drug use; 
the extent and patterns of such use, and in particular its increase among 
certain groups in the population; the aspects of our personal relations and 
social conditions today which encourage such use; the proliferation and 
adulteration of drugs; the lack of sufficient scientifically valid and accepted 
information concerning the phenomenon of non-medical drug use; the lack 
of a coordinated and otherwise effective approach to the timely collection 
and dissemination of such information as does exist, including appropriate 
drug education programs; our present approach to treatment and other sup- 
portive services required to assist people suffering from the adverse effects 
of non-medical drug use; and the content and application of the criminal 
{aw in the field of non-medical drug use. 


These certainly remain problems, although the relative priority and em- 
phasis to be given to them have in some cases altered since the Interim Report. 
The degree to which they are still problems has changed. The overall 
perspective in which they were identified as problems is not the same. For 
example, there has been an increase in research and in the attempt to gather 
and disseminate valid information since the Interim Report; there has been 
a development of drug education programs; there has been a constructive 
change in the general attitude of the medical profession towards drug users; 
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there has been generous government support for innovative services of all 
kinds; and there has been a more enlightened approach to the use of the 
criminal law. Nevertheless, serious problems remain in the fields of research, 
information and education, treatment, other supportive services, and the law. 
Moreover, since the Interim Report our perspective has changed as to the 
nature and extent of the more serious forms of non-medical drug use. The 
principal concern is now with chronic multi-drug use. Prominent in this 
picture is the increasing experimentation with stronger drugs, and in particular 
with the opiate narcotics. 


THE IMPORTANCE OF MULTI-DRUG USE 


The relative importance of the problems referred to above varies ac- 
cording to the different kinds of drug use. With cannabis, for example, the 
problem of the content and application of the criminal law has been more 
important than the problem of treatment. With the opiate narcotics, treat- 
ment—and in particular opiate maintenance—is a major issue, as well as 
the extent to which the law is to be used for purposes of control. Thus, there 
are general observations which are applicable to the various kinds of drug use, 
but it is necessary to make distinctions on particular points. It might be desira- 
ble to be able to formulate a general response, but we are dealing, in. multi- 
drug use, with a complex phenomenon that presents itself under many aspects. 
For purposes of systematic, detailed analysis it may be helpful to consider the 
various forms of drug use separately. In practice, however, the drug use of 
many individuals is complicated by the fact that they use several drugs. It is 
essential to bear this perspective of multi-drug use constantly in mind, or we 
shall think unrealistically in terms of separate, quite distinct forms of drug 
use which do not bear on one another. __ 


SOCIAL POLICY AND INDIVIDUAL POLICY 


In the Interim Report we developed the concept of ‘social response’. We 
suggested the nature of this concept in the following passage: 


We see non-medical drug use generally as presenting a complex social 
challenge for which we must find a wise and effective range of social re- 
sponses. We believe that we must explore the full range of possible responses, 
including research, information and education; legislation and administrative 
regulation; treatment and supportive services; personal and corporate respon- 
sibility and self-restraint; and, generally individual and social efforts to correct 
the deficiencies in our personal relations and social conditions which encour- 
age the non-medical use of drugs. We attach importance to the general 
emphasis in this range of social responses. We believe that this emphasis 
must shift, as we develop and strengthen the non-coercive aspects of our 
social response, from a reliance on suppression to a reliance on the wise 
exercise of freedom of choice. [Paragraph 389.] 


It is necessary, however, to distinguish the response which we make as a 
society—working in an organized, collective way—and the response which we 
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make as individuals at various points of contact with the phenomenon of 
non-medical drug use. The individual response is an essential part of the 
social response, but it is also something which may be considered from an 
entirely different perspective. For example, we may, as individuals, have an 
attitude towards non-medical use which we may consider inappropriate 
or simply not feasible for attempted implementation as social policy. In this 
report we are concerned with the search for a wise social policy—that is, 
a policy which the society may consciously pursue as a whole. Such a policy 
must of course be carried out not only by government and other institutions 
but also by individuals influencing the phenomenon of non-medical drug 
use at the various points at which they have contact with it. Within this 
framework of social policy there is room for a wide range of individual 
policy. On the whole, however, individual policy or behaviour must reinforce 
social policy, if the latter is to be effective. 


GOVERNMENTAL AND NON-GOVERNMENTAL ACTION 


While the Commission’s terms of reference require it to recommend 
to the Federal Government what it can do alone or with other governments 
to reduce the problems involved in non-medical drug use, it is impossible 
to consider the appropriate role for government without reference to what 
other institutions and individuals are capable of doing. The government’s role 
must be seen in the context of the society’s response as a whole. Government 
acts directly by legislative prohibition or regulation, but it also acts by 
supporting the efforts of others. Action by government in the form of legis- 
lation can have a beneficial or an adverse effect upon non-governmental 
efforts in various areas. For example, a certain use of the criminal law may 
affect efforts in the fields of education and treatment. Government, through 
legislation and the kinds of social response it supports, conveys its own 
characterization and perspective of the phenomenon. It conveys an im- 
pression as to how seriously it regards a social problem. The extent to 
which this impression actually influences attitudes is another question. The 
attitude concerning the potential of harm of cannabis has been at extreme 
variance with the impression given by its classification in the law with the 
opiate narcotics. Conversely, the absence of an offence of simple possession 
for the amphetamines has not impeded the development of a widespread 
understanding concerning the dangers of ‘speed’. 


Although our terms of reference only require us to recommend the 
action to be taken by the Federal Government, we feel that this necessarily 
involves a commentary upon what should be done by other institutions 
and individuals. This non-governmental response is a necessary assumption 
or basis of any governmental action. What it is prudent for government to do 
or not to do will depend on what it may reasonably expect from other kinds 
of intervention and influence in the society. 


The terms of reference speak of action in cooperation with other 
governments. Clearly, then, we are not to be confined, in considering a 
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wise social policy, to the limits of Federal Government jurisdiction under 
the constitution. We also have to consider what provincial and munici- 
pal governments may do and how the Federal Government may assist 
them. 


THE OBJECTIVES OF SOCIAL POLICY 


The legal distinction between medical and non-medical drug use turns 
essentially on medical judgment as evidenced by prescription. There is no 
such basis for distinguishing between non-medical drug use which may be 
relatively harmless, in particular circumstances, and that which is not. With 
drugs which have an accepted medical value, the law relies in the final 
analysis on the judgment of physicians to assure a proper medical use of 
them. As we have seen, we cannot take prescription as the infallible criterion 
of the distinction between medical and non-medical use; the issue is whether 
the drugs are in fact prescribed for generally accepted medical reasons. In 
other words, the judgment and general prescribing practices of physicians 
must be subject to critical review. But in the final analysis the law relies on 
medical judgment to confine the use of such drugs to medical purposes. The 
physicians are the final gatekeepers. Some drugs with medicinal value do 
escape this control by medical prescription. Such are the over-the-counter 
drugs which are available for self-medication and use at the discretion of 
the individual. Where such drugs present a particular potential for harm 
they may be brought under the control of the requirement of a prescription. 


Where drugs do not have an officially recognized medical value there 
is no regulatory means such as medical judgment to distinguish acceptable 
from non-acceptable use. There is no judgment or discretion to which the 
law can delegate the responsibility for making this distinction. In such 
circumstances, the law is faced with the choice of making the drug legally 
available or prohibiting its distribution altogether. There is no intermediate 
system of control to distinguish between harmful and relatively harmless 
use, between moderate use and excessive use, between use and ‘misuse’ or 
‘abuse’. It is difficult through legal regulation to pursue a policy of modera- 
tion, as distinct from one of abstinence. If the decision is to make a drug 
legally available for non-medical purposes the law must rely on individual 
judgment and other influences to assure a level of use that avoids harm. 


Such a policy presupposes that a particular drug is capable of con- 
trolled, moderate and relatively harmless use. Here we encounter other 
difficulties in an attempt to formulate wise social policy with respect to 
non-medical drug use. Is any drug which has a potential for significant harm 
capable of a controlled non-medical use? It is, of course, a matter of degree 
and the price we are prepared to pay for certain satisfactions. It is a 
question of what we are prepared to regard as ‘significant harm’. Theo- 
retically it may be possible to restrict one’s smoking of cigarettes to the 
point which avoids any appreciable danger of harm, but comparatively few 
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people are able to maintain this level of consumption. In the end a very 
high proportion of smokers are inevitably exposed to the dangers of tobacco. 


This is a difficulty which we encounter in attempting to formulate 
social policy. We know comparatively little about safe and unsafe levels of 
consumption of drugs for non-medical purposes. Such knowledge can only 
be produced by long-term research into effects at various dose levels. For 
example, although cannabis, like alcohol, is susceptible of controlled use, 
we are not yet in a position, as we pointed out in the Cannabis Report, to 
give assurances as to what are moderate and relatively harmless levels of 
use. Thus, even with drugs which are capable of controlled use, we may 
not be able to provide the information required for wise personal decisions. 


Some drugs are not susceptible of controlled use. There may be risk 
of harm at any level of use, even initial, experimental use. Such is the case 
with the strong hallucinogens such as LSD. There are particular dangers 
in ever using heroin or ‘speed’. It is irrelevant to speak of a policy of 
moderation with respect to such drugs. Excessive use certainly increases 
the risk of harm, but harm may occur on any occasion of use. The effects of 
a number of these drugs at a normal level of use are quite unpredictable. 
In such circumstances the law must decide whether the risk of harm from 
these drugs is such as to call for total prohibition. There are, of course, 
other factors to be taken into consideration in determining what is a 
feasible legislative policy, including the price one pays for certain use of 
the law, but the actual risk of harm is the first factor to be considered. The 
fact that a drug has a significant potential for harm and does not lend itself 
to a controlled use does not automatically lead to a policy of prohibition. 
We may decide for a number of reasons, as we do with other risks, to rely 
on peoples’ judgment, wisdom, self-interest or learning capacity to avoid 
harm. 


Another difficulty which we encounter in attempting to formulate the 
objectives of social policy is the possible relationship between any drug use 
and excessive or harmful use. There can be no harmful use unless in the 
first instance there is some use. Moreover, the lines between occasional use, 
moderate use, and excessive use, or between harmless and harmful use, are 
not clearly marked. They are levels of drug use which slide into one another. 
Finally, the climate of drug use as a whole and the prevailing attitudes 
towards it are factors which can influence use at various levels. There is 
a view which holds that the potential for harm—the total incidence of 
harmful effects—increases as drug use increases generally, and that if we 
wish to reduce the total incidence of harm we may do so by reducing per 
capita drug consumption generally. This point of view is based on evidence 
that the distribution of the per capita consumption of alcohol in the popula- 
tion of users follows a certain pattern or curve (referred to as “log normal’). 
(See Appendix C Extent and Patterns of Drug Use.) It is hypothesized that 
regardless of an increase or decrease in drug use in any sector of the popula- 
tion, the overall shape of the distribution is constant and the relative pro- 
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portion of occasional, moderate and heavy users in the population would 
remain the same. According to this view, a general increase in drug use 
would increase the number of heavy or excessive users; if we wish to reduce 
the number of such users we must reduce the consumption of essentially all 
users. Further research will be necessary to evaluate the general validity of 
these hypotheses. 


Another point of view is that it is wrong in principle to make any use 
of drugs for the purpose of altering our state of mind—that such a practice 
interferes with the full development of our potential as human beings. This is 
a concern with the effect of any kind of drug use on the personal development 
of the individual. The reasoning is that each time the individual turns to a 
drug instead of his own internal resources to cope with stress, anxiety, 
disappointment, and the like, he diminishes his capacity to deal with these 
situations or conditions by natural means and increases his ultimate reliance 
upon drugs for such purposes. This view tends to exaggerate the extent of 
our independence of external aids of various kinds. It does, however, reflect 
a concern with the tendency of occasional reliance to develop into permanent 
reliance. 


Whether drug dependence is to be considered an evil in itself is also 
a matter of some debate. Some would argue that it is not the fact of 
dependence itself but the degree to which it actually interferes with effective 
functioning that is the evil. Others would argue that the evil lies in the 
impairment of autonomy or freedom of choice that is brought about by 
dependence. It is seen as a Significant loss of personal dignity for the 
individual. This issue is brought into focus by the use of methadone main- 
tenance to manage opiate dependence. The individual is enabled to function 
more éffectively but he exchanges one form of opiate dependence for 
another. The serious secondary effects of heroin dependence are removed 
——the need to have contact with an illicit market and to commit crime to 
support the habit—but the individual is left with a dependence which is 
just as strong, if not stronger, than heroin dependence. Those who see 
drug dependence as an evil in itself, regardless of its effect on the individual’s 
capacity to function, tend to see methadone maintenance as a mere transfer 
of the problem from one form to another. Those who tend to judge 
dependence in terms of its actual effects on behaviour are not so concerned 
about the fact that the individual remains dependent if he is able to 
function more or less in an otherwise normal fashion. 


The individual who is dependent upon drugs is less free than one who 
is not. He is dependent not only upon the drug but upon others for his ability 
to function. If the system by which he obtains the drug fails, he is faced with 
a crisis which can overturn his entire equilibrium. This is, of course, true of the 
individual whose life is kept alive by a drug or a mechanical device—as, for 
example, in cases of diabetes or heart disease. Why should drug dependence 
which is managed by legally available maintenance doses be regarded any 


lf 


Part One Introduction 


differently? Does the fact that drug dependence (unlike diabetes) is self- 
imposed make the difference? If such is the case, we are no longer characteriz- 
ing drug dependence in terms of its effect upon the individual but are 
investing it with a moral judgment which we pass upon the individual. Drug 
dependence becomes an evil not simply because of its effect upon the indivi- 
dual but because it is a state into which he has voluntarily entered. This 
tends to ignore the extent of personal responsibility for various forms of ill 
health. Illnesses which result from neglect or abuse of one’s health—poor 
diet, lack of exercise, insufficient rest, overwork, excessive worry or stress— 
all these can be said in some measure to be self-inflicted. Yet they do not 
carry the same connotation or stigma of personal responsibility as drug 
dependence. If we search for reasons for this difference in attitude we may 
be led to the conclusion that in the one case the behaviour which causes 
illness—for example, overwork—is regarded as socially acceptable, if not 
desirable, or at least normal, while in the other case the behaviour which is 
associated with drug dependence—escape from stress, self-indulgence and 
so on—is regarded as socially unacceptable, at least in that form. Work 
addiction produces useful results for the society (although it may inflict 
considerable harm on the individual and those with whom he has contact), 
but drug addiction does not. In the final analysis we are not nearly as con- 
cerned about the effects of self-destructive behaviour on the individual himself 
as we are about the effects on the society as a whole. It is this which accounts 
for the difference in our characterization of self-indulgent behaviour which 
renders the individual impotent or virtually useless socially and that which 
makes some contribution, however distorted, to social utility. Thus the social 
drinking which lubricates business relations is accepted as a necessary, if not 
desirable, part of business behaviour, although it often lays the foundation for 
problem drinking and alcoholism and no doubt frequently results in impaired 
judgment. 


On the whole, then, we tend to characterize non-medical drug use 
according to its behavioural manifestations, actual or presumed. This is the 
approach which distinguishes moderate from excessive use according to its 
actual effects upon the individual and society. If the individual can function 
effectively and continue to discharge his responsibilities, despite reliance on 
drugs, we are not overly concerned. The logical conclusion of this point of 
view is that the law should not attempt to interfere with non-medical drug 
use that does not produce apparently harmful effects for the individual or 
society, and even then it should confine its concern to the behavioural mani- 
festations of use that result in harm to others. This is in effect the present 
policy with respect to alcohol, which makes alcohol legally available to 
persons above a certain age but punishes harmful behaviour resulting from 
the use of alcohol, such as impaired driving. 


In the face of all these considerations what are we to conclude is a sound 
general attitude towards non-medical drug use and a realistic objective of 
social policy? Non-medical drug use is too deeply rooted and too pervasive to 
be eliminated entirely. It cannot be swept away. There will always be a very 
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high proportion of our population who will engage in non-medical drug use 
of various kinds. The proportion that can remain strictly abstinent—that is, 
avoid the use of psychotropic drugs of any kind, including those which are 
present in coffee and tea—will remain infinitesimal. If one considers the 
number of persons who are likely to continue to use tobacco and alcohol, then 
one develops a realistic appreciation of the inevitable proportions of non- 
medical drug use. If one also thinks of the number who are likely to continue 
to use tranquilizers and barbiturates, one has an overwhelming impression 
of a climate of reliance on psychotropic substances. As we said in the 
Interim Report: 


One could go on. The point is that there must be very few people who 
do not use some psychotropic drug for non-medical reasons. The general 
climate, therefore, is not one of moral condemnation of the use of drugs 
for mood-modifying purposes, but rather one of acceptance of such use. 
[Paragraph 390.] 


In the face of such widespread and persistent non-medical use of drugs 
a social policy of abstinence is not a feasible one. It is unrealistic to expect 
the majority of people to give up non-medical drug use altogether. But it is 
feasible to attempt to persuade people to reduce their overall use in order 
to reduce harmful use and to set a better climate of example for young 
people. To the extent we engage in non-medical drug use at all, we must bear 
our share of responsibility for the more harmful forms of use. We contribute 
to a general climate which encourages use. Our objective of social policy 
should be to discourage the non-medical use of drugs as much as possible 
and to seek a general reduction in such use, but at the same time, to equip 
those who persist in use with sufficient knowledge to enable them to use drugs 
as wisely as possible. 


THE MEANS OF SOCIAL RESPONSE 


How such a social policy is best pursued is another question. The 
identification of problems does not automatically indicate solutions. We 
must distinguish between the potential for harm of a particular form of 
non-medical drug use and the measures of social policy which it is feasible 
to adopt in relation to it. The fact that we are confronted by harmful be- 
haviour does not necessarily mean that we are justified in using the most 
drastic measures of social intervention at our command. We have to deter- 
mine what it is reasonable and feasible to attempt to do, having regard to 
the benefits and costs of alternative policies. 

There are basically two kinds of intervention with respect to non- 
medical drug use: the preventive and the remedial. Both forms of action are 
necessary in an attempt to check its growth and impact. | 

The preventive approach presupposes that we know something about 
cause and the remedial that we know something about treatment. Unfor- 
tunately, our knowledge leaves much to be desired in both of these areas. 
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In the area of prevention, not only do we know little about the 
motivating or predisposing factors with respect to various forms of non- 
medical drug use but we know little about the efficacy of the various methods 
of prevention, In particular, we know little about the effect of education on 
behaviour or about the deterrent effect of the criminal law. 


With respect to remedial intervention, we have indicated in our 
Treatment Report how relatively unsuccessful have been most attempts to 
treat drug dependence. Our most successful response is still the attempt to 
manage dependence, rather than to cure it, by the substitution of one 
dependence for another. And even this method must still be regarded as 
in the experimental stage and subject to very serious critical re-evaluation. 


Despite this relative lack of knowledge and the essentially discouraging 
outlook for treatment, we must persist in our efforts to develop a more 
effective social response to non-medical drug use and its effects. What we 
have to avoid are unreal expectations of success. This has a very important 
bearing on the measures which are considered to be justified on a weighing 
of benefits and costs. In the field of non-medical drug use we have to learn 
to live with a discouraging rate of apparent failure. At the same time we 
have to demonstrate persistence and endurance and enormous patience. Up 
to now the field has been characterized by exaggerated and competing 
claims of success because people have been conditioned to expect a rate 
of success comparable to that which may be attained in other fields. 
As a society we are gradually becoming aware of the extremely baffling 
and intractable nature of this phenomenon, and this discovery may be 
expected to result in more realistic expectations. This in turn will make it 
possible to share our respective experience and knowledge with greater 
candour and less defensiveness. The field of non-medical drug use is one 
in which we need very tough self-evaluation and the maximum of co- 
operation in sharing bad news as well as good. The problems are far too 
difficult to be successfully confronted by divided and conflicting responses, 
although there is room here, as elsewhere, for a healthy competition 
directed to testing rival theories in a spirit of underlying cooperation. In 
other words, a successful assault upon this phenomenon calls not merely 
for the massing of effort behind the most promising lines of solution but 
the maintenance of an essentially cooperative competition among a variety 
of methods. We have to avoid over-commitment to any particular response, 
recognizing that we are dealing with human beings whose needs and re- 
sponsiveness vary enormously. There is no room in this field for monolithic 
responses. Variety and flexibility should be the watchwords. We have to 
leave room for a great variety of human intervention and relationships—in 
a word, for the personal touch. We have to leave sufficient room and flex- 
ibility within our institutional arrangements for the creative play of the 
human spirit. For it is that which contains the capacity for profound change. 
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THE APPROPRIATENESS AND EFFECTIVENESS OF THE VARIOUS INSTRUMENTS 
OF SOCIAL POLICY 


In considering the extent to which we may rely on the various means 
of social response we must have some general impression of their relative 
appropriateness and effectiveness. So often it is said that we should shift from 
one emphasis to another. Such suggestions generally rest on an assumption 
that the proposed alternative will be at least as effective as the policy to 
be abandoned. Yet this is not always the case. One policy is to be preferred 
to another if it is a more efficient policy—that is, a better policy on a 
balance of benefits and costs. Here we are considering not merely the 
effectiveness of a policy in terms of its ability to achieve a certain result, 
but also the price which must be paid for the result. It may pay us to 
forego some effectiveness, or at least to risk such a loss, in return for 
paying a less onerous price. Still, the result in the form of a reduction of 
certain kinds of use is so important and so much to be desired in the field 
of non-medical drug use that many may feel it is worth almost any price. 
At least, they may be relatively unimpressed by talk of the price. Thus, an 
analysis of policy options requires consideration not merely of the balance 
of benefits and costs—the net yield, so to speak—but also of the ability of 
alternative policies to produce a desired result. 


It is also important to be quite clear as to how far it is necessary to 
choose between various policies or means of social response, and how far 
they may be pursued in combination. It is not essential that we think in 
terms of altenatives if there is not something mutually exclusive about the 
various options. 


THE WISE EXERCISE OF FREEDOM OF CHOICE 


In our Interim Report we said that the emphasis in social policy should 
“shift, as we develop and strengthen the non-coercive aspects of our social 
response, from a reliance on suppression to a reliance on the wise exercise 
of freedom of choice.” The important qualifications here—not always given 
due weight in references to this passage—are, of course, the words “as we 
develop and strengthen the non-coercive aspects of our social response” and 
the word “wise”. Such a shift in emphasis is only possible in the measure 
that we have developed effective alternatives to the punitive approach. The 
objective is not freedom of choice as such, but the wise exercise of freedom 
of choice—that is, choice that will avoid harm. 


While most people would agree with such a shift of emphasis as an 
ideal, there is a serious question as to how far people are capable of wise 
exercise of freedom of choice in actual practice, and how far we may rely 
on non-coercive means of social response. People do not question the 
soundness of the ideal; they question its practicality. 


The capacity for wise exercise of freedom of choice is certainly not 
to be taken for granted. Wisdom does not automatically flow from the 
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provision of ample and accurate information, important as such information 
is. Information has not deterred millions of people from continuing to run 
the risks inherent in the smoking of tobacco and the excessive use of 
alcohol. In a word, there does not appear to be any magic in information 
alone. The wise exercise of freedom of choice in relation to drugs depends 
on at least three factors: the possession of accurate and adequate informa- 
tion about the effects of drugs; the capacity (generally based on some 
experience and maturity) to make rational judgments in using this informa- 
tion; and the personal motivation, security and discipline required to abide 
by the behavioural directives issuing from these judgments. While adequate 
information on drugs can be imparted with relative ease by a variety of 
educational techniques and media, the capacity to make appropriate rational 
judgments in actual life situations is much less easily controlled by educa- 
tional techniques. The factors of personal motivation, inner security and 
behavioural discipline—for example, the wish and the power to delay 
immediate gratification on rational grounds—are difficult to reach by tradi- 
tional, short-term educational methods, and are mainly developed by the 
profounder influences of character formation in the family, religious life, 
and peer-group relations. They find their main basis in the early relationship 
between parent and child. The ideal of a wise exercise of freedom of choice 
is not an easily attainable one, but it is one towards which we must 
continue to strive, beginning with the early influences on child development. 


The wise exercise of freedom of choice must take place within a frame- 
work of influences that support and reinforce the capacity for such choice. 
Some of these influences may be coercive and some non-coercive. They may 
be either preventive or remedial in their effects, or both. Together they will 
constitute a climate or continuity of influence that will contribute to know- 
ledge and judgment. 
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Section III 


The Causes of Non-Medical Drug Use 


Our terms of reference require us to inquire into the “motivation under- 
lying the non-medical use of drugs” and the “social, economic, educational 
and philosophical factors” relating to such use. In the Interim Report we 
attempted to touch on some of the dominant themes concerning the causes 
of non-medical drug use that had emerged from the public hearings and 
other sources of interpretation available to us during our first year. At that 
time our attention was attracted chiefly to the motivation and other related 
factors associated with drug use by young people—in particular, the use 
of cannabis, the strong hallucinogens and the amphetamines. It was an 
attempt to place the new upsurge of non-medical drug use in some social 
perspective, particularly in relation to the basic concerns underlying youth- 
ful dissatisfaction and protest. It did not purport to be a comprehensive 
discussion on the subject. It emphasized the extent to which curiosity and 
the simple desire for pleasure were primary motivations for the use of 
cannabis, it touched on the apparent association between youthful drug use 
and the search for a new meaning and approach to life, and it referred to 
the personality problems underlying some of the more dangerous forms of 
drug use, such as the intravenous use of amphetamines. Among the themes 
which this discussion touched on were pleasure, curiosity, the desire to 
experiment, the sense of adventure, the search for self-knowledge and self- 
integration and for spiritual meanings, the collapse of religious values, the 
division of life into work and play, role rejection, the search for authenticity, 
alienation and anomie, the loss of faith in reason, the emphasis on feeling 
and immediate experience, the relief of stress and tension, the bombardment 
of the nervous system by stimuli of all kinds, depression, the feeling of 
powerlessness, and a lack of belief in the future. Reference was also made 
to pathological causes of drug use, although the Commission expressed the 
view that the majority of non-medical drug users were not suffering from 
mental illness. 


Since the Interim Report we have attempted to develop a more com- 
prehensive discussion of motivation and other factors related to non-medical 
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drug use referred to in our terms of reference. Our purpose here is not to 
sum up the detailed discussion of motivation in Appendix D or the discus- 
sion in other appendices of related factors, but to state the conclusions 
which may be drawn from these discussions for the purpose of developing 
social policy with respect to non-medical drug use. 


As we have seen, there are many theories about the causes of non- 
medical drug use and no overall explanation. In fact, we cannot be sure 
that we know the causes or predisposing factors in any particular case. 
What this means is that it is extremely difficult to identify the populations 
at risk to non-medical drug use or to predict whether any individual is 
likely to become a user of drugs, and if so, one whose drug use will lead 
to harm. The extent to which individuals engage in non-medical drug use 
is very much a reflection of opportunity. Opportunity is presented by avail- 
ability and by someone who gives the individual the necessary invitation, 
encouragement or assistance which he may need to make the first attempt. 
Initial drug use may reflect nothing more in the personality or environment 
of the user than the fact that he has associates who bring him into contact 
with the opportunity for use. The extent to which a person becomes in- 
volved in regular-heavy drug use, or in patterns of use that may engender 
harm to himself or others, may depend in some measure on particular 
factors in his personality and social environment. The effects of the drug 
itself, if pleasurable, play an important role in influencing a person to con- 
tinue use, but the fact that certain persons will seek such pleasure or relief 
despite obvious risk of harm is probably due in part to the particular makeup 
of the personality, although this has not, as yet, been adequately ascertained. 
In many cases, it can be hypothesized that persons will seek such gratifica- 
tion despite the risks because they have a low tolerance for discomfort, a 
poor self-image or a self-destructive impulse. In other cases, the physical 
or mental anguish of an individual is such that recourse to drugs can be 
viewed as a form of self-medication. 


Although it is impossible to generalize about the motivation behind 
non-medical drug use, certain dominant themes keep recurring. One of 
these themes is that many excessive users suffer from a lack of self-ac- 
ceptance. They do not like themselves, and they seek escape from this pain 
in the oblivion of intoxication. We could reduce the vulnerability to harmful 
drug use very greatly if we could remove the conditions that contribute to 
this lack of self-acceptance. People in the treatment field attest over and over 
to the fact that persons who make an excessive use of drugs have this sense 
of failure or personal inadequacy. 


Another theme that recurs is the desire to escape from an intolerable 
bombardment of the nervous system by environmental stimuli. There is 
here both a sense of discomfort and a sense of personal inadequacy. The 
human being feels overwhelmed by the demands upon him. He seeks, by 
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the effect of drugs, to insulate his nervous system against the shower of 
stimuli from the environment. A very prevalent condition which accounts 
for much drug use is stress produced by the nervous strain of modern 
living. Much adult non-medical drug use has the relief of stress as its main 
objective, particularly in the case of depressant substances, such as alcohol 
or barbiturates and tranquilizers. 


The continued use of stimulants, in particular the amphetamines, seems 
to appeal in particular to those who feel depressed, incompetent, impotent 
or suffer from low self-esteem. Such people may seek relief from a painful 
consciousness of self in sedation or they may seek escape in an increased 
sense of energy or power. These are simply two different ways of trying to 
dispel the painful awareness of personal inadequacy. 


An explanation that has frequently been offered for non-medical drug 
use, particularly by young people, is the notion of alienation. It is said that 
there is a widespread feeling of estrangement from established institutions 
and values. They no longer convey a sense of relevance. There is an inability 
to identify with them. The notion of alienation is used in many different 
senses to characterize prevailing attitudes or reactions. It is used very often 
to convey the dissatisfaction which young people feel with the existing 
educational system. 


Closely akin to alienation as a feeling or condition that can lead to drug 
use is boredom. Many people fail to be adequately stimulated by their 
environment and consequently are involved in a restless search for pleasure 
and for new experiences. Boredom is simply one form of mental discomfort 
that persons can seek relief from through the use of drugs. 


It is incorrect to assume that all drug use has some underlying psycho- 
pathology, but it is equally incorrect to assume that some people are not 
more prone to excessive use than others. It is necessary to distinguish between 
the occasion of initial use, for which nothing more may be necessary than 
the opportunity and curiosity, and the persistence which leads to excessive 
use and excessive involvement in a pattern of life oriented around use. For 
the latter transition to occur there is probably some combination of individual 
and social factors which explain the continued and in some cases even 
obsessive use of a drug. 


To a person who can relax and find peace of mind by other means a 
sedative obviously does not represent as strong an attraction as it does to 
one who cannot. The peculiar quality of psychotropic drugs resides precisely 
in the change of mental state which they can produce. If one can produce 
these desired states by other means then there is less likely to be a com- 
pulsion to resort to mind-altering drugs. We all have to cope with the 
problems for which drug use may appear to offer some relief. The difference 
in degree to which we become dependent on drug use lies, to some extent, 
in our access to viable alternatives and our ability and willingness to make 
effective use of them. All must cope at some point with stress, pain, over- 
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whelming demands, self-doubt, anxiety, and boredom. Some are able to 
use conventional and sanctioned resources to cope with these states; others 
do not have the ability to deal with inner conflicts or have access to the 
means of resolving these conflicts. 


While it is necessary for purposes of analysis to concentrate on the 
motivations for specific kinds of drug use, the single motivation which is 
of most concern is that of the chronic multi-drug user—the person who 
engages in indiscriminate and reckless drug use. Obviously, there must be 
motivations common to a number of drugs to explain the behaviour of such 
individuals. The chronic multi-drug user would seem to be driven in some 
cases by a strong impulse towards self-destruction. He appears bent upon 
oblivion, often as a result of a profound dissatisfaction with self. 


Some recent studies have suggested that family influences can have 
an important bearing on drug use.* It is said of white middle-class families 
that the high risk family (i.e., a family in which the children have higher 
chances of becoming drug users) is one in which the parents are uncertain of 
their roles, both as parents and husband and wife; in which the mother tends 
to be dominant and the father lacking in leadership in the family; in which 
the parents are permissive, hesitant to convey their values, and indeed 
unsure of their values, except the belief that children should be given freedom 
to develop their personalities; in which there is not a proper balance of 
affection and discipline; in which emotions are not expressed with freedom 
and confidence but problems tend rather to be intellectualized; in which 
the relations between husband and wife do not inspire a sense of security 
in the children; in which there is poor communication between the parents 
and children; in which there is fairly heavy reliance by the parents on drugs 
of various kinds; in which there is a lack of religious belief, a hostility 
towards authority, and a progressive leaning on political and social issues. 
The low-risk families, by contrast, exhibit a very strong, warm, well-in- 
tegrated pattern of family life, with a good combination of affection and 
discipline; there are warm and happy relations between the parents who 
accept their role as parents and as husband and wife, with leadership from 
the father that is authoritative but not autocratic—gentle but firm and 
tempered with humour; the parents are confident they know how to bring up 
their children and are clear as to the values which they want to transmit, 
with emphasis on faith in God, respect for parents, self-control, tolerance 
and respect for one another. Within this framework of standards and 
discipline children are in fact given considerable scope for freedom and 
personal responsibility. Because they know what their parents expect they 
appear to be much more confident in their judgments. The children of the 
low-risk family are found to be resistant to peer group pressure. Because 
of the direction and support they receive in the families they do not seem 
to be as dependent on the approval or guidance of others. It is noteworthy 





* R. H. Blum, & Associates, Horatio Alger’s Children (San Francisco: Jossey-Bass, 1972). 
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that the parents and children of low-risk families are much more forgiving 
of themselves and each other. They like themselves and each other. They 
do not expect too much of each other. Blum’s conclusion that a certain 
quality of family relationships provides the necessary conditions for self- 
restraint and the capability to resist group pressure and resolve personal 
conflicts without resorting to drug use is certainly an interesting hypothesis 
which warrants further attempts at empirical verification. 


There is no doubt that children are influenced by the importance which 
their parents attach to drugs and by the example of drug use which their 
parents give. Parents convey more by their conduct than by their words. 
If parents show that they rely on drugs to relieve discomfort and to change 
their mood, how can they expect their children not to follow their example? 
No doubt there are exceptional cases where children may become so dis- 
gusted by the effect of drug use on their parents that they are turned off it 
for good, but studies show that the children of alcoholics are more likely 
to become alcoholics themselves, and that the children of parents who make 
extensive use of prescription and other drugs are at greater risk to drug 
use than the children of parents who do not. 


From the public point of view most concern focusses on the question 
of what leads people to experiment with heroin, and having experimented, 
to go on to the regular use which leads to dependence. There have been 
a great many theories, psychological and sociological, to explain opiate 
narcotic use and dependence, but there seems to be little in the way of a 
general consensus which is firmly supported by empirical evidence. There 
are, however, a number of hypotheses which are attractive because of their 
plausibility. They fit at least some part of what we intuitively feel must 
occur; in each case there must be some combination of psychological and 
environmental factors, although the circumstances vary so much that it is 
Virtually impossible to generalize. The following factors appear to be 
worthy of particular consideration: the factors which produce the oppor- 
tunity of first use and the willingness to accept this opportunity or invita- 
tion; the role played by the personality, the effects of the drug, and personal 
associations and pattern of life, in the continuing use which develops into 
dependence; and the factors which make for the tenacious hold of dependence 
and the difficulty of remaining abstinent without relapse. 


It would appear that sociological or environmental factors are far more 
important than psychological ones in the opportunity and willingness to use 
an opiate narcotic like heroin for the first time. The crucial factor in initial 
use is availability or access to the drug, and for the non-user this almost 
always means coming into contact with a user. The user may also be a 
dealer but this initial contact is usually of a casual, friendly nature, and 
does not ordinarily arise out of a dealer forcing himself upon a prospective 
user. If an individual decides to use heroin it is generally because his 
curiosity has been aroused by what he has heard or observed in his contact 
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with another user. Why some persons who are exposed to this opportunity for 
use take advantage of it and why some do not is a matter of pure specula- 
tion. Obviously the initial or experimental user does not have such reserva- 
tions about heroin use that he is unable to overcome them. Some studies 
have suggested that those who decline the invitation have more negative 
knowledge or attitudes about heroin than those who accept it. An increas- 
ingly important factor influencing response at this point must be the now 
wide-spread knowledge that one does not become instantaneously dependent 
on heroin but that it takes some time to develop dependence. The person who 
is prepared to experiment with heroin will almost always have a back- 
ground of multi-drug use (although this was not necessarily true prior to 
the mid-1960s, and there are still important exceptions) and must be 
favourably disposed to drug experimentation. Today, it will generally be 
involvement in the multi-drug use pattern of life that will have brought the 
individual into contact with a user of heroin in the first place. 


The personality background and makeup of this multi-drug user who 
is prepared to experiment with heroin is difficult to characterize. Obviously, 
he must be someone who has become sufficiently involved in a pattern of 
multi-drug use to be able to overcome any inhibitions about the use of the 
hypodermic needle. Consequently, those who are most at risk to heroin use 
and dependence are undoubtedly the intravenous users of amphetamines 
or ‘speed’. They are already familiar with the use of the needle, and heroin 
offers them relief from the strain of amphetamine use. There seems to be 
agreement that the ‘speed freak’ generally suffers from serious personality 
problems. He frequently comes from a disturbed family background and, 
according to some authorities, often shows feelings of sexual inadequacy as 
a result of slow maturation. These characteristics have also been noted in 
heroin dependents. Indeed, there is a marked similarity in the background 
of these two types of drug users. 


For those who have not used ‘speed’ intravenously, something more is 
required to permit this critical step in drug use than simply the kind of 
curiosity that may lead to the initial use of cannabis or even to one of the 
strong hallucinogens. Certainly, curiosity is there in many cases, but there is 
probably also a background of multi-drug use and risk-taking. Neverthe- 
less, one must not forget that opiates are the most powerful of analgesic 
drugs, and therefore, they may be sought in cases of very severe physical or 
mental pain. 


The factors which lead to repeated use and finally to the increasingly 
regular and frequent use which ends in dependence include the reinforcing 
effects of the drug and the attraction of a certain pattern of life and asso- 
tions. The gratification afforded by the drug is obviously a major factor in 
causing an individual to repeat his use of the drug until he becomes 
dependent. There is both gratification in the form of a pleasurable sensation 
and gratification in the form of relief of distress or discomfort of some kind. 
The discomfort in a great many cases may be a strong sense of personal 
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inadequacy. This feeling of personal inadequacy may proceed from a failure 
to perform satisfactorily in the educational system or to find and hold 
satisfactory employment. A high proportion of heroin users drop out of 
the educational system before the end of high school, despite the fact that 
they are quite often above average in intelligence. Most of them have a 
poor record of employment in their background before heroin use. A high 
proportion also have a record of delinquency or antisocial behaviour of 
various kinds which pre-dates their use of heroin. There is also often a back- 
ground of unstable family life without a strong father figure. For males, 
this may result in a weak masculine self-image and fears of sexual inade- 
quacy. These observations by clinicians and others who have had the 
opportunity of examining heroin addicts may not have all the empirical 
foundation which might be considered desirable, but they are recurring 
themes which have to be treated as serious hypotheses. The truth about 
the motivation to heroin use does not seem to lie in an exclusive emphasis 
on factors in the pre-use personality of the user, nor on factors in the 
personal and social environment of the user before he took up use, nor 
again in the reinforcing effects of the drug and the pattern of life and 
associations developed after use, but rather in a combination of all of these 
factors. Although it is impossible to predict with any degree of assurance 
what types of persons are likely to come into contact with the opportunity 
for heroin use, likely to take advantage of the opportunity, and likely to 
continue use until they become dependent, there are certain generalizations 
that we can make of importance to the development of social policy. 


Important factors in connection with heroin use are the early family 
influences which may produce a vulnerable personality; the existence of a 
multi-drug-using subculture which allows for a bridging of the traditional 
gap between drugs such as cannabis and the hallucinogens, on the one 
hand, and methamphetamine and heroin, on the other; and the pattern of 
life and associations which the heroin user acquires once he becomes de- 
pendent. The key factor is undoubtedly availability which turns on contact 
with a heroin user. Many persons of vulnerable personality are never 
exposed to an opportunity for heroin use. Many who are exposed do not 
take advantage of the opportunity. Others do not pass beyond the stage of 
experimentation. Still others do not pass beyond occasional, non-dependent 
use. What seems to be of chief importance is the formation of a close rela- 
tionship with a heroin user. It is a combination of a person being psy- 
chologically or socially vulnerable to heroin use, and receiving encourage- 
ment or persuasion from another person on whom one feels somewhat 
dependent, that explains becoming a heroin dependent. 


In the United States social conditions in the depressed urban core of 
large metropolitan centres have created the desperation and extreme vul- 
nerability which is particularly fertile ground for heroin use, especially be- 
cause heroin is so readily available in these same areas. We have not had 
similar conditions on the same scale in Canada, particularly the plight of 
underprivileged racial minorities. There has been some evidence, however, 
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that among Canada’s newer heroin dependents, there are many first genera- 
tion Canadians whose traditional parental values conflict with the dominant 
normative system. 


It is necessary to place the role played by multi-drug use and so-called 
‘contagion’ or ‘infection’ in some reasonable perspective. Obviously, there 
are not clearly defined causal relationships between the various kinds of 
drug use, but there are associations between them of a predisposing nature. 
For example, there is the association between the smoking of tobacco and 
the smoking of cannabis, the use of cannabis and the use of LSD, and the 
intravenous use of the amphetamines and heroin. Alcohol figures in the 
background of most multi-drug users. There is a strong correlation between 
it and the use of other drugs. Multi-drug use exercises an overall influence 
which makes it more likely that persons who have used certain drugs will 
use other drugs. It increases interest in drugs and drug experimentation. 
The more heavily involved a person is in multi-drug use the more likely 
he is to move on to new drug experiences. This increases the chance of 
the progression to heroin use, although it does not necessarily predict heroin 
dependence. Involvement in multi-drug use brings the users into contact 
with persons using a variety of drugs and is more likely to expose them to 
the opportunity for use of potentially more dangerous drugs. 


The ‘contagion’ or ‘infection’ theory holds that drug use spreads mainly 
through contact with users. It is a use of the term contagion or infection 
by way of analogy. Obviously, the process is not strictly like that of the 
spread of infectious disease since in drug use the ‘victim’ is not infected 
without an intervening act of volition on his part. However, the opportunity 
to use heroin depends on contact with other users and, in many cases, his 
curiosity or interest in the use of the substance would not be sufficiently 
aroused without the influence of others. Nor indeed would he in many 
cases learn the particular procedure or practice required for effective use. 
In these senses, then, contact with another user is generally necessary for 
the spread of drug use. Controversy about the contagion or infection theory 
seems to be of a semantic nature. To this extent it is much like the contro- 
versy about progression. No doubt there are many factors which account 
for drug use in a particular case, but previous experience with drugs and 
contact with the users of other drugs which have yet to be tried must 
certainly be significant factors. Experience with other drugs whets the 
appetite for drug experiences, and contact with users creates the essential 
condition of availability. The real question is how much relative importance 
is to be attached to these factors and what, if anything, we can or should 
do about them as a matter of social policy. 


One cause of drug use which has been much emphasized is peer group 
influence. The source of such influence is the desire of young people to be 
accepted by a group of their contemporaries on the street, at school or in 
a university. Such acceptance is necessary for the formation of friendships, the 
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opportunity for participation in social and recreational activity, and gen- 
erally for the sense of well-being and identity which derives from be- 
longing to a group. It seems to be a necessary form of recognition for 
the building of youthful self-confidence. Children who have difficulty 
gaining such acceptance experience considerable mental pain. Since there 
will be many such groups in practice into which one may gain access there 
will be considerable range in the choice of possible companions. But the 
need to win the acceptance of some group, however small, makes a child 
particularly vulnerable to influences which indicate the kinds of behaviour 
required for acceptance. Sometimes a child may overestimate the degree 
of compliance or conformity which is required or the extent to which a 
refusal to conform on some point will keep him out of the group, but the 
anxiety not to be considered so odd or different as to risk exclusion is a 
very understandable one. There is reason to believe, nevertheless, that a 
strong, supportive family can be an effective counter-balance to deleterious 
peer group influence. 


The influence of the media on drug use is a subject about which there 
is much controversy, and it is probably impossible to evaluate the full extent 
of its impact. The influence of the media is no doubt not the most important 
factor, but it is probably one which has a significant bearing on use. Surveys 
have suggested that contact with users has been more important in initiation 
to drug use than the media—and this is what one would expect—but this 
does not exclude some influence for the media. It is one of many factors 
contributing to a general climate of awareness and the formation of attitudes 
about drug use. The advertising media cannot have it both ways: the vast 
expenditures on modern advertising are based on the assumption that 
advertising can influence behaviour, and the advertisers claim credit for 
their clients’ increase in sales; they cannot now disavow any effect on drug 
use as a result of their efforts to make it as attractive as possible. Of course, 
the advertisers are only concerned with legal use, but we may assume that 
not only does their advertising encourage legal use but that the extent of 
legal use has a bearing and influence on the extent of illegal use. It is legal 
use in the form of tobacco, alcohol, sedatives, stimulants, analgesics and 
a host of over-the-counter remedies that creates the general climate of 
reliance on drugs to change our mood and relieve discomfort. It is this 
general climate that propagates the notion, overtly and subliminally, that 
such reliance is not only acceptable but the intelligent course of action 
when one is troubled by physical or mental discomfort of some kind. 

Apart from advertising, the media have certainly had an influence on 
attitudes toward drug use. In many ways they have played a constructive 
role, helping to point up the issues and to spread useful information. In 
other ways they have tended to exploit the sensationalism in illicit drug use 
and to arouse unhealthy and voyeuristic interest. For example, some ‘rock’ 
lyrics and the pronouncements of several youth-oriented radio stations 
have probably contributed to the development of a climate of drug acceptance 
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among many Canadian adolescents. Similarly, it is difficult to see the con- 
structive purpose served by a graphic television portrayal of how to use 
certain drugs as this is bound to arouse interest in those who are vulnerable 
to such experimentation. The ‘how-to-do-it’ approach of the media on 
occasion has probably been their gravest fault in their exploitation of popular 
interest in non-medical drug use. They have also tended to excite emotional 
concern and to emphasize and exacerbate the polarization of opinion in 
the country. The media feed on controversy, and they may also on occasion 
try to stimulate it. The gradual decline of the media’s interest in the subject 
of non-medical drug use has probably been a good thing on the whole for 
the country. 


The sensationalization of drug use can only lead to adverse results. 
It tends to obscure the real issues, it encourages emotional over-reaction, 
and it stimulates unhealthy interest. It interferes with the dissemination of 
accurate information and prevents the development of a balanced perspective. 
This, however, is a negative aspect of the influence of the media. By and 
large, the contribution of the media to the better understanding of the 
phenomenon of non-medical drug use has been a constructive one. They have 
made the complexity of the issues and the range of opinion more accessible 
to Canadians. The media, then, can be a force for good and a force for harm. 
It is certainly an impressive form of power, and like all forms of power 
it must be used with discrimination and self-restraint, and an overriding 
sense of public responsibility. 


Now, to attempt to sum up about motivation and related factors of 
a social, economic, educational and philosophic nature as they bear on 
social policy: 
1. We cannot begin to think and act effectively in the field of prevention 
unless we can come to some consensus about motivation and other related 
factors which influence the cause of non-medical drug use. 


2. In the absence of some sound understanding about motivation, all that 
prevention can fall back on is fear—fear of the criminal law and fear 
of the dangerous effects of drug use. 


3. Although it is likely that fear has some deterrent effect, reliance on fear 
has not been able to prevent a steady increase in non-medical drug use. 
This is partly a reflection of the extreme difficulties of law enforcement 
in this field, but it is also a reflection of a readiness to take risks, 
particularly if they are the price of present pleasure, and also in some 
cases of a general scepticism about the alleged dangers of certain kinds 
of drug use. 


4, There has to be a more varied strategy than fear in order to compete 
with pleasure and the desire for experience. It is not enough simply 
to say “No”. We cannot take away the drugs without putting something 
in their place. There has to be much more emphasis on viable substitutes 
and alternatives. 
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Habit plays a very large part in drug use. Breaking up habit patterns 
is an important aspect of stopping excessive drug use. Persons can be 
diverted from certain habits by involvement in other activities which 
fill up the space occupied by habits that are thought to be harmful. 


While it is true that many of the theories about the causes of non- 
medical drug use have little empirical basis, they nevertheless represent 
working hypotheses, some of which can be tested empirically. We have 
little to lose by testing the more plausible explanations of drug use by 
making such explanations the basis of attempts at prevention and treat- 
ment. This is the way experimental effort has to proceed in other areas, 
on the basis of testing reasonable assumptions. If we take reasonable 
precautions, the individuals concerned will not be the worse off for our 
acting on plausible assumptions. 


Several authorities have contended that there is a drug-dependent or 
dependence-prone type of personality. While critics of this theory have 
pointed out that there is little empirical evidence to support it, the notion 
that some people, given sufficient opportunity for drug use, are more 
prone to excessive use than others has strong intuitive appeal. It appears 
that certain personality characteristics are likely to have an influence on 
the decision to use or not use drugs, initially or on a continuing basis. 


Among these psychological factors which may be presumed to have a 
bearing on drug use, one of the most important is the opinion which 
the individual holds of himself. We see much non-medical use as having 
its origins in a poor self-image or a lack of self-acceptance. We believe 
that anything that seriously undermines the individual’s sense of personal 
adequacy is likely to render him or her more vulnerable to involvement 
in excessive reliance on drug use. Conversely, we feel that any influence 
that strengthens the individual’s acceptance of self is likely to play a 
prophylactic role in relation to drug use. 

Other factors of a personal nature that increase vulnerability to excessive 
involvement in non-medical drug use are inability to accept one’s 
natural emotional cycle and swings of mood without recourse to drugs, 
a low level of tolerance for frustration or boredom, and an inability to 
cope with tension and anxiety by exercising self-control. 

Both the family and the school have an important role to play in laying 
the foundation for self-acceptance and self-esteem and for helping the 
individual to develop the resources and skills for coping with mental 
discomfort without reliance on drugs. 

Availability—that is, the opportunity for use and access to a supply 
of the drug—remains a primary matter of social concern. Without 
availability the vulnerability which is created by certain factors of a 
psychological and social nature would never be tested. Thus availability 
remains one of the most important causal factors. So also does contact 
with users. The two go closely together. It is a user who generally 
serves as a source of supply. The prevention of contact with users must 
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therefore be an important consideration, especially when persons are 
young, inexperienced and perhaps less able to make prudent choices. 


One of the most compelling factors in the use of illicit, dependence- 
producing drugs is the pattern of life and associations which the drug 
user develops. He generally breaks or loses his contacts with conventional 
society and living. He may no longer have a legal means of livelihood, 
he lacks the support of individuals in the “straight” world, and he lacks 
a variety of normal social and recreational activities which could fill 
the place of his preoccupation with drugs. He becomes involved in a 
pattern of delinquency and crime, and he becomes dependent on his 
associations in the drug subculture. This dependence is almost as strong 
as the dependence on the drug itself; indeed, it may be stronger, or at 
least an important aspect or component of the drug dependence as a 
whole. The obsessive character of the dependence of someone who relies. 
upon a legal drug is no less involving, but the licit nature of his drug 
does not compel him to divorce himself from conventional society or 
engage in criminal enterprise. 

It is very difficult to win the chronic drug user away from this 
pattern of life and supportive relationships. An adequate understanding 
of the role played by the life style and pattern of relationships in rein- 
forcing the hold of drug dependence and precipitating relapse is funda- 
mental if treatment and rehabilitative efforts are to be successful. 


In speaking of motivation we must be careful to distinguish between 
experimental or occasional drug use of a relatively harmless nature 
which is prompted mainly by curiosity, and persistence in chronic, multi- 
drug use which carries a high risk of harm. The motivation for the latter 
kind of drug use passes well beyond mere curiosity and generally 
involves serious social and psychological problems. At the same time, 
there are no clean-cut lines of demarcation between the various stages 
of drug use, and one stage tends to slip fairly easily and imperceptibly 
into another. The general climate and extent of non-medical drug use 
also contributes to the extent of harmful drug use. Thus it is not realistic 
to attempt to deal with any one form of drug use, as if it can be 
separated or isolated from the others, nor to attempt to base a general 
strategy of prevention on distinctions between harmful and non-harmful 
use. We have to be concerned with drug use which has a potential 
for harm as a whole. 


There are certain conditions in modern life which are conducive to 
non-medical drug use. Among them is the bombardment of the nervous 
system by stimuli of all kinds. This leads to a desire to seek relief by 
withdrawal or insulation of some kind. 

Influences of various kinds toward conformity in order to achieve 
acceptance within the adolescent peer group or the adult social group 
also play their part in encouraging non-medical drug use as a means of 
facilitating social relations and winning social acceptance. 
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16. Modern advertising reinforces the impression that there is a chemical 
relief for all states of physical and mental discomfort. It fosters a general 
climate of acceptance of drug use by its promotion of tobacco and 
alcohol. It conveys the message that these substances facilitate social 
relations and serve to change one’s mood for the better. The impression 
that is created is that one cannot get along effectively without them. 
It is not the particular substance that is important but the idea of 
mood-modifying substances as a necessary aid to effective living. 


17. As we have seen, the massive extent of adult drug use and the ease with 
which adults resort to pharmaceutical and alcoholic substances are 
major influences on illegal and non-medical drug use by adolescents. 


18. Non-medical drug use, particularly among young people, has been seen 
as expressive of a general dissatisfaction with the conditions of modern - 
life, in particular the dehumanizing conditions of urban living and 
employment. It is thought to reflect the sense of alienation or estrange- 
ment from modern institutions and values which many young people 
feel. In this sense, non-medical drug use is seen as an aspect of a 
general protest against or retreat from modern conditions. While its 
symbolic significance seems to have declined somewhat in recent years, 
and there is much less ideological connotation to non-medical drug 
use than there was a few years ago, there is still in our opinion a close 
association between non-medical drug use by the young and a general 
feeling of dissatisfaction and pessimism about the prospects for a satis- 
fying and self-fulfilling life. This is related to the rapid rate of change, 
doubts about the continuing relevance and utility of knowledge acquired 
in the formal educational system, doubts about the ability to find appro- 
priate employment after a long period of formal education, and con- 
cern about the future of the human community arising from such 
problems as over-population, pollution, racial tension, economic insta- 
bility and the threat of global war. These conditions give rise to a certain 
degree of depression for which relief is sought in non-medical drug use. 


In summary, there are factors in the personality or psychological make- 
up of the prospective user, in his close personal relations and environment 
in the family, school, and the peer group, in social and economic conditions, 
and in the general attitude of the society towards drug use, as reflected by 
advertising, the media and the practices of the adult population, which pre- 
dispose and encourage the individual to engage in non-medical drug use. The 
drugs themselves, as a means of relieving discomfort and affording pleasure, 
exercise a powerful attraction for people who have been conditioned more 
and more to seek comfort and pleasure. Modern advertising encourages the 
notion that there is no reason to put up with discomfort. A whole consumer 
industry turns on keeping people in pursuit of pleasure. While such a 
philosophy has its uses, it conveys a hedonistic approach to life which makes 
it increasingly difficult for people to tolerate the dissatisfactions of everyday 
living. 
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The General Proportions of the Problem 


The outstanding characteristic of the phenomenon of non-medical drug 
use is that it is always changing. Moreover, there are great differences in the 
drugs used and the levels of use among the different using populations. It 
is, therefore, virtually impossible to sum up the phenomenon at any given 
time with a reasonable degree of accuracy. At the same time, there is a strong 
desire for a sense of the general direction in which the phenomenon is moving, 
for an identification of its significant trends, and an estimation of the relative 
seriousness of its various manifestations. Despite the limitations of general- 
ization about such a multi-faceted and rapidly changing phenomenon, there is 
an understandable desire for some general perspective. What people wish to 
know may be expressed in a general question such as: Is the situation getting 
worse or better? 

Such a general question, however, requires some definition. We must 
know what we mean by the “situation” and what we would consider an 
improvement or a deterioration. What, in the terms of the title of this section, 
is to be considered the “problem” for purposes of an attempt at a general 
appraisal? The “situation” or the “problem” might be considered to encom- 
pass all the negative aspects of the phenomenon of non-medical drug use, 
including not only the harm caused by the drugs themselves, but also the 
harm caused by various aspects of our individual and social response to 
non-medical drug use. In subsequent sections we address ourselves to social 
policy. In the present section we propose to limit ourselves to a very general 
commentary on the relative potential for harm and the extent of the various 
forms of non-medical drug use. 

It is not possible to summarize the detailed discussion of effects, sources 
and distribution, and extent and patterns of use which is contained in 
Appendices A, B and C. For an adequate understanding of the Commission’s 
findings on these matters it is necessary to read these appendices. Neverthe- 
less for the reader’s convenience, certain general observations may be made 
here to draw attention to particularly significant points. The reader should 
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bear in mind, however, that many of these general statements will inevitably 
be oversimplications, and he should have recourse to the appendices for a 
fuller understanding of the necessary qualifications. 


It is our impression that the overall extent of non-medical drug use, 
in one form or another, is increasing rather than decreasing in the general 
population. In any event, we do not see any signs of a marked trend in the 
opposite direction. The rate of overall increase may be diminishing, and it 
may even be reaching some kind of plateau or stabilization, but there are 
no clear signs of a movement in the direction of a general reduction in the 
extent of use. This observation is of particular significance, since the attitudes 
reflected in the general drift or tendency of non-medical drug use have an 
influence on individual decisions. 


The widespread use of alcohol and tobacco continues to provide the 
supporting climate for other non-medical drug use. So long as their use con- 
tinues to spread in all age groups of the population, including adolescents, 
there is little hope of being able to develop a general climate of restraint with 
respect to non-medical drug use. The damage caused by alcohol and tobacco 
is now so well understood that our continued toleration of these forms of 
non-medical drug use, and our apparent inability to bring about any significant 
reduction in them, raise profound doubts about our seriousness of purpose 
with respect to the phenomenon of non-medical drug use as a whole. 


The effects of alcohol, its distribution (as well as the dependence of gov- 
ernment on it for revenue), and the extent of its use are set out in Appen- 
dices A, B and C. A careful reading of this material can leave one in no 
doubt that alcohol is, and is likely to remain, Canada’s most serious non- 
medical drug use problem. 


From almost any point of view the effects of the excessive use of alcohol 
are more harmful than those of any other form of non-medical drug use: in 
physical and mental injury to the user, in increased mortality from a variety 
of causes, and in drug-related behaviour causing personal injury to others. 
If we take the total incidence of such effects—which reflects the total num- 
bers engaged in the excessive use of alcohol—there is little comparison with 
other drugs. To name a few, alcohol is a major factor in a large proportion 
of traffic accidents, violent crimes, suicides, serious family disruptions, and 
numerous physiological and psychological disorders in North America. Esti- 
mates of the extent of the use of alcohol vary, but we think it is reasonable to 
assume that at least three-quarters of the population over 15 years of age 
have used alcohol. The proportions who use it regularly and the proportion 
who use it excessively are, of course, much smaller, but they represent popula- 
tions of considerable size. For example, there are probably at least twenty 
times as many alcoholics in Canada as there are opiate dependents. In 
addition, there are another several hundred thousand problem drinkers who 
would not be considered alcoholics at this time. 
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As a public health problem the excessive non-medical use of alcohol 
is in a class by itself. Although there is growing public awareness of the 
seriousness of this problem, and a good deal of editorial leadership from the 
press, the liquor industry continues to fight a rear-guard battle to persuade 
the public not only that alcohol is not a drug, but that the problem presented 
by its excessive use is grossly exaggerated. Governments are expressing 
increasing concern about the problem, but so long as they draw a substan- 
tial revenue from the sale of alcohol, their own seriousness of purpose may be 
suspect. It would appear that in the present social context the answer lies in 
greater self-restraint by the general public. The existence of a highly profitable 
liquor industry, legal distribution, and a large government revenue from sale, 
all make it clear that we cannot look to any significant restrictions on 
availability as a potential mechanism to reduce the extent of alcohol use. 


The decision of several provincial governments in recent years to lower 
the drinking age to 18 or 19 is also in apparent conflict with public ex- 
pressions of concern about the problems of alcohol, particularly among young 
people. From local surveys since this change in the law there is reason to 
believe that it is likely to have led to an increase in the consumption of 
alcohol by persons above the age of 18 or 19 and to an increased availability 
of alcohol (through friends) for persons under that age. 


It has been proposed that raising the relative price of alcohol (in 
relation to disposable income) would be an effective means of reducing 
the use of this drug in the general population and thus decreasing the 
problems associated with heavy alcohol consumption. While some change 
in patterns of use would undoubtedly occur in some individuals as a result 
of an increase in the cost of licit alcohol, we feel that this is not likely to 
be a practical or effective method of bringing about a significant reduction in 
compulsive dangerous alcohol use. Although such measures might reduce 
the incidence of some of the acute adverse effects of drunkenness in certain 
populations, even with this increased financial burden alcohol is likely to be 
one of the last goods to be sacrificed by the dependent user. In certain low 
income families with an alcoholic member, an increase in the cost of alcohol 
would likely result in an even greater diversion of very limited funds away 
from food and other essential commodities to the purchase of the drug. Fur- 
ther deterioration in child nutrition might be a more probable result than a 
significant reduction in alcoholic adult drinking under such conditions. More- 
over, if the cost of licit alcohol were raised substantially, there would likely be 
a significant increase in the illicit manufacture and distribution of alcohol, 
which, as indicated in Appendix B, is already extensive in certain parts of 
Canada. Finally, it seems unlikely that the general public would support 
the level of taxation and law enforcement which would be required to bring 
about a substantial change in heavy alcohol consumption. 
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Not only is the excessive use of alcohol serious in itself, but it also figures 
prominently in various patterns of multiple drug use. Indeed, alcohol plays 
a significant background role in most dependent drug use, including the use of 
the opiate narcotics. It also frequently becomes the alternative or substitute 
for other forms of harmful drug use. For example, in many of the cases in 
which there is an apparent cure of opiate dependence, the user turns to the 
excessive use of alcohol sometimes with even more deleterious consequences. 
Alcohol also plays a serious role in producing harmful effects in combination 
with other drugs, such as the barbiturates and other sedatives. In our Canna- 
bis Report we commented on certain additive effects of alcohol and cannabis. 


The use of tobacco continues to be a very serious public health problem 
and is one of the leading contributing factors in disease and premature death 
in Canada. Tobacco use, itself, does not generally lead to injury to third per- 
sons, as in the case of alcohol, nor does it cause psychological damage, but 
it creates a serious risk of physical harm and substantially increased mortality 
rates in heavy users. It also creates strong psychological dependence which 
makes it difficult for users to break the tobacco habit despite its dangers to 
health and, frequently, its offensiveness to others. Indirectly, tobacco smoking 
is often a significant factor in property damage, personal injury and death 
caused by urban and forest fires. Today about 40 per cent of Canadians 
over the age of 15 smoke tobacco regularly. There has apparently been some 
slight reduction in recent years in the total proportion of the population en- 
gaged in the use of tobacco, but there has been little change, or perhaps some 
increase in the number of heavy users. As well, there are indications of 
increasing use among young people—particularly teenage girls. There is no 
reason to believe that there has been a decrease in the incidence of harmful 
effects of this drug. The use of tobacco continues to play a significant role in 
multiple drug use as indicated by its close associations with the use of alcohol, 
cannabis and other drugs. The general presence of inadequately attended 
cigarette dispensing machines and lax sales practices of many vendors make 
tobacco easily available to all, including the very young. Increasing concern 
is being expressed over the right of non-smokers to breathe uncontaminated 
air in public places often dominated by heavy smokers. 


In addition to alcohol, there has been an apparent increase in the non- 
medical use of other sedative drugs, in particular, barbiturates and related 
sedative-hypnotics and minor tranquilizers. These drugs have close affinities 
with alcohol. Indeed, many complications arise from their use in combination 
with alcohol. It is impossible to estimate the full extent of the non-medical use 
of these drugs, particularly by adults, because the supply for such use often 
Originates under prescription which is not routinely monitored. But there 
has been increasing evidence of an illicit market in certain of these drugs and 
clear indications of an increase in their use by young people. The extent of 
the non-medical use of barbiturates and related drugs in Canada is not 
comparable to that in the United States, however. As part of the general 
increase in the use of drugs with sedative action—sometimes referred to as 
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‘downers’—there apparently has been a continuing increase in the use of 
cannabis, which is sometimes taken for its tranquilizing effect. 


Among the sedative drugs, the most evident increase is in the use of 
certain non-barbiturate sedatives and minor tranquilizers, which in recent 
years have tended to replace the barbiturates in many medical applications. 
The rapid increase in the non-medical use of methaqualone (e.g., Mandrax®) 
is particularly noteworthy. There have been a number of reports of the use 
of these drugs simultaneously with alcohol by adolescents to achieve very 
intense intoxication. 


We believe that because of the widespread adult reliance on these drugs 
with sedative-like action from supply originating under medical prescription 
and the stressful conditions of modern life for. which they appear to offer 
relief, it is reasonable to expect a continuing increase in their non-medical use 
in all groups of the drug-using population. These drugs vary considerably in 
their potential for harm, but all have the capacity to produce dependence, 
and certain of them have significant potential for physical toxicity and death 
by overdose, either alone or in combination with other drugs. Barbiturates 
are the drugs most frequently involved in fatal self-poisoning or suicide, 
perhaps because they have been prescribed for the last half century, while 
most of the other non-barbiturate sedative-hypnotics have only been developed 
during the last 10 or 15 years, and consequently are less known to the medical 
profession and the public. Even the less potent of the sedative drugs can have 
serious effects when used, as they often are, with other drugs such as alcohol. 
One of the most insidious aspects of this general category of drugs is the 
tendency of those who are attracted by them to use them in combination. 


There continues to be an extensive non-medical use of stimulants. The 
desire for stimulant effects is, of course, reflected in the heavy consumption 
of caffeine in the form of coffee, tea and cola drinks. There is also wide- 
spread non-medical use of amphetamines and amphetamine-like drugs. 
Although most of the non-medical use of amphetamines in the general popula- 
tion apparently involves oral use of relatively moderate quantities, much 
concern has developed over the high-dose intravenous use of methamphet- 
amine or ‘speed’ by certain groups. The total number of persons involved 
in the intravenous use of amphetamines appears to be fairly stable, and may 
even have declined somewhat in recent years. It would appear that many who 
drop out of the ‘speeder’ population after a few years, because of the severe 
strain which the ‘speed’ life style imposes, are more or less balanced by the 
initiation of new users. It is our impression, however, that the non-medical 
use of oral amphetamine and amphetamine-like drugs, such as Dexedrine® 
and Preludin®, often supplied from an illicit market, has increased in recent 
years, particularly among young people. The medical use of amphetamines has 
decreased in the past few years, and may be expected to decrease still further 
as a result of the restrictions imposed by the Federal Government at the 
beginning of 1973 on the purposes for which such drugs may be used in 
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medical treatment. But it is likely that the non-medical use of such drugs, 
supplied by an illicit market, will continue to increase. As well, many persons 
who have been obtaining amphetamines on prescription will likely continue 
to receive from legitimate sources other amphetamine-like prescription drugs 
which are not subject to the above restrictions. Taken occasionally and in 
moderate doses, amphetamine and amphetamine-like drugs are not particularly 
harmful, but tolerance develops with frequent use and they have a significant 
capacity for producing strong psychological dependence in certain users. 
At higher doses, they can produce serious psychological and physiological 
disorders. Additional problems are frequently caused in ‘speeders’ by the use 
of unsterile injections and insoluble contaminants in illicit drugs. The reliance 
which many people place on these drugs for additional energy and confidence 
to meet the demands of modern life creates q serious health hazard. In recent 
years there has been an increase in the non-medical use of the stimulant 
cocaine, although it has not yet become very extensive. 


There has been a marked increase in recent years in the non-medical 
use of the opiate narcotics, particularly heroin and methadone, and an ap- 
parent increase in the proportion of young people engaged in such use. In 
1972, the records of the Bureau of Dangerous Drugs showed approximately 
9,000 “habitual” users of illicit opiate narcotics (formerly called street ad- 
dicts). There is reason to believe that the total number of opiate dependents 
shown on the records of the Bureau at any particular time is considerably 
below the total number actually in the country at that time, but it is not 
known by how much it falls short. It is felt that sooner or later most of the 
opiate-dependent persons will come to the attention of the police, the treat- 
ment agencies or private physicians, who are the main sources of the infor- 
mation on which the Bureau bases its records, but there is a considerable 
timelag and other gaps in information channels which probably leave a sig- 
nificant proportion unknown to the Bureau at a particular time. There has 
also been a greater dispersal of opiate narcotic use in recent years and a 
marked increase in experimental or occasional use, so that the total number 
of persons in the process of becoming dependent is likely to be less exposed 
to law enforcement and treatment personnel than it formerly was. Our own 
estimates of the probable number of opiate dependents in 1972, based on 
field studies and other Commissioin research as well as estimates by the 
R.C.M. Police made about the same time, suggest that the actual number is 
probably somewhere between 12,000 and 15,000. In order to avoid any 
danger of underestimation we are prepared to accept the figure of approxi- 
mately 15,000 as a reasonable estimate of the number of daily users of opiate 
narcotics in Canada at the present time. We certainly feel that this is a safe 
estimate, and that there is little likelihood that the total number exceeds this 
figure. There is reason to believe, however, that there are also tens of 
thousands of persons experimenting with the use of opiate narcotics, an un- 
known proportion of whom are probably at serious risk of becoming depen- 
dent. Thus the situation with respect to the use of opiate narcotics is a 
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dynamic one, with a definite tendency to increase in numbers and to spread 
geographically. At the present time, such use is still very heavily concentrated 
in British Columbia—and to that extent the use of opiate narcotics can be 
regarded as still very largely a regional problem—but there has been a sig- 
nificant increase in use and dependence in recent years in certain parts of 
the prairie provinces, particularly Alberta, and in certain parts of eastern 
Canada, especially in Toronto and other cities in southern Ontario. In some 
areas, there are reports of youthful “primary methadone addicts” who have 
not been significantly involved in the use of heroin. 


The chief danger from the use of opiate narcotics is, of course, the great 
difficulty in curing a typical case of opiate dependence. Where the drug must 
be obtained in an illicit market the consequences of such dependence are 
likely to be very serious both for the individual and the society in the form 
of drug-related crime. There is also the general effect of such a style of life 
on the health of the dependent person, and the ever present danger of death 
or serious injury from various causes including suicide, accidents, drug toxic 
reactions or overdose, and numerous diseases and other effects of unsterile 
intravenous injection. Even where the drug may be obtained legally, as in the 
case of methadone maintenance, such dependence is a serious qualification 
of the individual’s freedom and a pharmacological necessity which renders 
him increasingly vulnerable to the will of others. The increase in the experi- 
mental use of opiate narcotics, and in the extent of opiate dependence in 
Canada in recent years is undoubtedly a serious problem requiring deter- 
mined efforts by government and community resources of various kinds. It is 
impossible to estimate how it may develop in the future. It may well not take 
the course it has followed in the United States. There are number of circum- 
stances that are different in the two societies, including the absence in Canada 
of the urban ghetto phenomenon on a comparable scale. At the same time, 
there is no ground for confidence that opiate narcotic use is about to level off 
or decline in Canada. It requires continuing vigilance. 


In recent years there has been an apparent levelling off, and possibly 
even a decrease, in the total number of persons using LSD, although there 
is still a relatively heavy concentration of such use among high school and 
university students and certain other populations. At the same time, there has 
been a marked increase in the use of MDA, a physically more toxic hallucino- 
gen with certain amphetamine-like properties. There has also been an increased 
use of PCP. In spite of persistent rumours of exotic psychedelic drugs in 
North America, there is little indication of significant use of hallucinogenic 
drugs other than cannabis, LSD, MDA and PCP in Canada. The use of the 
stronger hallucinogens remains for the most part an occasional one. Heavy 
dependent use of these drugs is uncommon. Few of the psychedelic ideological 
connotations of the mid-1960s are associated with current drug use. Typi- 
cally, hallucinogens are now among a wide variety of drugs involved in a 
general multiple drug-using pattern of behaviour. 
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The use of volatile solvents appears to be concentrated in certain parts 
of the country, of which Manitoba is one. It is our impression that while 
such use may have increased locally from time to time it has, on the whole, 
levelled off or perhaps even declined slightly in recent years. There have been 
changes in the form of the substances most frequently used; in particular, 
nail polish remover has tended to replace glue, although the same volatile sol- 
vents are generally involved. While a few solvent-related deaths (primarily 
involving plastic bag suffocation) have been given considerable attention, 
serious adverse reactions from volatile solvents do not appear to constitute a 
significant public health problem at the present time. 


As indicated in preceding sections, the dominant pattern of non-medical 
drug use is one of multiple use. The individual about whom there is major 
cause for concern is the youthful chronic multi-drug user who is indiscrimi- 
nate in his choice of drugs. He is sometimes referred to in the drug culture 
as a “garbage head”. The hazards of drug use increase with indiscriminate 
experimentation and the mixing of drugs which have additive or potentiating 
effect. It is impossible to estimate the size of the hard core chronic multi- 
drug-using population—there are certainly several thousand—but this group 
likely has a potential for stimulating the spread of harmful drug use out of 
proportion to its size. 


There is reason to believe that as youthful drug users have become more 
experienced and sophisticated they have been able to reduce the number of 
acute adverse reactions—‘“bad trips” or “freakouts’”—or have been able to 
cope with them better. In the last year or so, emergency treatment services 
have seen a smaller number of such cases than they did in the late 1960s. 


Thus, we may sum up by saying that while some forms of non-medical 
drug use appear to have levelled off, and even in certain cases decreased, 
non-medical drug use as a whole has continued to increase; alcohol and 
tobacco remain the major sources of drug-related public health problems; the 
dominant pattern has become one of multiple drug use, with a hard core of 
indiscriminate, chronic multi-drug users who encourage the spread of harm- 
ful drug use; there has been a marked increase in experimental and dependent 
use of the opiate narcotics; and there is some evidence that hallucinogen 
users have become more sophisticated in their ability to avoid acute adverse 
reactions. 
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NOTE 


1. It should be observed that the proponents of this suggestion think of it as — 
a preventive rather than a curative measure. They concede that it might 
not have too much effect on the present population of users with alcohol 
problems, but they contend that by discouraging future use it would reduce 
the incidence of new cases of harmful use. We remain skeptical. We believe 
that two factors are likely to defeat the purpose of this measure: the compul- 
sive character of the increasing reliance on alcohol by persons who become 
problem drinkers and alcoholics, and the relative disposable income of the 
middle-class who contribute significantly to the total extent of excessive 
use Of alcohol. The size of this middle-class, the extent of its reliance on 
alcohol and its relative disposable income are factors which were never 
encountered before in the experience of other countries and other periods 
on which the proponents of relative price rely. For the others in the 
population, this proposal, as we suggest above, is more likely to result in a 
further deterioration in child nutrition and other family neglect and in the 
development of an illicit market. Further, we place no confidence in the 
proposals of differential taxation to encourage preference for the so-called 
“moderate” beverages, such as beer. Both beer and wine may be used to 
excess, and the excessive use of both are capable of leading to alcoholism 
and other drug-related problems. We are not convinced by the evidence 
that the differences in the rate and other conditions under which excessive 
use of the various alcoholic beverages can lead to alcohol-related problems 
justifies a public policy of encouraging the use of some rather than others. 


44 


Part Two 


Legal Controls 





Section V 


The Use of the Criminal Law 
Against Non-Medical Drug Use 


The law is the chief instrument of social policy. It provides the frame- 
work for all the others. Whether we should use the law at all, and if so, 
to what degree, in attempting to reduce non-medical drug use is first of all 
a matter of principle, but it is also a pragmatic issue—whether we receive 
a return or benefit from the use of the law that justifies the cost. This turns 
on the relative effectiveness of the law in this field—the extent to which it is 
an effective deterrent of the behaviour involved in non-medical drug use— 
and also on the price which must be paid for the use of it in terms of various 
adverse effects on individuals and the society as a whole. 


THE ISSUE OF PRINCIPLE 


These issues were discussed in considerable detail in both our Interim 
Report and our Cannabis Report. For the convenience of the reader a por- 
tion of that discussion, dealing with the views of Mill, Hart and Devlin, is 
reproduced in Appendix F.2 Whether, in Principle, the Criminal Law Should 
Be Used in the Field of Non-Medical Drug Use. The manner in which 
the issue of principle is usually presented is whether we should attempt to 
coerce the individual by means of legal sanctions to abstain from behaviour 
which many claim really only concerns himself. It is said that the law should 
only be concerned with preventing people from causing harm to others and 
not with preventing people from causing harm to themselves by freely chosen 
behaviour. On this view, the law should not attempt to prevent non-medical 
drug use altogether, but should only be directed against the behavioural 
manifestations of such use which cause or threaten harm to others. 


Others take the view that the state has a right and a duty to use the 
law to try to prevent people from causing certain kinds of harm to themselves, 
but in any event they dispute the assumption that non-medical drug use 
which causes harm to the user does not generally also cause harm to other 
persons and the society generally. They argue that the drug use which causes 
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harm to the individual often causes harm to others, including the members 
of his family and those who depend on him for work or other social contri- 
bution. Harmful drug use may cause acute mental suffering to the members 
of the user’s family who may fear for his health, and in some cases, his 
life. It may have a very deleterious effect on marital relations and relations 
between parent and child. It may result in inefficiency and absenteeism in 
work. Finally, there is the additional cost to the society of treatment and 
welfare for the care and support of the person who engages in excessive drug 
use and those who are dependent on him. All of this is harm to third persons 
and the society generally, quite apart from any physical injury or property 
damage which the user may cause directly to others by such drug-induced 
or drug-related behaviour as impaired driving or violence of various kinds. 


There is also a more subtle effect or harm of excessive non-medical drug 
use which many people fear, and that is a kind of general demoralization or 
lowering of the tone and determination required for a healthy society. There 
is a fear that an increasingly widespread resort to drugs to escape from the 
challenges of living will by its example encourage a general spirit of escape 
and passivity that will undermine the moral fibre and vigour of the society. 
People fear the development of a style of life in which an increasing number of 
individuals turn from an attempt to grapple in an active and constructive 
manner with society’s problems to seek solace and oblivion in drugs. This 
anxiety is reflected in the concern with what is called the “amotivational 
syndrome”—the passivity and lack of goals which certain observers say they 
have seen in chronic users of hallucinogens and other drugs. People who 
are particularly concerned about this possible effect of excessive drug use 
on the general tone of the society often refer to what they feel is the relative 
lack of initiative, vigour and enterprise in other countries where drug 
use is understood to be extensive and thought to be in some measure responsi- 
ble for such characteristics in the population. 


Those who are opposed to the use of the law in connection with non-med- 
ical drug use dispute the right of the society to expect or demand a certain level 
of social contribution from the individual, or at least dispute the right of the 
society to attempt to compel that contribution by legal coercion. They do not 
deny that excessive drug use may cause considerable inconvenience and hard- 
ship to others who must depend on the user in various ways, but they deny 
that this justifies the application of legal sanctions to the user if the harm he 
causes or threatens to cause is not physical injury to the person or property 
of others. The reasoning would be that none of us is perfect and we all 
fall short in one degree or another of discharging our various responsibili- 
ties to others, and we all disappoint the hopes of others to some extent 
through freely chosen behaviour that reflects our personal weaknesses or 
defects. People should not be punished for failing to measure up to what 
other people expect of them in personal relations or work, even if such 
failure is attributable to weakness of character or self-inflicted injury of 
some kind. In effect, we would not consider punishing people for neglecting 
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their health in various ways. In Section II Some Preliminary Observations, we 
referred to some of these forms of ill health which may be considered to 
be more or less self-inflicted as a result of such behaviour as excessive work, 
or overeating, and concluded that if they are distinguished from self-indul- 
gence in drugs it must be partly on the basis of a moral judgment. They do 
not appear to present the same threat to established values. They do not 
carry the same connotation of escape from challenge or responsibility, al- 
though in fact they may be every bit as much a form of escape and may 
indeed be attributable to psychological factors similar to those which underlie 
excessive drug use. 


Obviously, there are more than moral values involved. There is concern 
about the specific physical and mental harm which certain kinds of drug use 
may cause to the individual, quite apart from consequences to society. There 
is particular concern about the possible effect of certain kinds of drug use 
on the mind. The most serious risk of immediate harm is that of toxicity, 
which sometimes results in severe physical or mental damage and even in 
some cases, death. This is the danger presented by poison. Any drug can be 
poisonous if the dose is sufficiently high. Thus drug use raises in the first 
instance the question of how we should deal, as a matter of public policy, 
with poison. 


Poison constitutes a danger or trap, particularly where children are 
concerned, that we would like to be able to remove altogether if possible. 
There are two possible legislative policies in relation to poisonous substances: 
One is to attempt to prevent exposure to them altogether; the other is to 
provide people with sufficient warning of their dangers. (A third possible 
policy in some cases is to provide certain safeguards in the custody of 
poisons.) The first policy is not available where the substance which is a 
poison is required for some other purpose. Thus a great variety of substances 
that are required for industrial, domestic or personal use cannot be prohibited, 
although they are poisonous if ingested or inhaled. All that the law can do 
in such cases is to insist that these substances be accompanied by suitable 
warning of their dangers. This is the situation with respect to certain of the 
volatile solvents and gases. Although they can be used for purposes of intoxi- 
cation and are poisonous, they cannot be prohibited because they are neces- 
sary or useful in a variety of industrial, domestic or personal applications 
(and some have important medical uses as well). 


Prohibiting the production and distribution of a dangerous substance 
for which there is no necessary or beneficial use does not appear to give rise 
to any great philosophic issue. It is somewhat paternalistic and shows a lack 
of confidence in the good sense and capacity of the individual to avoid harm, 
but this is not particularly offensive. After all, it is unrealistic to rely, where 
we are not obliged to do so, on a complete and sufficient dissemination of 
the information about a dangerous substance which people must have if 
they are to avoid harm, particularly where children are concerned. But 
acceptance of the necessity of a complete prohibition of production and 
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distribution turns on the assumption that the substance does not in fact 
have any beneficial use which justifies or necessitates exposure of people to 
the risk of harm. The decision as to whether to prohibit all production and 
distribution turns on a weighing of the beneficial uses or effects, if any, and 
the potential for harm. 


Official drug control policy, as reflected in international agreements 
and domestic legislation, does not recognize any beneficial uses or effects, 
for purposes of such evaluation, other than accepted medical or scientific 
ones. It does not recognize beneficial uses or effects of a non-medical or non- 
scientific nature, even when these effects may be essentially indistinguishable 
from those produced by certain drugs when taken under medical advice. This 
is a serious bone of contention between drug users and official policy. Many 
drug users claim that there are beneficial effects to be enjoyed from certain 
forms of non-medical drug use. They claim that the contribution which 
certain forms of drug use make to the general sense of well-being and to 
personal equilibrium by reducing tension, increasing self-knowledge, releasing 
self-expression and facilitating social relations is a beneficial effect which 
should be weighed against the potential for harm of such use. Official policy 
does not agree. Where drugs have been made legally available for non- 
medical use, as in the case of tobacco and alcohol, it is not because of their 
alleged benefits but rather because a policy of prohibition is not considered 
to be feasible. They are made legally available, despite their potential for 
harm, because so many people want them that it is neither politically possible 
nor otherwise practicable to attempt to suppress them. 


It is not difficult to understand why in the case of non-medical drug use, 
official policy chooses not to weigh alleged benefits in the scales against 
potential for harm. The alleged benefits are highly controversial, and there 
is no Clearly established framework or consensus of values to which official 
policy can refer for purposes of determining what is benefit and what is not. 
There are conflicting value judgments as to whether the pursuit of particular 
forms of pleasure is a good thing or not. 


A principal reason, however, for the refusal to recognize the alleged 
benefits of certain kinds of drug use is the difficulty of enjoying the benefits 
on a regular basis without running the risk of dependence or other serious 
form of harm. This possibility is so closely related to enjoyment of the benefit 
that it is difficult to give the benefit an independent value apart from it. 
Others argue that so long as it is possible to enjoy the benefit by occasional 
or even regular, moderate use without becoming dependent or suffering other 
serious harm, the benefit is entitled to have its full value acknowledged. This 
point of view assumes that it is in fact possible for the majority to make a 
relatively harmless use of a particular drug. This depends on whether the 
drug lends itself to a controlled, measured use so as to avoid harm, and 
whether the majority of people will have the necessary understanding, 
judgment, skill, self-restraint or other required qualities to make such a 
controlled, measured use. 


50 


V_ The Use of the Criminal Law Against Non-Medical Drug Use 


The difficulty with a general prohibition against drug use of a certain 
kind is that it is not directed specifically to acts of use which are likely to 
cause harm. It is an attempt to prevent such acts by preventing all acts of 
use. Unfortunately, if the law wishes to intervene in this preventive manner, 
before harm has occurred or is immediately threatened, it has no choice 
from a practical point of view but to adopt this broad-gauge approach. It is 
not practicable for it to attempt to direct itself to use of a certain character 
since it is extremely difficult to define, detect and prove use of a certain degree 
of potential dangerousness. It would be obliged to make a certain course or 
pattern of use, such as chronic, dangerous drug use, a crime and seek to prove 
this by a variety of circumstances. This would be tantamount to making not 
specific acts but rather a general condition the basis for the imposition of 
criminal sanctions. 


Whether the interference with the freedom of the majority will be 
justified will depend on the value which one places on the protection of the 
minority from the particular risk of harm. This will depend on the nature 
of the harm and how often it is likely to occur. On the other side of the 
equation is how important access to the substance is for the majority. To 
what extent are they likely to be seriously inconvenienced or deprived by its 
prohibition? Obviously, these judgments cannot be reduced to scientific 
proportions. They depend on approximate numbers or rough orders of 
magnitude but they also depend on the quality of the harm on one side 
and the quality of the deprivation on the other. Numbers, however, undoub- 
tedly play a significant role, particularly where they are very heavily on one 
side or the other—that is, either on the side of those who desire the 
substance or on the side of those who are opposed to its use. Most often 
the issue will arise when a majority are opposed to its use. Then the issue 
of principle is whether the majority should interfere with the freedom of a 
significant minority to make a relatively harmless use of a substance (assum- 
ing such a use can be made of it) in order to protect a much smaller number 
from harm. We do not see how there can be any absolute objection in 
principle to such a policy. It must depend on the circumstances in each case. 
We recognize that it is not only desirable but necessary to impose a variety 
of restraints or limitations upon freedom in the interests of order, protection 
and welfare, and indeed, in the interests of maximizing the total, beneficial 
freedom of everyone. Non-medical drug use is not a category of behaviour 
which has a claim to some special immunity, not even to some special 
relative immunity, as in the case of freedom of speech. Thus, we conclude 
that the state has a right in principle to prohibit the production and distribu- 
tion of dangerous substances, and that whether it is justified in doing so in a 
particular case depends on the facts—and in particular, on a weighing of the 
deprivation it is causing against the harm it is preventing. 


The use of the criminal law to prohibit the simple possession or use of 
drugs for non-medical purposes raises slightly different issues than the 
prohibition of production and distribution. It is not simply a question of 
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whether one should attempt to interfere with the freedom of the individual to 
engage in the non-medical use of drugs, since this is done indirectly by the 
prohibition against production and distribution. There is the further issue of 
whether a person should be punished for non-medical drug use. Although 
drug legislation usually prohibits simple possession rather than use as such, 
it is really use against which it is directed. 


The personal use of drugs involves less apparent or obvious harm to 
others than their distribution. With distribution one is engaging in an act 
which is clearly going to have direct consequences for other people. The 
distribution may not be the direct, immediate cause of the resulting harm— 
there must be an intervening act of volition by the user, which can be 
considered the more immediate cause—but the distribution facilitates the 
harm or offers the occasion without which it could not occur. It is, therefore, 
considered to be an act which necessarily involves a greater degree of 
responsibility towards another person than the act of personal use. At the 
same time, as we have seen, a convincing argument can be made for the 
view that there is no harm which one causes to oneself that does not 
indirectly cause some harm or loss to others. Moreover, there is the view 
that by one’s own use one supports an illicit market and contributes to a 
general community and climate of use that assures that others will be 
attracted or stimulated into use. This view looks at drug use as a whole as 
involving several kinds of behaviour—production, distribution, possession, 
use, proselytization, and so on—and as constituting a culture or pattern of 
life which, as a whole, exercises an unwholesome attraction. All whe partici- 
pate in this pattern and make some reinforcing contribution to it share some 
responsibility for it. The user who creates demand is also responsible with 
the seller for the existence of the illicit market. The seller could not exist 
without the user. On this view, if one wants to undermine the market one 
must discourage demand. This was the approach taken by the British 
Columbia Court of Appeal in the 1960s to justify severe sentences in cases of 
simple possession. “If use of this drug is not stopped,” the Court said, “it is 
going to be followed by an organized marketing system.”} 


A prohibition against simple possession is also said to be related to 
law enforcement against trafficking from a slightly different point of view. 
The object of the law against trafficking is to reduce availability or supply 
as much as possible. Accordingly, it is argued, availability must be attacked 
as a whole; the law must be concerned with possession of any kind, regardless 
of quantity, although it may be more severe with possession that raises a 
presumption of intent to traffic than with possession for personal use. Further, 
it is argued that it is not always easy to detect traffickers in possession of a 
quantity that raises a clear presumption of intent to traffic, and that it is of 
some utility to be able to hold them for simple possession. Assuming that an 
offence of simple possession makes some contribution to the effectiveness of 
law enforcement against trafficking, this benefit must be weighed against the 
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harm which the criminal law prohibition of simple possession causes to the 
individuals affected. 


The application of the criminal law against simple possession or use by 
one who is dependent on a drug raises a particular issue of principle. Since 
the user is compelled by his dependence to obtain and use the drug, it is 
akin to making dependence itself a crime. Where, as in the past, there has 
been little by way of viable options for the drug-dependent person because 
of the difficulty of effecting cure, such an application of the criminal law 
raised a serious moral issue. Where there is an option such as methadone 
maintenance the issue does not present itself in such an acute form. One 
may also take the view that the person who wills the acts which lead to drug 
dependence also wills the acts which are the inevitable consequence, including 


the further acts of simple possession which may be subject to criminal 
punishment. 


THE EFFECTIVENESS OF THE CRIMINAL LAW 


The effective application of the criminal law in the field of non-medical 
drug use is subject to many difficulties. To begin with, the behaviour against 
which it is directed is one in which a great many people wish to engage. 
Moreover, it is not one which encounters strong moral resistances or inhibi- 
tions in the individual, like murder, armed robbery, assault and other forms 
of behaviour which come under severe moral censure, apart from the criminal 
law. Further, and perhaps most important of all from the point of view of 
law enforcement efficacy, is the fact that there is very seldom anyone who 
has the necessary interest or inclination to complain of a violation of the 
law. While drug use may cause specific harm to the user and general harm 
to the society, it does not generally cause or threaten specific harm to others 
of a nature that would lead to complaint. Those who are generally most 
concerned—the members of the user’s family—are not likely to invoke the 
criminal law process against the user. What this means in practice is that 
law enforcement officers receive comparatively little help from the ordinary 
type of complainant in their efforts to detect and prove offences. Finally, 
the prohibited behaviour is one which can be carried on in private and is 
easy to conceal. For these reasons the police are obliged to rely very heavily 
on special methods of law enforcement, including extraordinary powers of 
search and seizure, the use of force to effect entry and recover evidence, the 
use of undercover agents and informers, and the encouragement or instigation 
of offences. These methods were discussed in some detail in our Interim 
Report and our Cannabis Report. For the convenience of the reader a portion 
of the discussion in the Cannabis Report is reproduced in Appendix F.6 
Special Methods of Enforcement. While we expressed concern about these 
special methods of law enforcement we concluded that they were apparently 
necessary because of the particular difficulties which the police face in the 
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field of non-medical drug use, and that they must be considered as a special 
cost of law enforcement in this field. 


Even with these special methods, the rate of success with law enforce- 
ment against both distribution and simple possession (or use) is relatively 
disappointing. The relative effectiveness of law enforcement against trafficking 
is discussed in the following section on The Control of Availability, and is — 
the subject of detailed description and comment in Appendix B Legal and 
Illegal Sources and Distribution of Drugs. It is perhaps sufficient to observe 
here that police have acknowledged at the international level that under the 
most efficient conditions of enforcement they cannot hope to intercept more 
than between five and ten per cent of the illicit traffic in drugs.” 


Law enforcement against simple possession (or use) gives rise to even 
greater problems than law enforcement against distribution. The police can 
make more cases against users than they can against distributors, but in 
terms of effectiveness they probably make less relative impact on the total 
extent of use than they do on the total amount of distribution. The reasons 
for this are fairly obvious. Simple possession or use can be much more a 
private or concealed activity than distribution. There are infinitely more 
users than traffickers so that to create a real or impressive risk of detection 
of use it would be necessary to assign very large numbers of police—much 
more than we have at present or could reasonably hope to provide—to the 
task of law enforcement against use. The best the law can hope to do is to 
create a sufficient risk of apprehension to act as an effective deterrent. 
Because, however, of the peculiar nature of drug crimes to which we have 
referred above—the fact that they usually take place between consenting 
parties, that there is seldom a “victim” to complain, and that the behaviour 
is easy to conceal—there are limits to the extent of the initiative which the 
police can take to increase the incidence of apprehension and thus the 
apparent risk of use. As we put it in the Cannabis Report: 


... A real fear of being discovered in the private use of cannabis could only 
be developed and maintained by using the methods of a police state. It would 
require very large numbers of police, pressure on vast numbers of people 
to act as informers and ruthless use of the powers of search. Obviously, the 
society could not tolerate it. Even in a police state, such methods can only 
be invoked to suppress activity that can plausibly be presented as threatening 
the security of the state.° 


The effectiveness of law enforcement against use varies somewhat as 
between the different kinds of drug use, but in the case of cannabis and the 
strong hallucinogens it would appear that less than one per cent of a reason- 
able estimate of the total number who have ever used are convicted each 
year, and the proportion is not much higher in the case of the opiate narcot- 
ics. What this means is that the actual risk of apprehension, which is the 
essential basis of deterrence, is not very great. 
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The deterrent effect of the law against simple possession or use does not 
rest entirely on the fear provoked by the actual risk of detection and appre- 
hension. It also rests on the relative severity of the criminal law consequences 
of such apprehension. This turns on the likelihood of prosecution and con- 
viction, if caught, and the likely severity of sentence or other consequences 
of conviction, such as effect on future employment. All of this depends 
very much on how seriously the society regards the particular offence. The 
stigma which attaches to an offence depends very largely on social attitudes 
towards it. Such attitudes change from time to time. Certain offences lose 
their relative importance in the public view. This is particularly true of 
offences in the field of public morality. 


Fear of the stigma and other consequences of criminal law conviction 
do not alone account for the deterrent effect of the law. Many people obey 
the law simply because it is the law. With them, the law has moral authority, 
quite apart from any adverse consequences of violation. They obey the law 
out of a sense of moral obligation to do so. To inspire this sense of voluntary 
compliance the law must command moral respect. At least it must not 
profoundly offend the sense of justice or fitness of things. Most people will 
obey the law even if they disagree with it, as long as it does not strike them 
as outrageous. (In some cases, of course, the law may become subject to 
virtual nullification because of lack of a sufficient majority interest in its 
enforcement.) In the field of non-medical drug use the majority support the 
law, although they have varying degrees of enthusiasm about it. But there 
is a significant minority who do not feel an obligation to obey it, or who are 
so opposed to certain aspects of it that they feel justified in defying it. These, 
unfortunately, are the people about whom we are most concerned—who are 
so determined to engage in certain kinds of drug use that they are willing 
to run the risk of criminal prosecution and conviction. With such people 
the law obviously has little deterrent effect. Yet they include the people who 
are most likely to become involved in chronic, harmful drug use. They are, 
generally speaking, risk takers, and the risk of running afoul of the law is 
treated in much the same way as the risk of causing physical or psychological 
harm to themselves. It is extremely doubtful that people who will run the 
risks inherent in certain kinds of drug use will be deterred by the criminal 
law, particularly where the risk of detection is relatively slight. The majority 
of the people who are likely to be deterred by the criminal law, however 
slight the risk of detection, are also less likely to make an excessive or 
harmful use of drugs. They are, generally speaking, more cautious and 
prudent. While it is probable, therefore, that the law deters a large number 
of people simply by virtue of its existence, regardless of the actual danger 
of being caught in a case of violation, these are not for the most part the 
kind of people who are at particular risk of harmful drug use. Those who 
are at such risk are much less likely to be deterred for a combination of 
reasons: their strong opposition and even hostility to the law because it 
represents what they feel is an unjustified interference with their personal 
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freedom; the relatively slight danger of being caught; their general readiness 
to run various kinds of risk; and their strong desire to engage in drug use. 


The deterrent effect of the law is also based on the assumption that the 
individual is in a position to be influenced by rational considerations. In the 
case of non-medical drug use the individual is often in the grip of a strong 
desire for pleasure, and in the case of dependence, a virtually irresistible com- 
pulsion. It must be obvious that the law can have little deterrent effect with 
the drug-dependent person. The only case in which it could possibly exercise 
a deterrent effect is where the individual can change his dependence to a 
drug which he can legally obtain, as in the case of methadone maintenance. 
This is by no means a course which all opiate-dependent persons are prepared 
to accept. At the same time, the law does have in many cases a gradually 
wearing-down effect. Persons who are dependent on heroin often become so 
tired of the struggle to maintain their habit in the illicit market that they are 
finally ready to consider alternatives. 


THE COSTS OF THE CRIMINAL LAW 


Undoubtedly the prohibition against simple possession has some effect 
on use. The question is whether the effect which it has justifies the various 
costs which it entails. These costs were discussed in some detail in the Can- 
nabis Report. It is sufficient to make brief reference to them here. They apply, 
of course, not only to the prohibition against simple possession but also to the 
prohibition against distribution as well. 


For our purposes it is not only necessary to consider the effect which 
the existing law may have on the extent of non-medical drug use, but also 
the effect which any proposed change in the law may have on attitudes and 
behaviour. We must not only weigh the benefit of the existing law against its 
costs; we must also weigh the benefit of any proposed change in the law 
against its costs. 


The creation of an illict market. The first and undoubtedly the most 
serious of the costs of criminal law prohibition is the encouragement and 
maintenance of an illicit market. When we prohibit something which a lot 
of people desire and are willing to pay money for we invite people to create 
an illicit market. In effect, we create a profitable enterprise for criminally 
inclined elements. Moreover, the more effective our law enforcement against 
distribution is, the more attractive we make the market for professional 
criminal elements by forcing the price up and putting a premium on skill 
and daring. This is an inherent and unavoidable cost of a prohibition of 
distribution. It may be said that there is nothing inevitable about this result 
if people will obey the law. Unfortunately, it is inevitable that a significant 
number will disobey it, particularly where a much desired activity is involved, 
and thus give the illicit market its basis. A closely related cost is that people 
who persist in seeking to use the prohibited drug will be obliged to have 
contact with criminal elements and in the process will be exposed to a variety 
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of illicit drugs and drug use. Some will be introduced to other kinds of crime 
and become part of a criminal pattern of life. 


Effect on resort to treatment. A second important cost of criminal law 
prohibition is that by making conduct criminal we may inhibit people from 
seeking help from other sources, such as medical treatment. The fear of being 
identified as a drug user, and thereafter being subject to surveillance, may 
make some people reluctant to approach treatment facilities. The attitude of 
treatment personnel may also be adversely affected by the characterization of 
the conduct as criminal. Sometimes treatment authorities are placed in an 
awkward position in relation to law enforcement authorities, as, for example, 
where they are expected to furnish evidence of violation of probation or 
parole. 


Effect on drug education. A somewhat related cost is the inhibiting 
effect which legal prohibition can have on drug education. When a drug is 
legally prohibited it is necessary to start from that position. It is difficult to 
talk about the pros and cons of the use of that drug as if there were a legally 
free choice. Yet the drug is being used and will be used. People must there- 
fore understand not only the legal consequences of its use but the physical 
and mental consequences as well. In discussing the pros and cons of drug 
use in this way one is placed in the rather ambivalent moral position of 
assuming that one’s listeners may choose to break the law if there are not 
other good reasons for not using the drug. Yet it is unrealistic today to 
assume that they may not do so and merely to observe that there is no 
point in discussing the pros and cons of the particular drug use so long as the 
law prohibits it. Of course, the problem can be dealt with under the guise 
of a critical evaluation of the law—what are the facts about a particular form 
of drug use and to what extent does the law reasonably reflect the facts? But 
it is difficult to avoid ambiguity as to whether the law deserves to be obeyed. 
What all this amounts to is that so long as the law purports to make the 
decision for us it is difficult to discuss drug use in the context of a wise 
exercise of freedom of choice. The law has really removed the subject from 
the domain of personal discretion. To discuss it in terms of personal choice 
is to appear to act on the assumption, explicit or implicit, that a number of 
people are going to break the law. 


The legal characterization of certain kinds of drug use can affect drug 
education in other ways. A legal characterization that is at extreme variance 
with the facts, as has been the case with cannabis, can undermine not only 
the credibility of the law, but also the credibility of information about other 
drugs. For example, it has been said that the very misleading impression 
which the law has conveyed about cannabis, by placing it on the same basis 
as the opiate narcotics, has led many young people to question the truth of 
information about more dangerous drugs, including heroin. 


Demand on law enforcement resources. A further cost of using the 
criminal law against the distribution and use of drugs is that it requires a 
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disproportionate application of law enforcement resources. The numbers 
involved in drug-related behaviour are such that we would have to employ a 
very large proportion of the time of police, prosecutors and judges to make a 
serious, systematic effort to enforce the law. This would inevitably have an 
adverse effect on other law enforcement priorities. Any crime which involves 
such a high proportion of the otherwise non-criminally inclined population is 
bound to produce a very drastic distortion in the application of law enforce- 
ment resources if a really serious attempt is made to enforce the law. 


In fact, the law can only deal with a very small proportion of the actual 
number of offenders, and this on a haphazard basis. The effort is at most a 
token one. It serves to create some risk of apprehension, but probably not a 
sufficiently serious or credible one to act as a very effective deterrent. Even 
this token effort requires a considerable application of resources. The result is 
that for a very substantial expenditure there is really only a modest yield. 
The purpose of law enforcement in this field is simply to reinforce to some 
extent the moral injunction of the law. It is to keep the law from becoming 
a dead letter. 


The stigma of criminal conviction. Finally, there is the cost of the 
criminal law for those who are apprehended and convicted. There is first 
of all the stigma of exposure to the criminal law process and of a criminal 
record.* This stigma can have an adverse effect on self-image. It can make 
the individual feei a criminal and in the end seek to fulfil this opinion of 
himself. The reaction is: If I am going to be treated as a criminal I shall act 
like one. This stigma or self-image will often drive a person to seek support 
and reinforcement in a deviant or criminal subculture. This proceeds from a 
feeling that one has been rejected or ostracized by society and that the only 
people who can be turned to for friendship and support are those who have 
been similarly stigmatized. The process of stigmatization also produces 
feelings of humiliation and degradation which can cause acute mental 
suffering. Finally, the stigma affects the attitude of others in the society to 
whom the offender must eventually turn for help and opportunities of various 
kinds in the process of rehabilitation or reintegration. These attitudes will 
affect the ability to obtain satisfactory work and to establish healthy relation- 
ships and social involvement. It is only by such means that a new self-image 
and sense of identity can be shaped. 


The effect of imprisonment. In addition to stigma, there is the severity 
of the other results of conviction and sentence. This is to be seen chiefly in 
the effects of imprisonment, although one should not overlook the relative 
deprivation of freedom as well as the uncertainty involved in probation or 
parole. The adverse effects of imprisonment, including the physical violence 
to which inmates are exposed, have been described many times. They are 
well known. Perhaps the chief objection to imprisonment is that it tends 
to achieve the opposite of the result which it purports to seek. Instead of 
curing offenders of criminal inclinations it tends to reinforce them. This 
results from confining offenders together in a closed society in which a 
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criminal subculture develops. The offender becomes dependent on this sub- 
culture in many ways and constantly exposed to the unwholesome influence 
of criminally oriented individuals instead of law-abiding and socially adjusted 
individuals who could have a more beneficial influence on him. Status in 
this subculture depends on skill in crime. The models and leaders to whom 
the offender is obliged to turn for emulation are leading criminals. Prison is 
in many ways a finishing school for criminals. There the offender has an 
opportunity to perfect his criminal knowledge and skills. It is difficult to 
think of a better way to train people for crime than to bring all the criminal 
types together in one long live-in seminar on crime. There would be, on the 
contrary, every interest in trying to keep them away from one another. An 
awareness of this problem is reflected to some extent in attempts to segregate 
young offenders from mature offenders, and also in an increased emphasis 
on serving the sentence in the community rather than in prison. As yet, 
however, we are only paying lip service to this awareness. We continue to 
bring the criminal elements of the country together for a kind of continuing 
education or refresher course. 


These adverse effects of imprisonment are particularly reflected in the 
treatment of drug offenders. Our investigations® suggest that there is consi- 
derable circulation of drugs within penal institutions, that offenders are 
reinforced in their attachment to the drug culture, and that in many cases 
they are introduced to certain kinds of drug use by prison contacts. Thus 
imprisonment does not cut off all contact with drugs or the drug subculture, 
nor does it cut off contact with individual drug users. Actually, it increases 
exposure to the influence of chronic, harmful drug users. 


In the course of our investigations many addicts have testified that it 
is impossible for them to break the drug habit if they cannot escape from 
the associations which encourage it. Inmates in a provincial institution with 
a special treatment program stated that the chief reason for their failure to 
give up drugs was the inability to break away from the drug environment. 
The effect of the reinforcing prison subculture in a provincial institution 
without a special treatment program was described by an observer as 
follows: 


... the heroin users as a group were a well-defined social force in the wing 
not only organizing the importation and distribution of illicit drugs, but also 
providing every possible support and justification for use. The users con- 
tinually discussed all aspects of use, reaffirming the validity of continued use, 
and criticising those agencies and institutions which try to prevent it. Pictures 
of needles and mottos extolling the virtues of heroin use covered the walls 
of some cells. News from the street scene in the city arrived with all speed 
and regularity. The large amount of spare time and the dull routine made 
heroin use the most popular topic of discussion among users, by default 
if not for other reasons. It becomes obvious why a sizeable percentage of 
heroin users get their first fix in prison itself, or after release, from a friend 
met in prison.... 


ao 


Part Two Legal Controls 


Status among the heroin users was determined by drug experience on 
the street, the user’s status on the street following him into the institution 
for better or worse. Status was positively related to extent of use, length of 
habit, involvement in the drug trade, and criminal sophistication. There was 
a special reverence for the long-time users, as if their mere existence was 
some type of endorsement for use. 


Inmates would brag among themselves about the size of their habits, 
like drinkers bragging about their ability to hold their liquor. One inmate 
would tease another by calling him a ‘chippy-fixer, hophead or bomber 
freak’. In this way it seemed that the users’ condemnation of the ‘lesser’ 
drugs somehow justified use of heroin.° 
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NOTES 


R. v. Hartley and McCallum (No. 2), [1968] 2 C.C.C. 187 at 189 
(B.C.C.A). 


Urgent International Action Against the Abuse of, and the Illict Traffic In, 
Narcotic Drugs and Psychotropic Substances, Report by the Secretary 
General of the United Nations to the Second Special Session of the Com- 
mission on Narcotic Drugs, July 28, 1970, E/CN.7/530, p. 3. 


Cannabis Report, p. 290. 


Absolute or conditional discharge (see Appendix F.8) avoids a conviction, 
but there is a plea or a finding of guilt in such a case, and there is a 
criminal record of it. The Criminal Records Act, R.S.C. 1970 (1st Supp.) 
c.12 as amended by the Criminal Law Amendment Act, 1972 (1972 Stat. 
Can. c. 13, s. 72), provides that a person who has been convicted or given 
an absolute or conditional discharge may apply after a certain period of 
time for a pardon and removal of his criminal record. In the case of con- 
viction of an indictable offence, the period is five years after satisfaction 
of sentence; in the case of summary conviction, two years after satisfaction 
of sentence; and in the case of absolute and conditional discharge, one 
year for summary conviction sentences and three years for other offences. 
The pardon is granted on recommendation of the National Parole Board. 
The effect of such pardon is to vacate the conviction or discharge, remove 
any disqualifications resulting from it under federal legislation or regulations 
and prevent any question being asked concerning the conviction or discharge 
in connection with service in the armed forces or employment in govern- 
ment or in any enterprise under federal jurisdiction. Thereafter the record 
of the conviction or discharge may be disclosed only for certain limited 
purposes with the authorization of the Solicitor General. It is impossible 
to destroy all record of a criminal case in any real sense once it has 
entered into the data collection process, but even where it has been removed 
and put beyond the effective reach of ordinary enquiry, the knowledge 
which a lot of people invariably possess of a conviction (or a plea or 
finding of guilt in the case of absolute or conditional discharge) and the 
knowledge which can be obtained by interested parties through careful 
investigation cannot be eliminated. 


The Commission carried out studies of one federal and four provincial 
correctional institutions in an attempt to evaluate the effect of their pro- 
grams on drug offenders. The federal institution was Matsqui, which is 
discussed in Appendix I Treatment of Opiate Dependents in Federal 
Penitentiaries in Canada. The provincial institutions consisted of two with 
special treatment programs, one of the traditional kind without a special 
program and a wilderness camp based on the “outward bound” philosophy. 
Some of this study was carried out by participant observation with investi- 
gators living in on a 24-hour basis or during the day. There was some 
reference to the conclusions of these studies in the Treatment Report. 
Because of differences in the drug offender populations in these institutions 
(for example, two of the provincial institutions had few, if any, opiate- 
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dependent inmates) there is really not a basis for comparing the effect 
of their respective programs. The major generalization to be drawn from 
these studies is the effect of the prison subculture in encouraging pre- 
occupation with drugs and some drug use in prison. The notable exception 
to this general impression was the wilderness camp, in which there was 
apparently very little drug use during the period of confinement. It should 
be noted, however, that the population of the wilderness camp did not 
include any opiate-dependent persons. The studies of these correctional 
institutions were carried out by L. McDonald, R. Solomon, and A. Caplan 
under the general direction and supervision of John Hogarth. 


6. Solomon, “Study of Traditional Institution,” Unpublished Commission Re- 
search Paper, 1972 (edited by L. McDonald), pp. 69 and 73-74. 
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The Control of Availability 


INTRODUCTION 


We are concerned here with the legal controls on the production and 
distribution of psychotropic drugs for legal and illegal purposes. In a subse- 
quent section we consider legal controls with respect to the user of such 
drugs, including use of the law to punish the unauthorized possession of 
drugs for purposes other than distribution. Many regard the offence of simple 
possession as an aspect of the control of availability and may well consider 
the distinction between control of availability and control of the user an 
artificial one. In recent years, however, there has been an increasing disposi- 
tion among those concerned with the problem of non-medical drug use to 
draw a distinction, for policy purposes, between distribution and use. While 
it is emphasized that supply and demand are closely related, and both must 
be successfully dealt with if there is to be an effective effort to deal with 
the problem of non-medical drug use, there has been increasing recognition 
that a different public policy may be appropriate with respect to the user, 
particularly the drug-dependent person, than that which is appropriate for 
the trafficker. This recognition is reflected in the provisions of international 
conventions offering the possibility of non-punitive alternatives to punish- 
ment, albeit of a compulsory nature, for purposes of treatment, education and 
rehabilitation of drug ‘“‘abusers”. For this reason it is felt to be convenient 
to analyse the legal controls of availability and the user in separate sections. 


Canadian drug control policy operates within a framework of interna- 
tional policy. That policy is expressed to some extent in the form of interna- 
tional agreements, but it is also a matter of on-going cooperation between 
governmental agencies. There is an international community of opinion on 
drug control problems that influences national policies. This follows inevi- 
tably from the fact that both legitimate trade and the illicit traffic in drugs 
are international in scope, and the policies of one country can have conse- 
quences for other countries. It is very difficult, if not impossible, for one 
country to pursue an effective control policy without cooperation from 
other countries. This is because of the widely dispersed sources of production 


63 


Part Two Legal Controls 


in the world, the great variety of routes of distribution, and the relatively 
porous nature of customs frontiers. 


The non-medical use of drugs in various forms which give rise to social 
concern is a world-wide phenomenon. The relative importance of different 
kinds of drug use—the predominant drugs involved, the extent and patterns 
of use, the social and economic context of use—vary from one country to 
another, but the problem cannot be confined within national boundaries. 
The drugs used in one country often originate in other countries. Drug users 
travel from one country to another, influencing the spread of use where 
they go. Thus we have world-wide production and distribution of drugs 
being used for non-medical purposes and a great deal of mobility in drug- 
using populations. The problem can only be effectively grappled with on an 
international scale by cooperation between nations. 


Countries which refuse to cooperate in the suppression of illicit pro- 
duction of harmful drugs within their borders can make it virtually im- 
possible for other countries to prevent the creation of a large illegal source 
of supply within their own territories. Countries in which there is a large 
overproduction of drugs for medical purposes can be a source of diversion 
of drugs to non-medical purposes in other countries. Countries which refuse 
to cooperate in law enforcement can be a means by which drug offenders 
may escape effective control. It is therefore appropriate that we begin with 
consideration of the international control system. 


INTERNATIONAL CONTROL POLICY 


INTERNATIONAL DRUG CONTROL AGENCIES 


The Economic and Social Council of the United Nations has the general 
responsibility for developing and supervising the administration of interna- 
tional drug control policy. From time to time it receives directives or re- 
quests for policy development from the General Assembly, and its decisions 
and recommendations are subject to approval by the latter. Four agencies 
play an important role in assisting it to discharge its responsibility: the Com- 
mission on Narcotic Drugs; the World Health Organization; the Interna- 
tional Narcotics Control Board; and the Narcotics Division of the Secretariat 
of the United Nations (referred to in practice as the Division of Narcotic 
Drugs). 


The Commission on Narcotic Drugs makes policy recommendations 
to the Council, the Secretary General and governments. It submits reports 
and draft resolutions for adoption by the Council and makes decisions for 
its own guidance or action, or as suggestions for action by governments. 
One of the most important functions of the Commission has been the de- 
velopment and supervision of the international agreements for drug control, 
in particular the Single Convention on Narcotic Drugs, 1961,1 and the Con- 
vention on Psychotropic Substances, 1971.2 The membership of the Commis- 
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sion consists of thirty states chosen from among those which are important 
in the production or manufacture of drugs and those in which drug dependency 
or the illicit traffic in drugs constitutes an important problem. Canada has 
been a member of the Commission from the beginning. 


The World Health Organization (WHO) is required by the international 
conventions to provide the Commission on Narcotic Drugs with an assessment 
of drugs from a medical and scientific point of view and with recommendations 
as to the appropriate control measures, if any, to be adopted with respect 
to a particular drug. These technical findings and recommendations of the 
WHO are developed by its Expert Committee on Drug Dependence. From 
time to time this committee and others appointed by the WHO for special 
purposes publish reports on matters of concern in the drug control field. 


Under the Single Convention, the International Narcotics Control Board 
(INCB) supervises the administration of the system of annual estimates of 
drug requirements for medical and scientific purposes and the annual sta- 
tistical returns of quantities acquired and consumed. The Board’s function 
is to keep a watch on the quantities of drugs in circulation for approved pur- 
poses, to survey the effectiveness of international efforts to suppress the 
illicit traffic, and to note, and attempt to remedy, any failure of a member 
state to comply with the control provisions of the Convention. Where the 
Board has reason to believe that the aims of the Convention are being 
seriously endangered by reason of the failure of a country to carry out its 
provisions, or that a country is in danger of becoming an important area for 
illicit production, distribution or use, it is empowered to investigate and call 
upon the government concerned to adopt remedial measures. If the govern- 
ment concerned fails to cooperate the Board may report with recommenda- 
tions to the Council, the Commission and the General Assembly. If neces- 
sary, the Board may recommend an embargo on distribution to and from the 
country concerned. The Board has similar functions and powers under the 
Convention on Psychotropic Substances, 1971, although there are some 
important differences in the extent of the control measures under the two 
conventions. 


The Division of Narcotic Drugs is a section of the United Nations secre- 
tariat which assists the other agencies in the preparation and implementation 
of control policy. It prepares documentation and carries out a variety of other 
functions of an investigative, informational and advisory nature. 


THE REQUIREMENTS OF THE INTERNATIONAL AGREEMENTS 


The Single Convention on Narcotic Drugs, 1961, to which Canada is 
a party, applies to the opiate narcotics, including opium, heroin, morphine, 
codeine, pethidine (meperidine) and methadone, to cocaine, and to cannabis 
and cannabis resin (that is, marijuana and hashish), and to extracts and 
tincture of cannabis. It does not apply to THC, which is governed by the 
Convention on Psychotropic Substances, 1971. 
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The general object of the Single Convention is to restrict the drugs 
covered by it to medical and scientific purposes. In its preamble the Con- 
vention observes that “the medical use of narcotic drugs continues to be 
indispensable for the relief of pain and suffering and that adequate provision 
must be made to ensure the availability of narcotic drugs for such purposes”, 
but that at the same time ‘“‘addiction to narcotic drugs constitutes a serious 
evil for the individual and is fraught with social and economic danger to 
mankind”. 


To meet the two objectives of a controlled use of these drugs for 
medical and scientific purposes and the suppression of their use for other 
purposes, the Convention calls for a general system of controls to be adopted 
by the member states. The essential purpose of these controls is to assure 
that the production of narcotics is limited to the reasonable requirements 
of the member states for medical and scientific purposes and that there is 
no leakage from the legal supply required for such purposes to an illicit 
market. 


The controls include a requirement of licence for manufacture, import, 
export, and internal distribution, and a requirement of medical prescription 
for the supply of drugs to individuals. They also require that those involved 
in manufacture and distribution keep records of their transactions which can 
be verified by government authorities. 


As indicated above, the system calls for annual estimates of the re- 
quirements of drugs for approved purposes. The International Narcotics Con- 
trol Board may fix the estimates for any party who fails to supply them. 
Parties are required to remain within their estimates, and their performance 
in this regard is verified by annual reports of quantities acquired and con- 
sumed. Amendments to the Single Convention adopted in March 1972? have 
strengthened the controls over the cultivation of the opium poppy and the 
production of opium for legitimate purposes. 


The drugs covered by the Single Convention are listed in four sched- 
ules. The principal one is Schedule I, which contains the major natural and 
synthetic opiate narcotics, cocaine and cannabis. Schedules II and III, which 
include certain of the less potent natural and synthetic opiate narcotics 
such as codeine and propoxyphene, are subject to somewhat less severe con- 
trol regimes. Schedule IV contains drugs which are also included in Schedule 
I, such as cannabis and heroin, but with respect to which the parties are in- 
vited to adopt stricter measures, and in particular to restrict their use to 
research of a medical or scientific nature. In response to a recommendation 
by the World Health Organization, which was approved by the Commission 
on Narcotic Drugs in 1954, most states agreed to prohibit the manufacture 
and importation of heroin for medical purposes. The Canadian decision not 
to license the manufacture and importation of heroin went into effect on 
January 1, 1955.* Only a few parties to the Single Convention, including 
Great Britain, permit the use of heroin for medical purposes. 


* Debates, House of Commons, Canada, June 1, 1954, p. 5313. 
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Drugs may be added to a schedule, removed from the Convention, or 
transferred from one schedule to another by the Commission on Narcotic 
Drugs, acting on the recommendations of the World Health Organization. 
The decisions of the Commission are subject to review by the Economic 
and Social Council at the request of any party. 


The Expert Committee on Drug Dependence of the World Health 
Organization, in a series of annual reports, has attempted from time to time 
to throw light on the principles which govern its recommendations concern- 
ing control measures. In its Sixteenth Report the Expert Committee adopted 
a definition of “drug abuse” as, “Persistent or sporadic excessive drug use 
inconsistent with or unrelated to acceptable medical practice”, and it defined 
“drug dependence” as “A state, psychic and sometimes also physical, result- 
ing from the interaction between a living organism and a drug, characterized 
by behavioural and other responses that always include a compulsion to 
take the drug on a continuous or periodic basis in order to experience its 
psychic effects, and sometimes to avoid the discomfort of its absence”’.4 
In the same report the Committee indicated the following criteria for the 
decision as to whether a drug should be subject to control: 


There are two main conditions, at least one of which must exist for a 
drug to be considered in need of control: 

(1) The drug is known to be abused other than sporadically or in 
a local area and the effects of its abuse extend beyond the drug taker; 
in addition, its mode of spread involves communication between existing 
and potential drug takers, and an illicit traffic in it is developing; 

(2) It is planned to use the drug in medicine and experimental data 
show that there is a significant psychic or physical dependence liability; 
the drug is commercially available or may become so. 


If neither of these conditions is fulfilled, there is no need for an agent 
to come under consideration for control. [P. 11.] 


The Single Convention requires the parties to it to make the following 
acts which have a bearing on availability punishable offences, when carried 
out intentionally and contrary to the provisions of the Convention: cultiva- 
tion, production, manufacture, extraction, preparation, possession, offering, 
offering for sale, distribution, purchase, sale, delivery on any terms whatso- 
ever, brokerage, dispatch, dispatch in transit, transport, importation and 
exportation. “Serious offences” are to be liable to “adequate punishment 
particularly by imprisonment or other penalties of deprivation of liberty”.° 


The Convention on Psychotropic Substances, 1971, applies to drugs 
not covered by the Single Convention. They are listed in four schedules. 
Schedule I contains the hallucinogens: DET, DMHP, DMT, LSD, mescaline, 
parahexyl (Pyrahexyl or Synhexyl), psilocine (psilocin or psilotsin), psilo- 
cybine (psilocybin), STP (DOM), and THC and all its isomers. Schedule 
II contains amphetamines and certain drugs with amphetamine-like action: 
amphetamine, dexamphetamine (dextroamphetamine), methamphetamine, 
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methylphenidate, and phenmetrazine. It also contains phencyclidine (PCP) 
which is not a stimulant and has no medical use in humans. It was originally 
introduced as an anesthetic and is now used only in veterinary medicine. PCP 
is commonly combined with LSD and is often represented as mescaline or 
THC on the illicit market in Canada. Pharmacologically this drug would be 
more appropriately included in Schedule I. Schedule III includes the short- 
acting barbiturates: amobarbital, cyclobarbital, pentobarbital, and secobar- 
bital. It also includes glutethimide, which is a widely prescribed hypnotic. 
Schedule IV contains long-acting barbiturates, non-barbiturate sedative- 
hypnotics, minor tranquilizers and stimulant-anorectics: amfepramone (di- 
ethylpropion), barbital, ethchlorvynol, ethinamate, meprobamate, methaqua- 
lone, methylphenobarbital, methyprylon, phenobarbital, pipradrol and SPA. It 
is to be noted that Schedule IV does not include chlordiazepoxide (Lib- 
rium®) and diazepam (Valium®), the two most widely used minor tran- 
quilizers. These drugs were originally included in the draft protocol but were 
withdrawn over the strong objections of several states. 


A psychotropic substance shall be considered for control under one of 
these schedules of the Convention if, in the opinion of the World Health 
Organization, it has the following attributes: 


(a) that the substance has the capacity to produce 
(i) (1) a state of dependence, and 
(2) central nervous system stimulation or depression, resulting 
in hallucinations or disturbances in motor function or 
thinking or behaviour or preception or mood, or 


(ii) similar abuse and similar ill effects as a substance in Schedule I, 
II, III or IV, and 


(b) that there is sufficient evidence that the substance is being or is 
likely to be abused so as to constitute a public health and social 
problem warranting the placing of the substance under international - 
control... .° 


If the World Health Organization makes a finding to this effect, it is 
required to communicate to the Commission “an assessment of the sub- 
stance, including the extent or likelihood of abuse, the degree of seriousness 
of the public health and social problem and the degree of usefulness of 
the substance in medical therapy, together with recommendations on control 
measures, if any, that would be appropriate in the light of its assessment’. 

Whereas under the Single Convention the Commission on Narcotic 
Drugs must either accept or reject the WHO recommendation as to appro- 
priate control measures, under the Convention on Psychotropic Substances 
the Commission is free to adopt control measures different from those 
recommended by the WHO. On this point, the Convention provides: 


The Commission, taking into account the communication from the 
World Health Organization, whose assessments shall be determinative as to 
medical and scientific matters, and bearing in mind the economic, social, legal, 
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administrative and other factors it may consider relevant, may add the sub- 
stance to Schedule I, II, II or IV. The Commission may seek further infor- 
mation from the World Health Organization or from other appropriate 
sources.” 


In the case of a substance which is already included in one of the 
schedules, the Commission may decide, on the basis of the World Health 
Organization’s opinion and the other factors indicated above, to transfer the 
substance from one schedule to another or to delete it from the schedules 
altogether. 


As in the case of the Single Convention, decisions of the Commission 
on Narcotic Drugs with respect to the scheduling of drugs under the Con- 
vention on Psychotropic Substances are subject to review by the Economic 
and Social Council. There is also provision for relieving a party of certain 
obligations created by a decision of the Commission if it is unable to fulfil 
them. In such a case the party must, however, apply certain minimum 
controls. 


The kinds of control contemplated by the Convention on Psychotropic 
Substances are similar to those under the Single Convention: licensing of 
manufacture and distribution, import and export permits, prescription, 
record-keeping, safeguards against theft or other diversion, inspection, and 
annual returns. An important difference between the two conventions is that 
the Convention on Psychotropic Substances does not require annual estimates 
of drug requirements. 


The extent to which the various kinds of control are required under the 
Convention on Psychotropic Substances varies as between the different 
schedules. The strictest control measures are reserved for the hallucinogens 
in Schedule I. The parties are required to “prohibit all use” of such sub- 
stances “except for scientific and very limited medical purposes by duly 
authorized persons, in medical or scientific establishments which are directly 
under the control of their Governments or specifically approved by them’.® 
The Convention requires especially strict controls on their manufacture, dis- 
tribution and possession for such purposes. 


The parties are required to limit the manufacture, distribution and use 
of the drugs in Schedules II, III and IV to medical and scientific purposes. 
The drugs in these schedules, unlike those in Schedule I, are to be generally 
available for medical purposes, but in most cases subject to prescription. 
Their manufacture, import, export and other distribution are to be under 
licence or other similar control measures. The import and export of sub- 
stances in Schedule I are to be carried out by governmental agency. In addi- 
tion, there must be with respect to the drugs in Schedules I and II a prior 
exchange of authorizations between the governments of both the exporting 
and importing countries. This requirement is essentially the same as that 
provided by the Single Convention and is stricter than that required for the 
substances in Schedule III. It is sufficient, with respect to the latter, for the 
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government of the exporting country to send the authorities of the importing 
country a copy of the exporter’s declaration within ninety days of the ship- 
ment. There is no special requirement for the import and export of the drugs 
in Schedule IV. A party to the Convention may, however, notify all other 
parties through the Secretary General that it prohibits the import into its 
country of one or more of the substances in Schedules II, III and IV. (It 
has direct control over the import of substances in Schedule I.) If a party 
has been notified of such a prohibition, it shall take measures to ensure that 
none of the substances specified in the notification is exported to the country 
of the notifying party. The desire for such international cooperation with 
respect to importation was one of the chief concerns behind the development 
of the Convention on Psychotropic Substances. 


The Convention requires that records be kept by manufacturers, 
importers, exporters and wholesale distributors of drugs acquired, held in 
stock and disposed of by them. In the case of drugs in Schedule II (primarily 
amphetamines and drugs with amphetamine-like action), detailed records 
must also be kept by pharmacists, hospitals and scientific institutions of acqui- 
sition and disposal. In the case of drugs in Schedule III (short-acting bar- 
biturates and drugs with similar action), parties are merely required to 
assure that information concerning acquisition and disposal by such persons 
or institutions is readily available. In the case of drugs in Schedule IV (various 
other sedatives and stimulants) the requirement is merely that manufac- 
turers, importers and exporters keep records showing quantities manu- 
factured, exported and imported. 


The parties are required to furnish to the International Narcotics Control 
Board annual reports of quantities manufactured, exported, imported and 
held in stock by manufacturers, in the case of substances in Schedules I and 
II, and of quantities manufactured, exported and imported in the case of 
substances in Schedules III and IV. 


The parties are further required to maintain a system of inspection of 
manufacturers, exporters, importers, and wholesale and retail distributors of 
psychotropic substances and of medical and scientific institutions which use 
these substances, and to assure that there is adequate precaution against 
theft or other diversion of drugs. 


Apart from the very specific and strict controls applicable to the sub- 
stances in Schedule I, the terms of the Convention on Psychotropic Sub- 
stances appear to offer more flexibility to the parties than those of the Single 
Convention. Subject to the specific requirements referred to above, the gen- 
eral obligation of a party is to “limit by such measures as it considers 
appropriate the manufacture, export, import, distribution and stocks of, trade 
in, and use and possession of, substances in Schedules II, III and IV to 
medical and scientific purposes”.? There is some flexibility with respect to 
the necessity of prescription in the case of substances in Schedules III 
and IV. Finally, article 22 of the Convention with respect to penal provi- 
sions does not indicate the specific kinds of conduct which must be made a 
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punishable offence, as does article 36 of the Single Convention. Instead, it 
refers generally to any action contrary to such legislation and regulations 
as the parties see fit to adopt in fulfilment of their obligations under the 
Convention. This would appear to offer more flexibility as to the choice 
of conduct which must be made a punishable offence. Paragraph 1.(a) of 
article 22 provides: 


1. (a) Subject to its constitutional limitations, each Party shall treat as 
a punishable offence, when committed intentionally, any action contrary to 
a law or regulation adopted in pursuance of its obligations under this Con- 
vention, and shall ensure that serious offences shall be liable to adequate 
punishment, particularly by imprisonment or other penalty of deprivation of 
liberty. 


Paragraph 1.(b) of article 22, which contemplates non-penal provisions 
of control for the user of psychotropic substances will be referred to in 
Section VII of this report, Control of the User. 


CANADIAN LEGISLATIVE AND ADMINISTRATIVE PROVISIONS 
WITH RESPECT TO THE CONTROL OF AVAILABILITY 


THE NARCOTIC CONTROL ACT 


The controls called for by the Single Convention on Narcotic Drugs, 
1961, are provided in Canada primarily by the Narcotic Control Act!® and 
the Narcotic Control Regulations made under the Act. The Act applies to 
the opiate narcotics, including heroin, to cocaine, and to cannabis in all its 
forms. * 

The Act is framed in the traditional criminal law form, consisting of 
prohibitions, penalties and provisions concerning enforcement. It prohibits 
unauthorized importing and exporting, trafficking, possession for the purpose 
of trafficking, simple possession, and cultivation. The Regulations prescribe 
the conduct that is authorized with respect to the drugs covered by the Act. 
They establish a system of control over the distribution and use of the drugs 
for medical or scientific purposes. The system consists of licensing, prescrip- 
tion, record-keeping, safeguards against loss or theft, reporting, inspection and 
audit. 

Licensed dealers.11 A licence is required from the Minister of Na- 
tional Health and Welfare to engage in the manufacture or distribution of 
narcotics. A permit is required for the importation or exportation of nar- 
cotics and is valid only for the particular transaction for which it is issued. 
A licensed dealer may supply a narcotic drug only to another licensed dealer, 
a pharmacist, a practitioner (doctor, dentist or veterinarian), a hospital or 
another person authorized by the Act or Regulations to have possession of 
such a drug. He may only supply a drug upon receipt of a signed written 
order, and he must verify the signature of the person from whom he received 





* See footnote concerning PCP on page 80. 
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the order, if it is unknown to him. He must keep a record of the full par- 
ticulars of all drugs in which he deals, including name, quantity, sources and 
destination. The premises, manufacturing processes and conditions of storage, 
technical staff, inventories, and records of a licensed dealer are all subject to 
inspection by inspectors of the Department of National Health and Welfare. 
A licensed dealer must keep full and complete records for a period of at | 
least two years in a form suitable for audit, and must supply the Depart- 
ment with any further information which it requires. He must notify the 
Department promptly of any changes in his technical staff, his manufacturing 
or storage premises, and his process and conditions of manufacture or 
storage. A licensed dealer must provide such protection against loss or theft 
of narcotics in his possession as may be required by the Minister and must 
report to the Minister any loss or theft of a narcotic within ten days of its 
discovery. 


Pharmacists.12,_ Pharmacists must keep full records of the drugs received 
by them, showing names, quantities, dates of receipt and particulars of the 
person from whom they are received. A pharmacist must not dispense any 
narcotic unless he has first received an order or prescription from a practi- 
tioner. The general rule with respect to narcotics is that a prescription must 
be in written form and signed by the practitioner, but there is a category of 
narcotics that may be dispensed on oral prescription. (Certain preparations 
containing codeine phosphate may be dispensed without prescription.) When 
the prescription is in writing the pharmacist must verify the signature of the 
practitioner if it is not known to him. In the case of an oral prescription the 
pharmacist must take reasonable precautions to satisfy himself that the per- 
son giving the prescription is a practitioner. A pharmacist may not refill a 
prescription for a narcotic. Pharmacists must keep a record of the particulars 
of all written and oral prescriptions filled by them and must send this infor- 
mation to the Department at regular intervals. The records of a pharmacist’s 
transactions involving narcotic drugs must be kept for a period of at least 
two years and be available for inspection and audit at any time by inspectors 
of the Department. Like licensed dealers, pharmacists must take certain 
precautions against loss or theft of narcotics and must report any such loss 
or theft within ten days of its discovery. 


Practitioners. A practitioner must not prescribe, administer, give, sell 
or furnish a narcotic to a person or animal unless the person or animal is a 
patient under his professional treatment and the narcotic is required for the 
condition for which the person or animal is receiving treatment.!* In any 
prosecution for violation of this regulation the burden of proving these facts 
is on the practitioner. (In practice, there have been few prosecutions of 
practitioners in recent years; the Department generally takes the adminis- 
trative action referred to below.) Practitioners must keep records in certain 
cases of drugs which they furnish for self-administration. They must also 
furnish such information as the Department may from time to time require 
concerning narcotic drugs in their possession or prescribed or administered 
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by them. Such records as they are required to keep must be retained by 
them for a period of at least two years and be available for inspection at any 
time by inspectors of the Department. Like licensed dealers and pharmacists, 
practitioners must take adequate steps to protect narcotics in their possession 
from loss or theft and must report any such loss or theft to the Department 
within ten days of its discovery. 


Hospitals. Hospitals must keep written records of narcotics received 
and dispensed by them. Such records must be kept for a period of at least 
two years and be available for inspection by inspectors of the Department. 
Hospitals must take precautions against loss or theft of narcotics and report 
any such loss or theft to the Department within ten days of its discovery. 
Narcotics may only be dispensed or administered in a hospital to a person 
who is under treatment as an inpatient or outpatient and upon the prescrip- 
tion or authorization of a practitioner. 


Special regulations governing methadone. ‘These regulations are de- 
scribed in Appendix G.1 Methadone Control Program of the Government 
of Canada, and are the subject of commentary in Section IX. Briefly, they 
require that a physician must be specially authorized by the Minister to be 
able to prescribe or administer methadone. Licensed dealers, pharmacists 
and hospitals can only act with respect to methadone on the prescription 
or order of a physician who has been so authorized. 


Administrative action in the case of violation of the regulations by 
practitioners or pharmacists. The Parliament of Canada can control the 
availability of drugs (and thus the capacity of physicians and others to make 
use of them) through the exercise of its criminal law power, and to some 
extent, its power to regulate trade and commerce, but the general power to 
regulate the practice of medicine and pharmacy and to establish and regulate 
hospitals is provincial. Such regulation is carried out through the governing 
bodies of these professions in the provinces. Thus a full control over physi- 
cians and pharmacists with respect to the distribution of drugs requires 
provincial cooperation as well as federal action. Where the federal admin- 
istrative authorities are of the opinion that practitioners or pharmacists 
are guilty of abuse in the distribution, prescription or administration of 
narcotics they may, after investigation and consultation with the provincial 
licensing authorities, impose conditions upon their right to purchase drugs.'® 
The provincial licensing authority may take such action as it sees fit conse- 
quent upon the information furnished to it by the federal authorities. 


Authorizations for purposes of research and drug identification and 
analysis.° The Department may authorize the purchase, possession and 
administration of narcotics for scientific purposes. Departmental procedures 
and policy with respect to approval of research proposals are discussed in 
Section XII Research and Information. The essential point to be noted here 
is that scientific research with respect to narcotics is controlled by ministerial 
discretion through control over the availability of the drugs required for 
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research. The Department may also authorize the possession of narcotics 
for purposes of drug identification or analysis. The Regulations permit any 
person to deliver a narcotic to a practitioner of medicine or to his agent for 
delivery to the Minister or his agent or to an analytic facility approved by 
him. (Formerly this right was restricted to a patient who was being treated 
for drug effects by the doctor to whom the drug was delivered.) We shall 
comment on facilities for drug identification and analysis in Section XII. 


Summary of persons authorized to be in possession of narcotics.1* The 
following persons are authorized to be in possession of narcotics when they 
have obtained them in accordance with the Regulations: licensed dealers, 
pharmacists, practitioners, hospitals, persons entitled to be in possession for 
purposes of research or drug identification or analysis, inspectors, police 
and members of the technical or scientific staff of a federal or provincial 
government department or a university, when such possession is required tor 
their employment, and persons who are in possession for their own use, 
when they have obtained the narcotics from a practitioner or pharmacist. 


“Prescription shopping’.1® It is forbidden for a person who has 
obtained a prescription or a narcotic to seek or receive another prescription 
or a narcotic from a different practitioner without disclosing to that practi- 
tioner particulars of every prescription or narcotic that he has obtained within 
the previous thirty days. This regulation is directed against the practice that 
is referred to as “prescription shopping”, or “double doctoring”. 


Penalty for violation of Narcotic Control Regulations.1® Any violation 
of the Narcotic Control Regulations is punishable on summary conviction by 
a fine not exceeding $500 or by imprisonment for a term not exceeding 
six months or by both fine and imprisonment. 


The prohibitions in the Narcotic Control Act. In fulfilment of the 
obligation under the Single Convention to make certain unauthorized acts of 
production and distribution of narcotics punishable offences, the Narcotic 
Control Act prohibits unauthorized importing and exporting, trafficking, 
possession for the purpose of trafficking, and cultivation of the opium poppy. 
Unauthorized importing and exporting are indictable offences punishable by 
a maximum of life imprisonment and a minimum of seven years.”° Traffick- 
ing and possession for the purpose of trafficking are indictable offences 
punishable by a maximum of life imprisonment.?! Unauthorized cultivation 
of opium poppy is an indictable offence punishable by a maximum of im- 
prisonment for seven years.?? There is also liability to fine in any amount 
for all these offences.2? Reference is made to Appendix F.3 for further 
details of the law with respect to these offences. 


THE Foop AND Drucs ACT 


The controls on availability called for by the Convention on Psychotropic 
Substances, 1971, are generally provided for in Canada by the Food and 
Drugs Act”* and the Food and Drug Regulations. 
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With certain exceptions, the strong hallucinogens in Schedule I of the 
Convention are controlled under the designation of “restricted drugs” by the 
provisions of Part IV of the Food and Drugs Act and Part J of the Food and 
Drug Regulations. Schedule H (formerly Schedule J) of the Act lists the fol- 
lowing restricted drugs: LSD, DET, DMT, MDA, MMDA, LBJ, harmaline, 
harmalol, STP(DOM) and various forms of dimethoxyamphetamine. 

There are, however, important differences in the specific drugs covered 
by the international and Canadian drug schedules. THC and its isomers are 
included in Schedule I of the Convention on Psychotropic Substances, 1971, 
while cannabis and cannabis resin are governed by the Single Convention on 
Narcotic Drugs, 1961. All three forms of cannabis are presently regulated in 
Canada by the Narcotic Control Act. The drugs which Schedule I of the Con- 
vention on Psychotropic Substances and Schedule H of the Food and Drugs 
Act have in common are LSD, DET, DMT, and STP (DOM). A notable dif- 
ference is that mescaline is in Schedule F of the Food and Drug Regulations, 
to which a less strict control regime applies than to the restricted drugs in 
Schedule H, and psilocybin is not included in any Canadian schedules. 

Under the Act and Regulations the restricted drugs are not legally avail- 
able for general medical use. The Regulations make provision, however, for 
the distribution and possession of these drugs for purposes of research in the 
form of clinical or laboratory investigation. There is also the same provision 
as in the case of narcotic drugs for possession of restricted drugs for purposes 
of identification and analysis.?® 

Essentially the same controls are applied to the restricted drugs to permit 
their use for the above purposes as are applied to the drugs governed by the 
Narcotic Control Act. Dealers may be licensed for the manufacture and dis- 
tribution of restricted drugs for such purposes.”® (At the present time, the only 
licensed dealer is within the government.) Licensed dealers may, with the 
permission of the Minister, sell restricted drugs to research institutions and 
hospitals for purposes of clinical and experimental investigation. Such institu- 
tions must keep records available for inspection of all restricted drugs received 
and used by them. Licensed dealers must keep detailed records of all restricted 
drugs handled by them. These records must be kept for a period of at least 
two years in a form suitable for auditing. A licensed dealer must permit in- 
spection of his premises, processes and conditions of manufacture and storage, 
the qualifications of his technical staff, and his records. He must also supply 
_ any further information and permit any further inspection or audit that the 
Minister may require. He must take the same precautions against loss or theft 
as licensed dealers in narcotics. 

Under Part IV of the Food and Drugs Act?" trafficking and possession 
for the purpose of trafficking in restricted drugs are criminal offences punish- 
able as follows: 

Upon summary conviction, by imprisonment for a term not exceeding 

eighteen months; and 

Upon indictment, by a term of imprisonment not exceeding ten years. 
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Trafficking under the Food and Drugs Act includes unauthorized import- 
ing or exporting. Reference is made to Appendix F.3 for further details on 
the law concerning these offences. 


Some of the drugs in Schedules II, HI and IV of the Convention on 
Psychotropic Substances are regulated as “controlled drugs” under Part III 
and Schedule G of the Food and Drugs Act, and some are regulated under 
the less strict controls of Schedule F of the Food and Drug Regulations. 
Schedule G of the Act, which includes the barbiturates as well as the amphet- 
amines, lists the following drugs: amphetamine, barbituric acid and its deriva- 
tives, benzphetamine, methamphetamine, pentazocine, phendimetrazine, and 
phenmetrazine, and their respective salts.* Thus it includes Preludin® (phen- 
metrazine) but not Ritalin® (methylphenidate), which is included in Schedule 
II of the Convention but in Schedule F of the Food and Drug Regulations. 


The short-acting barbiturates in Schedule III of the Convention—amo- 
barbital, cyclobarbital, pentobarbital, and secobarbital—are included in the 
general reference to barbituric acid derivatives in Schedule G of the Food 
and Drugs Act. The hypnotic glutethimide, which is also in Schedule III 
of the Convention, is in Schedule F of the Food and Drug Regulations. 


A few of the drugs in Schedule IV of the Convention—barbital, pheno- 
barbital, and methylphenobarbital—are covered as “controlled drugs” by 
Part III of the Food and Drugs Act. The remainder are for the most part 
in Schedule F of the Food and Drug Regulations. The hypnotic chloral 
hydrate and the minor tranquilizers Librium® (chlordiazepoxide) and 
Valium® (diazepam), which were originally included in Schedule IV of the 
draft convention but later deleted, are all covered by Schedule F of the 
Regulations. 


Controlled drugs under Part III of the Act are subject to essentially 
the same controls over their availability for medical and scientific purposes 
as those which govern the narcotics under the Narcotic Control Regulations. 
These include a licence for manufacturers and distributors, import and ex- 
port permits, the requirement of prescription, record-keeping, safeguards 
against loss or theft, reporting, inspection and audit.28 The main differences 
are that as a general rule a prescription for narcotics must be in writing, 
whereas it may be oral for controlled drugs, and a pharmacist may not refill 
a prescription for a narcotic, whereas he may refill one for a controlled drug 
if the physician has given explicit instructions for this purpose in the prescrip- 
tion. 


Trafficking and possession for the purpose of trafficking in controlled 
drugs are punishable on summary conviction by imprisonment for a term 
not exceeding 18 months and upon indictment by imprisonment for a term 
not exceeding ten years.*® Reference is made to Appendix F.3 for the law 
concerning these offences. 





* See footnote concerning methaqualone on page 102. 
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Special controls on the medical use of the amphetamines and amphet- 
amine-like drugs. Under the controlled drug regulations the physician has 
until recently been the judge of the medical treatment for which these drugs 
are appropriate. The sole requirement has been that they be prescribed or 
administered for bona fide medical treatment and not for non-medical pur- 
poses. Recently, however, the Federal Government has gone further and has 
limited the medical uses for which the amphetamines and amphetamine-like 
drugs listed in Schedule G may be prescribed or administered.*° Amphetamine, 
benzphetamine, methamphetamine, phenmetrazine, and phendimetrazine and 
their respective salts are classified as “designated drugs”, and their use is 
confined to treatment of the following conditions in humans: narcolepsy, 
hyperkinetic disorders in children, mental retardation (minimal brain dys- 
function), epilepsy, parkinsonism and hypotensive states associated with anes- 
thesia. Their use in the treatment of animals is to be confined to the condition 
of depression of cardiac and respiratory centres. Full particulars of the use 
of these drugs in treatment, including name, address, age and sex of the 
patient, are to be furnished to the Minister of National Health and Welfare 
through the Bureau of Dangerous Drugs. If the treatment is to last more than 
thirty days practitioners are required to consult another practitioner for con- 
firmation of the diagnosis of the patient’s illness. The Minister may excep- 
tionally grant authorization for the use of these drugs for other purposes if 
he considers such use to be in the public interest or the interest of science. 
These restrictions on the medical use of amphetamines and certain amphet- 
amine-like drugs were developed by the government after consultation with 
advisory panels of medical experts. 


As in the case of narcotics and restricted drugs, provision exists to 
permit the possession of controlled drugs for purposes of identification or 
analysis.*+ 


Schedule F drugs. The drugs covered by Schedule F of the Food 
and Drug Regulations®? are required for medical purposes. They are subject 
to the same general conditions* concerning quality, safety and accurate label- 
ling as other drugs, and they may only be sold to a member of the public 
upon prescription. They may be sold without prescription to a drug manu- 
facturer, a practitioner, a wholesale druggist, a registered pharmacist, a certi- 
fied hospital, a federal or provincial government department, or any person 
authorized by the Director of the Health Protection Branch of the Depart- 
ment of National Health and Welfare. 


The Regulations do not require a licence or permit for the manufacture, 
distribution, importation or exportation of a Schedule F drug. The only per- 
sons, however, who are permitted to import such a drug are practitioners, 
drug manufacturers, wholesale druggists, registered pharmacists and residents 
of a foreign country while visitors in Canada. 


* All new drugs must comply with the Department’s requirements of safety and efficacy 
before being put on the market. 
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The Regulations do not require the same record-keeping and accounting 
for inventories as in the case of narcotics, restricted drugs and controlled drugs 
although to some extent manufacturers and importers must keep records of 
distribution to facilitate recall of drugs. There is, however, no reporting of 
inventories as in the case of narcotics, controlled drugs and restricted drugs. 
Pharmacists must retain written prescriptions for a period of at least two years, 
and where the prescription is oral, the pharmacist must immediately reduce 
it to writing and keep the written record for a period of at least two years. 
Pharmacists are not required, however, to make regular reports of their trans- 
actions to the Department, as in the case of narcotics and controlled drugs. 
A prescription for a Schedule F drug must not be refilled unless the practi- 
tioner so directs, and it must not be refilled more than the number of times 
prescribed by the practitioner. A written record must be made on the original 
prescription of the date of refill, the quantity of drug dispensed, and the name 
of the person who has refilled the prescription. 

The sale of Schedule F drugs to a member of the public without prescrip- 
tion is a punishable offence, but it does not carry as severe penalties as traf- 
ficking or possession for the purpose of trafficking in narcotics, controlled 
drugs or restricted drugs. It is punishable as follows: 


On summary conviction for a first offence by a fine not exceeding 
five hundred dollars or by imprisonment for a term not exceeding three 
months, or both, and for a subsequent offence by a fine not exceeding 
one thousand dollars or by imprisonment for a term not exceeding six 
months, or both; and 

On indictment, by a fine not exceeding five thousand dollars or by 
imprisonment for a term not exceeding three years, or both.** 


To “sell” is defined by the Food and Drugs Act as including “sell, offer 
for sale, expose for sale, have in possession for sale, and distribute’’.4 As in 
the case of controlled drugs in Schedule G of the Act, it is not an offence to 
be in unauthorized possession of Schedule F drugs for personal use. 


Apart from the difference in the severity of the maximum penalties for 
illegal distribution, the chief differences in the regulations governing Schedules 
F and G is that manufacturers and dealers of Schedule F drugs do not require 
to be licensed, and there is no monitoring of their inventories, and pharma- 
cists are not required to make regular reports of prescriptions to the Depart- 
ment. 

The Convention on Psychotropic Substances, 1971, calls for more strict 
controls in some respects and less strict in others than the controls which 
presently apply to drugs on Schedule F of the Food and Drug Regulations. 
All but one of the drugs in Schedule III of the Convention—glutethimide— 
are presently regulated in Canada as controlled drugs under Schedule G of 
the Food and Drugs Act. The regulations applicable to the controlled drugs 
fully meet the requirements of the Convention with respect to drugs on 
Schedule III, with the possible exception of the special requirements con- 
cerning export. Glutethimide and the drugs in Schedule IV of the Convention 
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which are presently in Schedule F of the Food and Drug Regulations are 
subject to stricter controls concerning record-keeping by manufacturers, im- 
porters and exporters than those which apply under Schedule F but to less 
strict controls concerning record-keeping by pharmacists. The Convention re- 
quires that records be kept by manufacturers, importers and exporters of drugs 
manufactured, imported and exported (although not, as in the case of drugs 
in Schedules II and III, of disposals as well as acquisitions), whereas no such 
records are presently required for these drugs by the Canadian regulations. 
On the other hand, the Canadian regulations require pharmacists to keep 
records of prescriptions for the drugs in Schedule IV of the Convention, where- 
as there is no such requirement under the Convention. In the case of drugs in 
Schedules III and IV, a party to the Convention is also required to make 
annual reports to the International Narcotics Control Board of the quantities 
of such drugs manufactured, imported and exported. 


Over-the-counter drugs. Over-the-counter drugs are those drugs used 
for medical purposes which are not on any schedule of the Food and Drugs 
Act. They are subject to the general regulations concerning manufacturing, 
packaging, labelling, advertising and sale, but they do not require prescription, 
and dealers in them do not have to be licensed. Nor is there any requirement 
of record-keeping and reporting. A special category of the over-the-counter 
drugs are the proprietary or patent medicines—those which are not found in 
any recognized pharmacopoeia or formulary, or upon the label of which is not 
printed in a conspicuous manner the true formula or list of medical ingredients 
contained in them (in other words, those with a secret formula). They are 
governed by the Proprietary or Patent Medicine Act.®° Basically, this Act is 
concerned with prohibiting the use of certain drugs in such medicines and 
requiring clear notice of the use of other drugs which are listed in the Schedule 
of the Act. Manufacturers of such secret formula medicines, and their agents, 
must obtain a certificate of registration from the Minister of National Health 
and Welfare. To obtain such a certificate they must furnish the Minister with 
certain information concerning the medicines which they propose to sell. 
Manufacturers must apply for annual licences to sell their medicines. It is for- 
bidden to manufacture or distribute a proprietary or patent medicine con- 
taining opium or its derivatives for internal use. It is also forbidden to manu- 
facture or distribute such a medicine if it contains cocaine or if it contains 
alcohol in excess of the amount required as a solvent or preservative, or which 
is not sufficiently medicated to make it unfit for use as a beverage. The quan- 
tity used of other drugs listed in the Schedule of the Act must not exceed that 
approved by an Advisory Board appointed by the Minister of National Health 
and Welfare. The Board also prescribes the maximum single and daily doses 
of any product containing a drug on the Schedule. The Act provides for the 
kind of information that must be shown on labels and the kinds of advertising 
or claims of efficacy that are forbidden. 


Prohibited drugs. The Food and Drugs Act*® prohibits the sale for any 
purpose of the drugs listed in Schedule F (formerly H) of the Act (as distinct 
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from Schedule F of the Regulations). At the present time the only drug listed 
in this schedule is thalidomide. (LSD was once in this schedule.) The manu- 
facture, importation and distribution of other drugs, such as heroin (and can- 
nabis, for all purposes other than research) are effectively prohibited by the 
administrative decision not to grant a licence or permit for such purpose. 


THE CRITERIA GOVERNING THE SCHEDULING OF DRUGS FOR 
CONTROL PURPOSES 


There has been no attempt to formulate and express clear criteria for 
the scheduling decisions which must be taken by the administrative authorities. 
Basically, however, such decisions would appear to be guided by consideration 
of a drug’s necessity or utility for medical purposes, its potential for producing 
harm, and its actual and potential “‘abuse” for non-medical purposes. The 
authorities tend to base their decisions on what they judge to be the actual 
extent of the problem presented by each drug rather than on the application 
of a set of general criteria. On the whole, the Canadian approach tends to 
be a pragmatic one, although as indicated above, there is a fairly comprehen- 
sive framework of controls into which drugs can be placed, according to the 
particular problems which they present. (In addition to the schedules of the 
Food and Drugs Act which have been referred to, there are other schedules 
which are not of importance for our purposes.) 


The kinds of issue confronting the authorities are reflected in the de- 
cision to place Preludin® on Schedule G of the Food and Drugs Act as a 
“controlled drug”, but to leave Ritalin® and certain other amphetamine-like 
compounds as prescription drugs subject to less strict controls on Schedule 
F of the Food and Drug Regulations. A further example is the growing 
problem presented: by the non-medical use of PCP (phencylidine), which, at 
the time of preparation of this report, was still on Schedule F of the Regula- 
tions, although the possible necessity of re-scheduling it was being given 
careful consideration by the Department.* 


ADMINISTRATION OF THE CANADIAN CONTROLS ON AVAILABILITY FOR 
MEDICAL AND SCIENTIFIC PURPOSES 


The Bureau of Dangerous Drugs of the Health Protection Branch of the 
Department of National Health and Welfare is responsible for administering 
the controls on the availability for medical or scientific purposes of narcotics, 
controlled drugs and restricted drugs. The Bureau is headed by a Director 
who reports to the Director General, Drugs Directorate of the Health Pro- 
tection Branch. 


Licensed dealers and pharmacists make regular reports to the Bureau 
with respect to their transactions in narcotics and controlled drugs. Licensed 


* PCP was transferred in June 1973 from Schedule F of the Food and Drug Regulations 
to the Schedule of the Narcotic Control Act. 
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dealers report monthly and pharmacists report every two months. Practition- 
ers and hospitals also report their administration of methadone. In addition, 
the records and inventory of all those who are required to keep records by the 
Narcotic Control Regulations and the Food and Drug Regulations are subject 
to unannounced inspection and audit. The Bureau of Dangerous Drugs has 
a force of about thirty-five inspectors for such purposes. (This is in addition 
to the large force of inspectors in the Department for other purposes under 
the Food and Drugs Act.) The policy is to inspect all outlets at least once a 
year, although it is difficult to meet this objective. There are about 200 
licensed dealers in narcotics, about 250 licensed dealers in controlled drugs 
and about 4700 pharmacies. An increasing amount of the time of inspectors 
is also taken up assisting the police in the investigation and preparation of 
cases of forged prescriptions, “double doctoring” and theft. 


Prescriptions are monitored in the Bureau by a special staff divided 
into working groups of four. The Bureau receives notice of over three million 
prescriptions a year. The monitoring system is not automated, and although 
the staff have developed considerable skill and judgment in detecting abuses, 
the system has serious limitations. When the “work sheets” compiled to show 
the prescription records of individual patients are filed away (or “passed 
along’’, in the words of the Bureau) they are for all practical purposes irre- 
trievable. Consideration is presently being given to the possible automation 
of the system. 


Surveillance of distributors of drugs on Schedule F of the Food and 
Drug Regulations, including pharmacies, to make sure that they are comply- 
ing with the Regulations is carried out by another branch of the Department 
of National Health and Welfare. For example, inspectors appear from time 
to time as members of the public to make sure that pharmacists are not selling 
Schedule F drugs without prescription. In cases of first offence there is 
usually a report to the provincial regulatory body. In cases of second offence 
there is a prosecution. 


OTHER LEGAL CONTROLS ON AVAILABILITY 


For the details of federal and provincial controls on the availability of 
alcohol and tobacco the reader is referred to Appendices B.6 and B.9. (There 
is omission, in Appendix B.6, of reference to the Canada Temperance Act, 
a federal statute which provides for prohibition of sale of alcohol in any 
municipality in which it is approved by referendum. For the constitutional 
basis of this statute see Appendix F.1 The Constitutional Framework.) 


Volatile solvents are subject to certain federal regulations requiring 
warning of danger, and in one case to provincial legislation prohibiting their 
distribution (and use) for purposes of intoxication (see Appendix B.8). 


There are miscellaneous provisions in provincial laws governing the 
availability of drugs for medical purposes. Provincial pharmacy acts, for 
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example, stipulate the drugs which may be distributed only by pharmacists. 
They also generally stipulate the drugs which may be sold only on prescrip- 
tion, although this raises a possible question of conflict with the federal legis- 
lation. In case of conflict between federal and provincial provisions on this 
point the federal provisions will prevail (see Appendix F.1 The Constitutional 
Framework). 


The regulation of advertising is discussed in Section XIV The Mass 
Media. 


LAW ENFORCEMENT AGAINST ILLICIT PRODUCTION 
AND TRAFFICKING 


INTERNATIONAL COOPERATION 


The parties to the international conventions are generally committed to 
cooperate with one another and with the international drug control agencies 
to suppress the illicit traffic in drugs. In particular, the conventions contain 
provisions designed to assure that drug offenders will be subject to extradi- 
tion. These provisions have been strengthened by the amendments to the 
Single Convention adopted in March 1972. There is increasing international 
cooperation between law enforcement and customs officials in the fight 
against trafficking. INTERPOL (The International Criminal Police Organi- 
zation) plays an important role in this police cooperation. It is an intelli- 
gence and communications centre engaged in the analysis and distribution 
of information which is sent to it by member police forces throughout the 
world. The United States Bureau of Narcotics and Dangerous Drugs main- 
tains many agents abroad who work with the authorities of other countries. 
There is particularly close cooperation between the law enforcement author- 
ities of Canada and the United States. 


In addition to law enforcement, the international control agencies have 
recognized the necessity to encourage economic and social development 
that will reduce the reliance on the illicit production of drugs in many under- 
developed areas of the world. This and other aspects of a more comprehen- 
sive approach to the international drug problem are reflected in the develop- 
ment of a Plan for Concerted Action, involving a great variety of research 
and developmental projects, and the establishment of a United Nations Fund 
for Drug Abuse Control to assist with the financing of these initiatives. 


ENFORCEMENT IN CANADA 


The R.C.M. Police.27 The R.C.M. Police have attempted in recent 
years to free themselves for concentration on trafficking by encouraging local 
police forces to assume a greater responsibility for other aspects of drug law 
enforcement. The primary responsibility for enforcing the law against simple 
possession, particularly in the “soft drug’ field, has been shifted to local 
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police forces. The latter do not have to rely, as they formerly did, on the 
R.C.M. Police for preparation and conduct of these cases. This development 
has made the resources of the R.C.M. Police more adequate for enforce- 
ment against trafficking. The number of personnel in the R.C.M. Police 
drug squad (in addition to the personnel in general enforcement) has 
increased in recent years as follows: 1969/70—106; 1970/71-—160; 
1971/72 — 196; 1972/73 — 311.38 Although the R.C.M. Police could always 
use more personnel in law enforcement against trafficking, there is no sugges- 
tion at the present time that the Force is seriously undermanned for this 
task. 


Customs. In Canada the Customs service does not perform an inde- 
pendent investigational function to the same extent as in the United States. 
The R.C.M. Police train customs officials in the drug area. They keep them 
up to date on known smuggling techniques and on suspected shipments of 
drugs coming into the country. Under the Customs Act officers have the 
power of personal search if they have reasonable and probable grounds for 
believing that an offence has been committed. There must be good advance 
intelligence to permit the customs officer to exercise this power with dis- 
crimination. It would not be practicable to subject all passengers to the 
inconvenience of personal search. 


Convictions and seizures involving narcotics. ‘The statistics with respect 
to convictions in recent years for trafficking offences and seizures involving 
drugs other than cannabis under the Narcotic Control Act reflect a fairly 
constant or stable level of law enforcement until 1972, when there is a very 
marked increase. This is a purely quantitative impression, since it is virtually 
impossible to determine the strategic impact on availability of particular 
convictions and seizures. There is also a considerable time interval between 
arrest and conviction. Judging from the number of convictions, there was 
an apparent decline in law enforcement effectiveness in 1971. The total 
number of convictions for the offences of trafficking and possession for the 
purpose of trafficking in drugs other than cannabis under the Narcotic Con- 
trol Act are as follows: 1970 — 204; 1971 —158, and 1972 — 322. 


In recent years seizures of heroin recorded by the R.C.M. Police (and 
these represent virtually the total amount of such seizures in the country) 
were as follows: fiscal year 1969/70 — 37.9 lbs.; 1970/71 — 58.4 Ibs.; 1971/ 
72 — 195.1 Ibs.3° Officers of the Force state that this increase in the amount 
of heroin seized is in part the result of closer cooperation between Canada, 
the United States and France. Such cooperation has also resulted in the 
arrest of more high-level heroin distributors than in the past. Some sense 
of the relative size of the total amount seized may be gathered from the 
R.C.M. Police estimate that the annual requirement of heroin for the number 
of heroin-dependent persons in the country is 76 kilos, or approximately 
167 lbs. At the same time, this quantity is very small in relation to the total 
amount available for supply of the North American market. 
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Surprisingly enough, there have been very few convictions in recent 
years for the unauthorized importing or exporting of narcotics. Most of the 
convictions for importing have involved cannabis. The number of convic- 
tions for importing or exporting narcotics (all of which, with only one 
exception, involved heroin) from 1969 to 1972 is as follows: 1969 — 4; 
1970 —2; 1971 —3; 1972 —2. In the same years the convictions for import- 
ing or exporting cannabis (marijuana and hashish) were as follows: 1969 — 
6; 1970-26; 1971-22; 1972 —33. 


Explanations given for the comparatively few convictions for the im- 
porting of narcotics are that the requirements of the illicit market do not 
necessitate very many importations, that importation is very difficult to 
detect, and that the police often prefer to permit the courier to pass through 
customs in an attempt to apprehend the principals involved in the local dis- 
tribution system. Such cases are sometimes dealt with on the basis of con- 
spiracy. 


Conspiracy to commit an indictable offence under the Narcotic Control 
Act ( or the Food and Drugs Act) is an indictable offence under the Criminal 
Code* and carries the same penalties as the offence under the Act. Conspiracy 
is the chief means of convicting leading members of a trafficking operation. It 
is virtually impossible to apprehend leading traffickers in the act of importa- 
tion or trafficking since they are usually careful to have no contact with the 
drug, but on a charge of conspiracy it is sufficient to prove participation in an 
unlawful agreement even if there was not participation in the actual offence of 
importing or trafficking. At this level of distribution conspiracy is generally a 
difficult case to make, often requiring a considerable expenditure of time 
and money. In other cases, it would appear to be a relatively easy way to 
proceed. A high proportion of the conspiracy cases in recent years have con- 
cerned cannabis, many of them relatively minor cases of trafficking. 


The usual procedure in conspiracy cases is for the prosecution to lay 
charges under the Narcotic Control Act (or the Food and Drugs Act) as well. 
If the Crown succeeds on the conspiracy charge it usually withdraws the other 
charges. If it fails on the conspiracy charge it may proceed on the other 
charges, although it does not ‘as a general rule do so. 


To break up a local distribution “syndicate” or organization by con- 
spiracy it is generally necessary to establish an unlawful agreement between 
the “top men” who direct it, the “back-end man’’, who takes possession of the 
drug supply when it is brought into the city, packages it in appropriate units 
and leaves it in places to be picked up by the middlemen, and the ‘front-end 
man”, who is informed of these places and makes the contact with the middle- 
men, exchanging information of location for the price of sale. Generally, the 
top men have no contact with the drug supply nor with middlemen, but 
sometimes they have to act as the front-end men, and in such cases they 
become more vulnerable to detection and apprehension. Every effort is 
made to preserve the anonymity of the back-end man and to keep him 
above suspicion. For this reason he is often a person with a respectable 
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position and without a criminal record. Often the back-end man will be 
kept out of contact with the front-end man. If the top men are careful to 
act only through agents in arranging for shipment of the drugs from the 
point of importation and in other contacts and not to act as front-end men, 
and the back-end man is kept out of contact with the front-end man or with 
middlemen, it is very difficult to establish a conspiracy that can break up the 
organization. 


The tables in Appendix E Conviction Statistics for Drug Offences indi- 
cate the relative severity with which the law has been applied in trafficking 
cases involving heroin. (See Tables E.16 to E.21 inclusive.) In 1970 out 
of a total of 180 convictions for trafficking and possession for the purpose 
of trafficking, 173 were disposed of by imprisonment, and in 1971 the 
proportion was 114 out of 121. In 1972 the proportion of convictions 
disposed of by imprisonment was essentially similar. The majority of the 
sentences—over 60 per cent—are for periods between one and six years. 


The range in sentencing for trafficking offences involving the opiate 
narcotics undoubtedly reflects the fact that a large proportion of the offenders 
are opiate-dependent persons on the lower levels of the distribution system. 
There is probably an understandable reluctance to apply the same severity 
to the opiate-dependent person who engages in a certain amount of traffick- 
ing to obtain the money to support his habit as seems appropriate for the 
non-addict trafficker who is motivated entirely by profit. 


A study of the background of 329 inmates of federal penitentiaries 
classified as “drug addicts” as of August 30, 1972, shows that a high propor- 
tion of them had been convicted of a trafficking offence. There had been a 
total of 348 convictions for trafficking offences among such drug-dependent 
offenders, and trafficking offences made up about 44% of the total number of 
convictions which they had received under the Narcotic Control Act.*1 There 
is every reason to believe that law enforcement against trafficking makes a 
particularly heavy impact against the drug-dependent trafficker. 


The actual severity of sentences in practice depends on the policy with 
respect to parole. The proportion of a sentence which must be served, as a 
general rule, before an offender can be eligible for parole is indicated in 
Appendix K Parole of Heroin Dependents in Canada. For the majority of 
the sentences, this period would range from about three months to two years. 
In the case of longer sentences, a “Study on Drug Traffickers” in federal 
penitentiaries indicated the following periods served before parole: 


On sentences between 15 and 20 years—one served between two 
and three years; one served between three and four years; two served 
between four and five years; and one served between five and six years; 


On sentences between 10 and 15 years—three served between two 
and three years; four served between three and four years; and five served 
between four and five years; 
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On sentences between six and ten years—three served between one 
and one and a half years; eighteen served between two and three years; 
and two served between three and four years; 

On sentences between five and six years—three served between six 
and nine months; one served between one and one and a half years; 
eleven served between one and a half and two years; six served between 
two and three years; and two served between three and four years.* 


Some public officials have called for a stricter policy with respect to 
the parole of drug traffickers. 


Restricted drugs. It is extremely difficult for the police to make an 
effective impact upon the illicit supply of the strong hallucinogens. The 
clandestine laboratories in which they are manufactured and the substances 
themselves are difficult to detect. LSD is odourless, colourless and tasteless, 
and because of these properties, and its great potency, it can be smuggled 
in a variety of inconspicuous guises. Most of it is sold, however, in tablet 
form. (See Appendix B Legal and Illegal Sources and Distribution of Drugs.) 
Important seizures of laboratories** and quantities of drugs are made from 
time to time, but the underground laboratories are able to keep up with 
demand. Moreover, there does not appear to be any effective way of pre- 
venting the underground laboratories from having access to the materials 
from which LSD is manufactured. 


The category of restricted drugs under the Food and Drugs Act was 
not created until August 1969. Since then, convictions for the offences of 
trafficking and possession for the purpose of trafficking in restricted drugs 
appear to have risen to a peak in 1971 and declined significantly in 1972, 
as indicated by the following figures: 1970 — 634; 1971 — 670; 1972 — 493. 
(See Appendix E, Tables E.48 to E.50 inclusive.) However, this represents 
a larger number of convictions for trafficking offences in these years than in 
the case of the opiate narcotics, cocaine, or the controlled drugs (amphet- 
amines and barbiturates), and it is exceeded only by the number of con- 
victions for trafficking offences involving cannabis. The comparative figures 
in the four categories are as follows: 


Drug Category 1970 1971 1972 
Narcotics 203 158 322 
Cannabis 802 1009 910 
Controlled Lie Las 294 
Restricted 634 670 493 


In 1971, almost 90 per cent of the convictions for trafficking offences 
in restricted drugs involved LSD, and the balance involved MDA. In 1972 
the proportion for LSD dropped to about 67 per cent and the proportion 
for MDA rose to over 30 per cent. In the case of LSD, about 55 per cent 
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of the persons convicted were under 21 years of age. In the case of MDA, 
the proportion under 21 years of age was 41 per cent. 


In 1972, about 29 per cent of the cases involving trafficking and posses- 
sion for the purpose of trafficking in LSD were disposed of by fine, probation 
or suspended sentence, and absolute or conditional discharge. About 88 per 
cent of the sentences to imprisonment were for periods under two years, and 
all but one of them were under five years. (See Tables E.62 and E.65.) 


Controlled drugs. It is impossible to estimate the extent of diversion of 
controlled drugs from legal sources to the illicit market. It is known, however, 
that virtually all of the supply for the intravenous use of ‘speed’ comes from 
illicit manufacture. ‘Speed’ can be quite easily and cheaply manufactured in 
clandestine laboratories which are difficult to discover. The law enforcement 
task of suppressing the illicit market in ‘speed’ is therefore a particularly diffi- 
cult one. It is also difficult to detect the apparently large quantities of amphet- 
amine and amphetamine-like drugs for oral consumption which are diverted 
to the illicit market. For details on these matters the reader is referred to 
Appendix B Legal and Illegal Sources and Distribution of Drugs. 


The convictions for trafficking and possession for the purpose of traf- 
ficking in amphetamines and amphetamine-like drugs have increased in recent 
years as follows: 1970 —77; 1971 —130; 1972 —277. (See Tables E.39 to 
E.41 inclusive.) The overwhelming majority of these cases have involved 
methamphetamine or ‘speed’, as follows: 1970 — 64; 1971 — 123; 1972 —248. 
There have been few convictions involving other amphetamines, and the total 
number has ‘actually declined, as follows: 1970 — 13; 1971 —5; 1972 —7. In 
1972 there were 22 convictions for trafficking offences involving Preludin® 
(phenmetrazine). 


Convictions for trafficking offences involving barbiturates in these years 
have been much fewer than in the case of the amphetamines, and have been 
declining, as indicated by the following figures: 1970-36; 1971-27; 
1972-17. 


Most of the convictions for trafficking offences involving methampheta- 
mine have occurred in Ontario, as indicated by the following percentages: 
1970 — 68.7%; 1971 —82.9%; 1972 — 82.2%. The other convictions were 
distributed fairly evenly across the country. These figures reinforce the impres- 
sion that ‘speed’ is primarily, although by no means exclusively, an Ontario 
problem. The concentration in Ontario of convictions involving ‘speed’ is pro- 
portionately greater than the concentration of heroin convictions in British 
Columbia. 


The relatively few convictions for trafficking offences involving other 
amphetamines (presumably for oral use) are distributed across the country 
without any particular concentration. 


The pattern of sentencing for trafficking offences involving controlled 
drugs (both amphetamines and barbiturates) is, as one would expect, less 
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severe than for trafficking offences involving heroin. (See Table E.44.) A 
higher proportion of the sentences to imprisonment for the controlled drugs 
are under two years. In 1972, 228 out of 257, or 80.9 per cent of the cases 
of imprisonment for trafficking offences involving controlled drugs were in this 
range, whereas only 55 out of 278, or 19.8 per cent of the cases of imprison- 
ment in trafficking offences involving heroin were in the same range. All sen- 
tences for controlled drugs were for periods under six years. 


CONCLUSIONS AND RECOMMENDATIONS 


RELATIVE EFFECTIVENESS OF LAW ENFORCEMENT AGAINST TRAFFICKING 


In Section V we commented on the difficulty faced by the law enforce- 
ment authorities in attempting to make an effective impact upon the illegal 
production and distribution of opiate narcotics, in particular heroin. The pros- 
pects, as we suggested there, are extremely discouraging. These difficulties are 
described in detail in Appendix B Legal and Illegal Sources and Distribution 
of Drugs. From time to time massive seizures and arrests may result in short- 
ages of supply but they are of brief duration. In the late 1950s and early 
1960s a series of conspiracy cases in North America broke up some leading 
trafficking organizations and led to street shortages, or “panics”, which signifi- 
cantly reduced the number of heroin users. But other leaders stepped in to 
take the place of those who were arrested, and supply was eventually restored. 
Trafficking practices became more specialized and sophisticated so as to re- 
duce the danger of detection. Law enforcement against trafficking became 
more difficult. 


It must be conceded, however, that it is impossible to estimate the rela- 
tive effectiveness of law enforcement against trafficking with any accuracy. If 
we look at the increase in the illicit use of opiate narcotics in recent years we 
might be led to conclude that it has been relatively ineffective. But we cannot 
tell what the extent of use might have been had there been no such enforce- 
ment. The total number of convictions and the volume of seizures may sug- 
gest something of the level or intensity of law enforcement, but by themselves 
they do not tell us much. Numbers are not so important as the strategic impact 
of convictions—that is, the relative importance in the distribution system of 
the individuals who are apprehended, convicted and sentenced to imprison- 
ment. In the face of overwhelming availability, the highest volume of seizure 
which police and customs officers could reasonably be expected to attain could 
at most cause temporary shortage and inconvenience to the distribution sys- 
tem.** —Temporary shortages now fall with less severe impact on the using 
population because of the availability of methadone. Yet a substantial seizure 
from time to time may at least temporarily prevent the spread of the drug into 
new areas. It may reasonably be assumed that every large seizure probably 
prevents or postpones the introduction of some individuals to the use of 
heroin. Vigorous police action also makes trafficking operations more risky 
and less efficient. 
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A truly significant impact on availability could only be made by serious 
efforts to dry up the supply of the raw material at source. International efforts 
directed to this end are moving slowly with only slight prospects of success. 
South East Asia remains a major source of illicit opium more than capable of 
replacing other sources, such as Turkey, which may be reduced or cut off as 
a result of international cooperation. United Nation’s efforts to remove the 
basis for illicit cultivation of opium in this and other parts of the world by 
economic and social measures will probably take another generation to pro- 
duce appreciable results. 


WHETHER CANADIAN LAW IS SUFFICIENTLY SEVERE 


Canadian law with respect to trafficking in the narcotics compares in 
relative severity with American law, federal and state,*> and is more severe 
than that of Great Britain,*® Australia*? and New Zealand,*® as well as that of 
several countries in Western Europe.*® 


The Canadian law with respect to trafficking in the narcotics reached 
its present state of severity by a series of changes over the years. The original 
law against opium in 1908°° prescribed a maximum penalty of three years’ 
imprisonment for illegal distribution. This was subsequently reduced, but 
later increased to seven years.*1 In 1954 the maximum sentence for trafficking 
offences was increased from seven to 14 years,°” and in 1961 to the present 
life imprisonment. 


The only ways in which the Canadian legislation could be made more 
severe would be the provision of a minimum mandatory sentence for traf- 
ficking and possession for the purpose of trafficking, or the provision of 
the death penalty. At one time in Canada all narcotic offences were punish- 
able by a minimum mandatory sentence,** but this provision was abandoned. 
Minimum mandatory sentences, while assuring a certain minimum of severity 
for serious offences, limit the judicial discretion required to deal appropriately 
with less serious offences. This has certainly been the case with the minimum 
mandatory sentence of seven years for importing or exporting, particularly 
insofar as cannabis is concerned. The Canadian Committee on Corrections 
recommended the repeal of all provisions for minimum mandatory sentences, 
except in the case of murder.** 


A question arises as to whether it would be appropriate to single out 
certain kinds of trafficking, such as distribution to minors, for a minimum 
mandatory sentence. American law has applied a special standard of severity 
to this crime. French law provides a special penalty for facilitating drug use 
by a minor. Formerly, there was some distinction in Canadian law with re- 
spect to distribution to minors. When there was the option to proceed by 
way of summary conviction or indictment in trafficking cases involving nar- 
cotics, the law was amended in 1921 to provide that it was mandatory to 
proceed by indictment in cases involving distribution to minors.*° In view of 
the scope of discretion that is left to the courts by a maximum penalty of 
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life imprisonment there would appear to be no need to single out distribu- 
tion to minors for special provision in the legislation. 


There are a few countries which provide the death penalty for traf- 
ficking in narcotics. During the debate on the Narcotic Control Act of 1961 
a member of the House of Commons urged that the death penalty be pro- 
vided in Canadian law, but the suggestion was rejected by the Government.*® 
It was argued that life imprisonment (together with the preventive detention 
to be provided by Part II of the Act) was a sufficiently severe penalty to 
convey the seriousness with which the law regarded the offence of trafficking. 
Particular concern was expressed about making the opiate-dependent person 
who trafficked to support his habit liable to the death penalty. (Since then 
Canada has moved in the direction of the abolition of capital punishment 
by reducing the cases of capital murder to those involving police officers and 
prison guards.) 


In our opinion the Canadian legislation with respect to trafficking in 
the opiate narcotics would appear to be sufficiently severe to give the law 
enforcement authorities all the legislative basis they require for effective ac- 
tion. Indeed, judged by the relative severity of the law in most other juris- 
dictions of the western world, it might even be considered to be too severe. 
It would appear to be inappropriate, however, in the present climate of 
justified concern about the increase of opiate use and dependence to con- 
sider any reduction in the maximum penalties. There are certainly offences 
that merit life imprisonment, and the courts should be left with this dis- 
cretion. 


An aspect of the severity of the Canadian law is the offence of posses- 
sion for the purpose of trafficking, with the burden of proof which it casts 
upon the accused. (See Appendix F.3.) There has been an increasing reliance 
upon this offence by the law enforcement authorities in recent years. The 
number of convictions for this offence, as a proportion of the total number 
of convictions for offences involving trafficking and possession for the pur- 
pose of trafficking, has increased from 1970 to 1972 as follows: heroin— 
from 19.4 per cent to 40.2 per cent; controlled drugs—from 52.7 per cent 
to 68.4 per cent; restricted drugs—from 44.3 per cent to 68.8 per cent. 
We reaffirm the recommendation in our Cannabis Report®” concerning the 
burden of proof on this offence—that when possession has been proved it 
should be sufficient for the accused to raise a reasonable doubt as to his 
intention to traffic. He should not be required to make proof which carries 
on a preponderance of evidence or a balance of probabilities. 


We see no reason to recommend any change in the maximum penalties 
for trafficking and possession for the purpose of trafficking in the controlled 
and the restricted drugs. The maximum penalty of ten years’ imprisonment 
upon indictment is sufficiently severe to mark the seriousness of this offence, 
and the option to proceed by summary conviction, where the maximum 
penalty is eighteen months, gives the authorities sufficient flexibility to deal 
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with less serious cases in an appropriate manner. The pattern of sentences 
indicates that the operating maximum is between four and six years. 


THE EFFECT OF PAROLE 


The effect of severe sentences against traffickers can be undermined by 
the grant of parole. We recommend that a stricter policy with respect to 
parole be adopted towards offenders convicted of serious trafficking offences. 


MINOR DISTRIBUTION BETWEEN USERS 


In the course of our inquiry the issue has been raised from time to time 
as to whether the transfer without value by one user to another of a small 
quantity of a prohibited drug should be punished as trafficking. In our Can- 
nabis Report we recommended that the giving without exchange of value 
by one user to another of a quantity of cannabis which could reasonably be 
consumed on a single occasion be excluded from the definition of trafficking. 
We do not believe that such an exclusion would be appropriate for trafficking 
in the narcotics, the controlled drugs or the restricted drugs. Facilitating the 
use of these drugs is a more serious act than the transfer of a small quantity 
of cannabis. 


CONTROLS ON THE AVAILABILITY OF DRUGS FOR MEDICAL PURPOSES 


Protection Against Loss or Theft 


A major objective of the control of availability is to prevent diversion 
from legitimate sources of supply to illicit purposes. The system of controls 
on the availability of drugs for medical and scientific purposes is designed 
to prevent this diversion as much as possible. As indicated above, there 
are fairly strict controls on the narcotics, the controlled drugs, and the re- 
stricted drugs. The controls appear to be adequate in conception; their 
effectiveness depends, of course, on the care with which they are applied. 


Despite the obligation of licensed dealers, pharmacists, practitioners, 
and hospitals to provide satisfactory protection against loss or theft, there 
is still a substantial amount of theft which feeds an illicit market. (See Ap- 
pendix B Legal and Illegal Sources and Distribution of Drugs.) The Cana- 
dian regulations do not, like the American, go into great detail concerning 
the kinds of protection or safeguard which must be adopted in the various 
situations of distribution or custody. With few exceptions it is left to de- 
partmental discretion as to what it is reasonable to demand in each case. 
As a general rule licensed dealers are required to have an alarm system. 
The regulations specifically require that pharmacists keep all narcotics except 
oral prescription narcotics in a locked receptacle, drawer or safe. Most phar- 
macists have a safe in which they keep methadone and other narcotics. 
Many have only a locked cabinet. Where existing safeguards prove inad- 
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equate the Bureau of Dangerous Drugs will insist on greater protection. The 
same security measures cannot be required of small hospitals as of large insti- 
tutions. In effect, the policy is a reasonably flexible one, which is adjusted 
in the light of actual experience. The Bureau is satisfied that it is doing what 
it reasonably can to assure adequate protection against loss or theft. We do 
not recommend any specific changes in the existing policy, but merely empha- 
size again the supreme importance of everyone in the distribution system 
taking all reasonable care to prevent diversion by loss or theft. We also urge 
the Bureau to be rigorous in its application and enforcement of the security 
requirements. In reconciling the convenience of licensed dealers, pharmacies 
and others in the distribution system with the public interest in security, the 
balance must be struck in favour of the public interest. Law enforcement 
efforts to suppress the illicit traffic can be nullified by failure of this security 
system. 


Controls on Schedule F Drugs 


An important issue is whether any or all of the prescription drugs on 
Schedule F of the Food and Drug Regulations should be subject to the same 
controls as the narcotics and controlled drugs. It will be recalled that the es- 
sential differences at the present time are that there is no check on the quan- 
tities of Schedule F drugs in the country for medical purposes and no regular 
reporting of prescriptions. Apart from conditions of quality, safety and sani- 
tary manufacture and storage, no particular approval is required for the manu- 
facture and distribution of Schedule F drugs, and there is no provision for 
record-keeping, reporting, inspection and audit which would permit the 
authorities to moniter inventories, sales or medical prescriptions. (Manufac- 
turers and importers of drugs on Schedule F are required to keep certain 
records of their disposal of drugs to facilitate drug recall, but they are not 
required to make reports.) 


As indicated elsewhere in this report (Appendix B Legal and Illegal 
Sources and Distribution of Drugs) there is evidence of considerable diver- 
sion of some of these drugs, such as the sedative-hypnotic methaqualone and, 
to a lesser extent, the hallucinogen phencyclidine (PCP) ,* to an illicit market. 
There are also indications in some areas of significant non-medical use of 
certain minor tranquilizers, such as diazepam (e.g., Valium®), but it would 
appear, given the limited data available, that at the present time these latter 
drugs are obtained primarily through prescription, with various patterns of 
subsequent distribution and use. Because of the growing non-medical use of 
sedative drugs it would be prudent to carefully monitor legitimate supplies and 
sales of sedative-hypnotics and minor tranquilizers. As well, with the recent 
tightening of administrative controls on amphetamine and phenmetrazine (as 
designated drugs in Schedule G), some increase in non-medical use (and 
pressure for diversion) of certain amphetamine-like drugs, such as methyl- 
phenidate (e.g., Ritalin®), in Schedule F may be expected. However, due 





* See footnotes concerning PCP and methaqualone on pages 80 and 102. 
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to the absence of appropriate record-keeping and reporting provisions in the 
Regulations, effective detection of possible diversion of Schedule F drugs and 
monitoring of medical prescription abuses is not presently feasible. 


Because of the significant potential for non-medical use of certain of the 
drugs in Schedule F, we recommend that they be brought (as a class of 
designated drugs) under administrative controls on availability similar to 
those which govern the controlled drugs. At a given moment it may not be 
considered desirable for a number of reasons—in particular, the more 
severe sanctions against trafficking—to transfer a drug from Schedule F of 
the Regulations to Schedule G of the Act, but it may be desirable to submit 
certain drugs which present a growing problem of non-medical drug use, or a 
significant potential for diversion to an illicit market, to stricter controls, in- 
cluding, in particular, those concerning record-keeping and returns, inspec- 
tion and audit, and protection against loss or theft. Moreover, as indicated 
above, if Canada becomes a party to the Convention on Psychotropic Sub- 
stances, 1971, it will be required to impose stricter controls on certain drugs 
in Schedules III and IV which are now on Schedule F of the Food and Drug 
Regulations. 


Limitations on Production and Uses for Medical Purposes 


There has been concern in recent years about overproduction of drugs 
for medical purposes, which is said to lead to pressure on physicians to 
increase their prescribing and also to diversion to an illicit market for purposes 
of non-medical use. The issue is whether an attempt should be made to im- 
pose limitations on the manufacture and importation of drugs for medical 
purposes. As we have indicated above, the production of narcotics is regu- 
lated by a system of annual estimates which nations are required to adhere 
to, and which must be approved by the International Narcotics Control Board. 
No such system of estimates is imposed by the Convention on Psychotropic 
Substances, 1971. : 


The United States does, however, provide a system of production quotas 
for drugs in Schedules I and II of the Controlled Substances Act. The Direc- 
tor of the United States Bureau of Narcotics and Dangerous Drugs fixes 
an annual quota for the production of a particular class of drug for legiti- 
mate purposes and distributes this quota among individual manufacturers. 
Under this system, overall production quotas and individual manufacturing 
quotas have been established for the amphetamines which have greatly re- 
duced the quantity manufactured. (See Appendix B Legal and Illegal Sources 
and Distribution of Drugs.) It is now proposed that the barbiturates be 
transferred to Schedule II so as to be subject to the quota system.*® 


Apart from the estimate system governing the narcotics, no considera- 
tion is being given by the Bureau of Dangerous Drugs in Canada to limiting 
the total quantities of drugs manufactured and imported for medical purposes. 
The medical purposes for which amphetamines may be used have recently 
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been restricted,* but there has been no attempt otherwise to limit the produc- 
tion or importation of these drugs. There are no limits placed on the pro- 
duction of barbiturates, minor tranquilizers and non-barbiturate hypnotics, 
all of which lend themselves to abuse for non-medical purposes and to di- 
version to an illicit market. 


While there was a decrease in the per capita consumption of licitly 
manufactured amphetamines of 56 per cent between 1966 and 1971, during 
this period nearly twice as much amphetamine was manufactured in Canada 
for medical use as was actually sold to hospitals and retailers. (See Appendix 
B Legal and Illegal Sources and Distribution of Drugs.) There appears to be- 
a heavy accumulation of reserve inventories in order, apparently, to be assured 
of being able to meet delivery requirements. These large inventories do, how- 
ever, increase the risk of diversion to an illicit market. While there was about 
a 25 per cent decrease in the estimated consumption of barbiturates 
between 1966 and 1972, there is still a very large estimated annual consump- 
tion amounting to almost one-half of a billion barbiturate pills or tablets. (See 
Appendix B Legal and Illegal Sources and Distribution of Drugs.) Although 
it is not possible to estimate the annual consumption of tranquilizers and non- 
barbiturate sedative-hypnotics, prescription surveys have suggested that there 
are almost twice as many prescriptions written for minor tranquilizers and 
almost two-thirds as many for non-barbiturate sedative-hypnotics as there are 
for barbiturates. (See Appendix B Legal and Illegal Sources and Distribution 
of Drugs.) 


We recommend that serious consideration be given to estimating the 
reasonable needs for medical purposes of drugs with a potential for non- 
medical use and to attempting to limit manufacture and import to these 
amounts. Such a system would at least encourage serious annual review of 
legitimate requirements and, hopefully, some movement towards limitation. 
There are, however, real dangers in placing unrealistic restrictions on avail- 
ability for medical purposes. In many cases it may merely lead to a shift to 
other drugs or to the encouragement of an illicit market. In the final analysis, 
the level of legitimate medical need is determined by medical judgment, 
and efforts must be concentrated on influencing the medical profession to 
follow sound practices in the use of drugs and to exercise restraint in pre- 
scribing. While it is highly desirable that we control, and if possible reduce, 
the amount of medically approved drug use for mood-modifying purposes, 
we must face the fact that people are going to continue to seek these drug 
effects to a considerable extent, and that they are going to find the necessary 
drugs in one place or another. In imposing excessive restrictions on the avail- 
ability of these drugs through physicians we may in some cases replace 
medical judgment, by the virtual absence of control in an illicit market. What 
this simply means is that in considering any proposed policy of severe restric- 
tion or prohibition of availability we must always consider the possible cost 
of a virtually uncontrollable illicit market. The more we consider the system 





* The medical uses of amphetamines have also been restricted in the United States. 
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of controls for limiting the use of psychotropic drugs to legitimate medical 
needs the more we see that it rests in the final analysis on the good sense 
and judgment of the medical profession. At the same time, overproduction 
leads to strong and irresistible pressures on the medical profession to make 
use of drugs. Thus there must be encouragement of restraint at both ends of 
the distribution system. A government-sponsored mechanism of consultation, 
involving representatives of the pharmaceutical industry and the medical pro- 
fession, to estimate reasonable requirements of drugs for medical purposes 
and to set up goals of restraint, would probably serve a useful purpose. The 
guidelines approach would probably be preferable to an attempt to set arbi- 


Controls on Prescribing Practices 


Reliance on the good judgment and self-restraint of physicians, accom- 
panied by more intensive efforts to educate the profession in the responsible ~ 
use of drugs,°® is also the only answer in the long run to the problem of con- 
trol of prescribing practices. Administrative controls of prescribing can detect 
manifest abuses, but they cannot monitor more subtle judgments involved 
in good medical practice as to what is a legitimate medical requirement 
and what is no longer justified on sound medical grounds. It would be neces- 
sary to have a doctor to look over every other doctor’s shoulder. We simply 
have to rely on the physician, and physicians have to be brought to a keener 
sense of the responsibility which such reliance involves. At the same time we 
could do more to improve our techniques for detecting the more obvious 
abuses of misprescribing and overprescribing, as well as cases of “prescription 
shopping” or “double doctoring”. At the present time our monitoring sys- 
tem is a very rudimentary one based on manual techniques. What is required 
is a fully automated central control system which would give the government 
the basis for monitoring overall consumption of prescription drugs, as well 
as individual prescribing and consumption patterns. The details of such a 
system, which is presently under study, we leave to others more expert in 
these matters than ourselves. In our Interim Report we suggested that every 
medical prescription be required to bear the physician’s licence number and 
the patient’s social insurance number. (In the case of a tourist requiring a 
prescription, the social insurance number might be replaced by his signa- 
ture, passport number or some other mark of identification.) Pharmacists 
should be obliged to make careful verification of the identity of the persons 
for whom they fill a prescription, much as a bank teller must do on presenta- 
tion of a cheque. 


Another issue with respect to prescription controls is the problem: posed 
by the prescription which is transmitted by telephone. Although this practice 
is valued by physicians for its convenience and the rapidity with which an 
urgent prescription can be filled, pharmacists express concern about it. They, 
point out that without a written prescription their record-keeping is greatly 
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complicated, and that telephone prescribing invites carelessness on the part 
of the physician. Since it would be unwise to remove all possibility of trans- 
mitting a prescription by telephone in cases of emergency, we recommend a 
regulation that would limit telephone prescriptions of designated drugs with 
a potential for non-medical use to a quantity that is sufficient for not more 
than 48 hours or that would oblige the physician to furnish the pharmacist 
with a written prescription within 48 hours of the telephone transmission. 


DRUG CLASSIFICATION FOR CONTROL PURPOSES 


A major concern in the control of availability is the appropriate classifi- 
cation or scheduling of specific drugs. In the preceding discussion we have 
referred to some drugs which obviously invite reconsideration at this time. 
The basic issues are whether a drug is to be made legally available at all, and 
if so, to what extent; whether, if it is to be available for medical purposes, 
there is to be a requirement of prescription; and the strictness of the other 
controls that are to be imposed on manufacture, safekeeping, distribution, 
record-keeping, reporting, inspection and audit. 


Decisions as to proper scheduling must be based on a continuous review 
of the circumstances relating to each drug. Over-the-counter drugs have to 
be kept under review to determine whether any of them should be made 
subject to the requirement of prescription. On this subject the Commission 
does not have anything to add to the recommendation in its Interim Report 
that systematic study be undertaken at regular intervals of all over-the-counter 
drugs and that those found to be especially hazardous be dispensed only by 
prescription. There has been controversy as to whether over-the-counter drugs 
should be available only in pharmacies because of the information which 
pharmacists can furnish on request. We do not think this touches the real 
issue, which is the extent to which they are to be available for self-medication 
without the intervention of medical judgment and advice. The requirement of 
prescription adds to the consumer’s inconvenience and expense so that it must 
not be imposed without good cause. The decision must be taken in each case 
on a very careful examination of all the pertinent facts. It would not be appro- 
priate for the Commission to make recommendations with respect to specific 
drugs. 


At the present time there does not appear to be a significant public health 
problem in Canada caused by the non-medical use of over-the-counter drugs 
for their psychotropic properties, although the therapeutic effectiveness of 
many such preparations (e.g., alleged sedatives and tranquilizers) has been 
seriously challenged. At the same time there are special grounds for concern 
about adverse effects of some of the over-the-counter drugs, as, for example, 
the high rate of accidental poisoning from A.S.A. (Aspirin®), particularly 
among children. The answer to such problems is not to subject A.S.A. to the 
requirement of prescription (as some have urged) since this would be imprac- 
tical, nor even to restrict its distribution to pharmacies, which would also 
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cause great inconvenience without any compensating benefits, but to assure, 
through information programs, that there is adequate public understanding of 
the dangers of accidental poisoning (as well, for example, as the danger of 
such other problems as gastric bleeding in the case of A.S.A.) and that ade- 
quate measures are taken through the use of safety standards, including im- 
proved packaging and other precautions, to reduce access by children to drugs 
of all kinds. 


The differences in the international and Canadian scheduling of drugs 
emphasize the fact that appropriate drug classification for control purposes 
depends on local conditions, and that there must be sufficient flexibility in 
international control instruments to permit the development of control regimes 
which are appropriate to the conditions in each country. Too much detail in 
international control instruments may require the imposition of certain domes- 
tic controls on a particular drug before they are appropriate. 


The goal of international drug control policy should not be so much to 
dictate the specific details of the domestic policy of individual states, but to 
prevent the domestic policy of one state from being undermined by the policy 
of another. In fact, this can only be accomplished by a relatively high degree 
of agreement and cooperation on certain common objectives. At the same 
time, international control policy should allow as much flexibility as is con- 
sistent with this necessary agreement and cooperation for the development of 
domestic policy along lines which seem best suited to each state. International 
policy has not always struck this balance as happily as it might. It has some- 
times developed a rather too detailed and rigid framework for national poli- 
cies, but recent developments reflect an increased awareness of the need for 
reasonable flexibility. National policies must be permitted some scope for evo- 
lution to meet changing conditions. International agreements are entered into 
infrequently and usually remain relatively unchanged for years. They are not 
as easy to amend or replace as legislation. Meanwhile, conditions and percep- 
tions change in each country, and there must be sufficient scope for response 
to these changes. 


Is A NEw LEGISLATIVE AND ADMINISTRATIVE CODIFICATION DESIRABLE ? 


In recent years there has been a movement towards replacing the legisla- 
tion that had developed in a rather piecemeal or ad hoc fashion in the drug 
control field by comprehensive statutes reflecting not merely a codification 
of the existing law but a new approach to drug classification for control pur- 
poses. A common feature of these legislative reforms has been the develop- 
ment of new drug schedules for the purpose of indicating the administrative 
controls and criminal law sanctions to be applied in each case. 


Examples of these comprehensive statutes are the federal Controlled 
Substances Act in the United States, which was enacted in October 1970, 
and the Misuse of Drugs Act 1971, of Great Britain. 
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The American statute contains five schedules which group drugs ac- 
cording to the following criteria for control purposes: Schedule I—the drug 
has a high potential for abuse, no currently accepted medical use, and there 
is a lack of accepted safety for use under medical supervision; Schedule II— 
the drug has a high potential for abuse, it has a currently accepted medical 
use, and its abuse may lead to severe psychological or physical dependence; 
Schedule Il]—the drug has a potential for abuse less than the drugs in 
Schedules I and II, the drug has a currently accepted medical use, and its 
abuse may lead to moderate or low physical dependence or high psychological 
dependence; Schedule I[V—the drug has a low potential for abuse by com- 
parison with the drugs in Schedule III, it has a currently accepted medical 
use, and its abuse may lead to limited physical or psychological dependence 
by comparison with the drugs in Schedule III; Schedule V—the drug has 
a low potential for abuse by comparison with the drugs in Schedule IV, 
it has a currently accepted medical use, and its abuse may lead to limited 
physical or psychological dependence by comparison with the drugs in 
Schedule IV. The essential criteria, then, are accepted medical use, potential 
for abuse, and risk of physical or psychological dependence, or other harm. 
These criteria lead to groupings of pharmacologically different substances, 
and they do not solve some of the problems of credibility arising from the 
apparent assimilation of quite different drugs. Schedule I contains various 
synthetic and semi-synthetic opiates, including heroin, but it also contains 
certain hallucinogenic amphetamine derivatives (such as MDA and STP), 
LSD, marijuana, mescaline, peyote, psilocybin, and THC. Thus, there is an 
even greater mixture of pharmacological categories in Schedule I than that 
which is complained of in Canadian legislation in the assimilation of cannabis 
to the opiate narcotics. Moreover, in the stated criteria for Schedule I 
drugs, there is no reference (as there is in the criteria for other schedules) 
to dependence-producing potential, although many of the drugs listed there 
have such potential. This omission could give a misleading impression. It 
undoubtedly arises from the fact that drugs with a serious dependence-pro- 
ducing potential, such as heroin, have been grouped with those which do not 
have one, such as the hallucinogens. Schedule II includes certain natural and 
synthetic opiate narcotics, such as opium, morphine, pethidine and methadone, 
as well as cocaine, amphetamine, methamphetamine and the amphetamine- 
like drugs, phenmetrazine (Preludin®) and methylphenidate (Ritalin®). 
Distinctions are made in the criminal sanctions applicable to drugs in Sched- 
ule I and II which are defined as “narcotic drugs” (opiates and cocaine) 
and the other drugs in these schedules, but trafficking offences involving 
marijuana are subject to the same maximum penalties as those involving 
the strong hallucinogens and the amphetamines. It is not our purpose here 
to criticize the American legislation but to emphasize the difficulty of devising 
any theoretical basis for drug control classification that does not involve some 
apparent incongruities or anomalies. The attempt to formulate fairly general 
criteria which are not always easy to apply, but for which there must be 
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findings, may also introduce considerable complication into drug control 
administration. 


In the British Misuse of Drugs Act 1971, there are three groupings 
of drugs for control purposes—Class A, Class B and Class C—with dif- 
ferences in the range of criminal law penalties applicable to each. No criteria 
are stated for the three classes, which is probably a shrewd acknowledgement 
that their selection is essentially pragmatic and cannot be easily summed 
up in any generalization. Class A contains THC, LSD, mescaline and certain 
other hallucinogens, as well as the major natural and synthetic opiate nar- 
cotics and cocaine. Class B contains cannabis and cannabis resin (marijuana 
and hashish), as well as amphetamine and certain amphetamine-like drugs, 
such as methylphenidate (Ritalin®) and phenmetrazine (Preludin®), and 
various forms of codeine. Class C includes the sedative hypnotic metha- 
qualone (e.g., Mandrax®) and certain antidepressant and stimulant drugs 
such as pipradrol (Meratran®). It should be noted that the Misuse of Drugs 
Act makes no reference to barbiturates, minor tranquilizers or non-bar- 
biturate sedatives other than methaqualone, although they require prescrip- 
tion. The maximum penalties are the same for Class A and Class B drugs 
in all cases except the offence of simple possession, where the maximum 
terms of imprisonment are seven and five years respectively, on indictment, 
and twelve and six months respectively, on summary conviction. The main 
differences in the range of penalties are with respect to Class C drugs. 


The Convention on Psychotropic Substances introduces a new set of 
schedules which contain different groupings than those in American, British 
and Canadian legislation. The criteria which determine inclusion in these 
schedules are not spelled out in the Convention, but, according to a report 
of the Expert Committee on Drug Dependence of the World Health Or- 
ganization, they are as follows: Schedule I (hallucinogens )—‘“Drugs 
recommended for control because their liability to abuse constitutes an es- 
pecially serious risk to public health and because they have very limited, 
if any, therapeutic usefulness”; Schedule II (amphetamine and amphetamine- 
like drugs)—“Drugs recommended for control because their liability to 
abuse constitutes a substantial risk to public health and because they have 
little to moderate therapeutic usefulness”; Schedule III (short-acting bar- 
biturates )—‘‘Drugs recommended for control because their liability to abuse 
constitutes a substantial risk to public health, although having moderate to 
great therapeutic usefulness”; Schedule IV (long-acting barbiturates, non- 
barbiturate sedative-hypnotics, minor tranquilizers and stimulant-anorectics) 
' — “Drugs recommended for control whose liability to abuse constitutes a 
smaller but still significant risk to public health, and having a therapeutic 
usefulness ranging from little to great.” 

The short-acting barbiturates in Schedule III are subject, as we have 
seen, to less strict controls than the amphetamines in Schedule II. In par- 
ticular, a stricter obligation of record-keeping is required of pharmacists in 
the case of the drugs in Schedule II than in the case of those in Schedule 
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III. The Canadian policy of placing the barbiturates under the same controls 
on availability as the amphetamines (subject to the further restrictions re- 
cently imposed on the medical use of the latter) appears to be more justi- 
fied, in view of the dependence-producing potential of the barbiturates and 
the dangers of death from overdose. But this difference in scheduling does 
not present a problem, since a party is free to adopt stricter control measures 
for any drug than those required by the Convention. The difference in this 
case does, however, serve to indicate that it would not be convenient for 
Canada to adopt the precise system of schedules of the Convention as a new 
classification for control purposes. On the other hand, if Canada becomes 
a party to the Convention there will have to be a number of changes in the 
present Canadian classifications for control purposes. In particular, a num- 
ber of drugs presently on Schedule F of the Food and Drug Regulations 
would have to be placed under a more strict control regime. 


In considering what new grouping of drugs might be desirable in order 
to give effect to essential distinctions for control purposes, it is necessary to 
have some conception of the essential distinctions which have to be made 
with respect to different classes of drugs. A distinction must be drawn be- 
tween administrative controls on availability and criminal prohibitions and 
sanctions. All drugs which are required for medical use but which are liable 
to be used for non-medical purposes, and have a dependence-producing po- 
tential or carry some other risk of serious harm, should probably be subject 
to the same administrative controls on availability, including licensing, pre- 
scription, record-keeping, reporting, safeguards against loss or theft, inspec- 
tion, and audit. Since these requirements involve additional work and expense 
for the administration as well as those engaged in manufacture and dis- 
tribution they should only be applied (apart from international require- 
ments) to drugs which clearly meet the above criteria. (The reporting require- 
ments for pharmacists are particularly onerous.) There should be another 
class of drugs for medical use to which the minimal prescription requirement 
of Schedule F of the Food and Drug Regulations would apply. These would 
be drugs which, because of some risk or another, should not be taken with- 
out medical approval, but which do not have a sufficient potential for harm 
or actual non-medical use to justify applying all the other administrative 
controls to them. 


Insofar as criminal law prohibitions and sanctions are concerned, dis- 
tinctions must be made between the various classes of drugs according to 
the relative seriousness of trafficking in them. While it may be reasonable 
to apply essentially the same administrative controls on availability for medical 
purposes to the opiate narcotics, cocaine, the amphetamines, the barbiturates 
and certain of the drugs presently on Schedule F of the Regulations, it would 
not be reasonable to apply the same maximum penalties to trafficking in any 
of these drugs—at least, not unless we are prepared, as they have done in 
some other countries, to reduce the maximum penalties for trafficking in 
the opiate narcotics to those which appear to be appropriate for other 
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controlled drugs. For reasons already indicated, this would not appear to 
be advisable. Thus there would have to be a distinction between classes of 
drugs with respect to maximum penalties for trafficking. Finally, it would 
not be appropriate to deal with unauthorized possession for personal use 
in the same way for all drugs for which essentially the same system of ad- 
ministrative controls on availability would be appropriate. Thus, there would 
have to be further distinctions between classes of drugs for such purposes. 
Our conclusions and recommendations concerning the application of the 
criminal law to unauthorized simple possession or use are contained in the 
next section. It is sufficient to note here that they cannot be inferred from 
the strictness of the administrative controls on availability which are con- 
sidered to be appropriate to each class of drugs. 


A legislative re-formulation of the control system to give adequate ex- 
pression to these essential distinctions might show little improvement, from the 
point of view of clarity or economy, on the present legislative arrangements. 
What would be required would be a new statute and set of regulations to 
replace the Narcotic Control Act and Parts III and IV of the Food and Drugs 
Act and their respective regulations. The drugs to be subject to control under 
the new act could be grouped together in schedules or sub-divisions of 
schedules according to the following criterion: drugs would be grouped to- 
gether if they were to be treated alike in respect of each of the following mat- 
ters—administrative controls on availability, prohibitions and penalties with 
respect to unauthorized distribution, and prohibitions and penalties with re- 
spect to unauthorized simple possession or use. We may consider one pos- 
sible re-classification to reflect these essential distinctions and to give effect 
to the requirements of the Convention on Psychotropic Substances, 1971. 


The opiate narcotics, with cocaine, constitute a group of drugs to which 
it is appropriate to apply the same standards with respect to controls on 
availability and criminal sanctions. Cocaine is pharmacologically different 
from the opiate narcotics, but this would not appear to justify placing it in 
another classification, since circumstances require the application of the same 
control measures to it. In this case, the grouping with the opiate narcotics 
does not, as it does in the case of cannabis, convey a seriously misleading 
impression as to its relative potential for harm. To mark its pharmacological 
difference, however, cocaine could be placed in a subdivision of this first 
category. Thus, with the necessary change to place cannabis in a more appro- 
priate classification, the drugs in the Schedule of the Narcotic Control Act 
could constitute the first group. 


A second group could consist of the hallucinogens covered by Schedule 
I of the Convention on Psychotropic Substances and Schedule H of the 
Food and Drugs Act. If Canada became a party to the Convention certain 
drugs would have to be transferred to this group from other schedules. In par- 
ticular, mescaline would have to be transferred from Schedule F of the Food 
and Drug Regulations. Psilocin and psilocybin, which are not listed in any of 
the Canadian schedules, would also have to be included in this group. DMHP 
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is presently covered as a cannabis derivative in the Schedule of the Narcotic 
Control Act. In effect, only four of the ten drugs in Schedule I of the Conven- 
tion are presently included in Schedule H of the Food and Drugs Act. The 
other six are either included in other schedules or are in no schedule at all. 


Included in these six drugs is THC, which is presently with other forms 
of cannabis in the Schedule of the Narcotic Control Act. An appropriate clas- 
sification would have to be determined for cannabis, in accordance with the 
legislative policy which the Government decides to adopt with respect to it. 
The conclusions and recommendations of the Commission concerning such 
legislative policy are contained in our Cannabis Report. Certainly, cannabis 
has closest affinity with the hallucinogens. On the assumption, however, that 
it is likely to be considered appropriate to apply somewhat different provisions 
to it than to the strong hallucinogens, at least with respect to criminal sanc- 
tions, it might be advisable to constitute two subdivisions in the second 
group: one for the strong hallucinogens, and one for cannabis, and any other 
hallucinogens with a relatively lower potential for harm. 


A third group could consist of the amphetamines and amphetamine-like 
drugs, the barbiturates, and the minor tranquilizers and sedative-hypnotics 
with an abuse potential which justifies the application of strict controls on 
availability. Once again, there could be subdivisions to permit distinctions 
which appear to be appropriate in respect of criminal sanctions. To conform 
to the requirements of the Convention on Psychotropic Substances certain 
drugs would have to be transferred to the third group from present classifi- 
cations. 


In the category of the amphetamines and amphetamine-like drugs, 
methylphenidate (Ritalin®) would have to be transferred from its present 
classification in Schedule F of the Food and Drug Regulations. This would 
appear to be a wise decision and a logical sequel to the transfer of phenmetra- 
zine (Preludin®) to the controlled drug category. Dexamphetamine (dextro- 
amphetamine), which is included in Schedule II of the Convention, is covered 
under Schedule G of the Food and Drugs Act. 


The short-acting barbiturates in Schedule III of the Convention are all 
regulated as controlled drugs. The only change required by this Schedule 
would be the transfer of glutethimide from Schedule F of the Regulations. 
This drug would be better included in a subdivision consisting of minor tran- 
quilizers and sedative-hypnotics. 


Three out of the eleven drugs in Schedule IV of the Convention—barbi- 
tal, phenobarbital and methylphenobarbital—are presently in the controlled 
drug category and would be better included in the subdivision for the barbi- 
turates. Seven of the drugs in Schedule ['V—amfepramone (diethylpropion), 
ethchlorvynol, ethinamate, meprobamate, methaqualone, methylprylon, and 
pipradol—would have to be transferred from their present classification as 
drugs in Schedule F of the Food and Drug Regulations.* They would be 





* Methaqualone was transferred in June 1973 from Schedule F of the Food and Drug 
Regulations to Schedule G of the Food and Drugs Act. 
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appropriate for inclusion in the sub-group consisting of the sedative-hypnotics, 
minor tranquilizers and the amphetamine-like drugs. The other drug in 
Schedule IV of the Convention—SPA—is not available in Canada and is 
accordingly not on any schedule in the Canadian legislation. The third group 
could include drugs which are not presently in Schedule IV, such as the 
minor tranquilizers Valium® and Librium®, but which are considered to be 
appropriate for the same controls as other drugs in this grouping. 


A fourth group could consist of drugs which require prescription, but 
which do not require the strict controls on availability applied to drugs in 
the first, second and third groups. Different criminal law prohibitions and 
sanctions for unauthorized distribution of drugs in the fourth group would 
also be appropriate. 


There would, of course, also have to continue to be a category of drugs 
corresponding to the present Schedule F of the Act, the sale of which is totally 
prohibited for all purposes. 


SHOULD CANADA BECOME A PARTY TO THE CONVENTION 
ON PSYCHOTROPIC SUBSTANCES? 


The foregoing discussion indicates some of the implications of Canada’s 
becoming a party to the Convention on Psychotropic Substances. The ques- 
tion that presents itself is should Canada become a party, and if so, on what 
conditions. The Convention permits states to become a party with reserva- 
tions, but the matters for which a reservation may be made without the agree- 
ment of other parties are limited. On becoming a party a state may make 
reservations without such agreement with respect to the following matters: 
the kinds of action which may be taken by the International Narcotics Con- 
trol Board in a case of failure to comply with the provisions of the Conven- 
tion; the provisions respecting territorial application of the Convention; the 
provisions respecting settlement of disputes; and the status of wild plants con- 
taining psychotropic substances in Schedule I which are traditionally used by 
“certain small, clearly determined groups in magical or religious rites”. 


A party may make reservations with respect to other provisions of the 
Convention provided they are not objected to within twelve months by one- 
third or more of the parties. A party that does object to a reservation need not 
assume towards the reserving party any obligation under the Convention 
which is affected by the reservation. 


The right to make reservations at the time of becoming a member offers 
some flexibility; so also do the terms of the Convention in many places. 
But with all the flexibility available, the Convention would still require im- 
portant changes in Canada’s system of controls on availability of drugs for 
medical and scientific purposes. In particular, it would substantially increase 
the obligation to monitor and report on inventories. There would have to be 
annual reporting to the International Narcotics Control Board not only on the 
controlled drugs and the restricted drugs for which there are presently records 
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but also on a number of drugs on Schedule F of the Food and Drug Regula- 
tions for which there are presently no such records. There would be a great 
increase in the amount of record-keeping and reporting required. 


The obligation with respect to penal provisions would not require any 
changes in Canadian law. For example, the Convention does not require the 
simple possession or use of the drugs in Schedules II, III and IV to be made 
a punishable offence. The provisions respecting the strong hallucinogens, in- 
cluding THC, in Schedule I of the Convention would restrict Canada’s policy 
options in the future, since they appear to require, as indicated in the next 
section, that use, or at least simple possession, be made a punishable offence. 


On the whole, the present Canadian control system is substantially in 
accordance with the essentials of the system provided by the Convention. 
Canadian policy has very largely anticipated the international requirements 
and in many cases goes beyond it. While changes would be required in the 
Canadian system to bring it into full conformity with the provisions of the 
Convention, they would be along logical lines of development for Canadian 
policy. Indeed, as we have indicated, the provisions of the Convention do 
not go as far as we think they should, particularly in not bringing the minor 
transquilizers under a stricter control regime. But as we have pointed out, the 
Convention does not prevent a party from imposing stricter controls on par- 
ticular drugs. 


There are always some inconveniences, additional burdens and losses of 
flexibility in international commitments, but these are counterbalanced in this 
case by the importance of international standards and cooperation in drug 
control policy. As we said earlier, the drug control policies of particular states 
can be seriously impeded by the lack of sufficient international cooperation 
with respect to control of availability. Sweden, for example, has felt that its 
attempt to control the non-medical use of stimulants has been seriously under- 
mined by lack of cooperation from other nations, and this concern was one of 
the prime reasons for its support of the Convention on Psychotropic Sub- 
stances. Despite some of the inconveniences involved, we believe that Canada 
should continue to support these efforts to assure that domestic drug control 
policies are not undermined by lack of sufficient international cooperation. 
For these reasons we recommend that Canada become a party to the Con- 
vention on Psychotropic Substances, with such reservations (or amend- 
ments) on particular matters as are considered to be necessary and con- 
sistent with the other policy recommendations in this report. 


It must be remembered, that apart from the right to make reservations at 
the time of becoming a party, a state always has the right to propose amend- 
ments or to withdraw from the Convention, should that be considered neces- 
sary because of changes in policy. As in the case of the Single Convention, 
the Convention on Psychotropic Substances, 1971, provides that a party may 
withdraw as of January Ist in any year upon giving six months clear prior 
notice. The possibility of such recourse, if absolutely necessary, may assist 
a party to obtain desired amendments to the Convention. 
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NOTES 


. The Single Convention on Narcotic Drugs, 1961, was developed by the Com- 


mission on Narcotic Drugs pursuant to a direction from the Economic and 
Social Council in 1958. It was adopted and opened for signature in March 
1961 at a United Nations plenipotentiary conference in which seventy-three 
states participated. Its general purpose was to replace the existing multi- 
national treaties in the field by a single system which would limit narcotic 
drugs to medical and scientific use. It came into force on December 13, 1964. 


. The Convention on Psychotropic Substances, 1971, was approved as a basis 


for international agreement at a plenipotentiary conference at which more 
than seventy states were represented in Vienna in February 1971. Canada 
participated in the preparation of the Convention but, along with many other 
states, reserved her decision as to whether to become a party to it. States may 
become parties to the Convention by signing it, by ratifying it after signing it 
subject to ratification, or by acceding to it. The Convention was open for 
signature until January 1, 1972 and thereafter a state may become a party 
by accession. 


. These amendments, designed to strengthen the provisions of the Single Con- 


vention in several respects, including the functions of the International Nar- 
cotics Control Board, were adopted at a plenipotentiary conference attended 
by the representatives of 97 states in Geneva in March 1972. The amendments 
come into force after forty states have ratified or acceded to the Protocol 
embodying them. 

WHO Expert Committee on Dependency Producing Drugs, Sixteenth Report, 
Wld. Hith. Org. techn. Rep. Ser., 1969, no. 407, p. 6. 

Article 36. 

Article 2, paragraph 4. 

Article 2, paragraph 5. 

Article 7. 

Article 5, paragraph 2. 

R.S.C. 1970, c. N-1. 


. Narcotic Control Regulations, 4 to 22. 

_Ibid., 23 to 37. 

_Ibid., 38 to 41. 

_Ibid., 42 to 44. 

. Ibid., 37 and 41. The Bureau of Dangerous Drugs issues “restricted lists’? of 


practitioners and pharmacists to whom certain drugs must not be sold or 
otherwise made available. 


Tbid., 47, as amended by P.C. 1972-1795, 24 August 1972, SOR/72-337, 
28 August 1972 

Ibid., 3. 

Ibid., 3(3). 

Ibid., 51. 

Narcotic Control Act, s. 5. 
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Ibid., s. 4. 

Ibid., s. 6. 

Criminal Code, s. 646. 
R.S.C. 1970, c. F-27. 


Food and Drug Regulations, J.01.033, as amended by P.C. 1972-1794, 
24 August 1972, SOR/72-336, 28 August 1972. 


Food and Drug Regulations, Part J. 
Section 42. 

Food and Drug Regulations, Part G. 
Food and Drugs Act, s. 34. 


Amendments to Food and Drug Regulations, Part G, by Order in Council 
P.C. 1972-3049, December 19, 1972, SOR/73-17, December 21, 1972. 


Food and Drug Regulations, G.06.001, as amended by P.C. 1972-1794, 
24 August 1972, SOR/72-336, 28 August 1972. 


Food and Drug Regulations, C.01.041 and following. 
Food and Drugs Act, s. 26. 


Ibid., s. 2. 

R.S.C. 1970, c. P-25. 

Section 15. 

In addition to enforcement of certain federal statutes the R.C.M. Police act 


in several provinces as provincial police. 

G. L. Tomalty (Inspector, Officer in Charge, Drug Enforcement Branch, 
R.C.M. Police), Personal communication to the Commission, December 6, 
1972. 

G. L. Tomalty, Personal communication to the Commission, December 15, 
1972. 

Section 423. 

D. Craigen (Director, Medical Services, Canadian Penitentiary Service), Per- 
sonal communication to the Commission, August 30, 1972. 

Canada, Department of the Solicitor General of Canada, Statistical Informa- 
tion Centre, Study on Drug Traffickers, May 1972. 

For example, there was a seizure in Vancouver in 1972 of a clandestine 
laboratory capable of producing very large quantities of MDA. 


. It should be observed, however, that American law enforcement authorities 


claim to have created a marked shortage of heroin on the east coast of the 
United States in 1972. This was reflected in an increase in price and a de- 
crease in the purity of street heroin. See Federal Strategy for Drug Abuse and 
Drug Traffic Prevention 1973 (Report by the Strategy Council on Drug 
Abuse to the President), p. 112. There is also reference to this shortage in 
Appendix B Legal and Illegal Sources and Distribution. 

This is true of the maximum penalty of life imprisonment. There are certain 
aspects of American federal and state law that are more severe than the Cana- 
dian, in particular, the imposition of minimum mandatory sentences in certain 
cases, and especially severe provisions in the federal law with respect to dis- 
tribution to minors and traffickers engaged in continuing criminal enterprise. 
Under the Misuse of Drugs Act 1971, trafficking offences involving the opiate 
narcotics are punishable, on summary conviction, by a maximum of 12 
months’ imprisonment or a fine of £400, or both, and on indictment, by 
a maximum of 14 years’ imprisonment, or a fine, or both. 
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Trafficking is punishable in Australia by imprisonment for a maximum of 
10 years. 


Trafficking is punishable in New Zealand by imprisonment for a maximum of 
14 years. 


In France trafficking in the opiate narcotics is punishable by imprisonment 
from two to ten years, and in the case of production, manufacture, importa- 
tion or exportation, by imprisonment from 10 to 20 years. In West Germany 
trafficking in the opiate narcotics is punishable by imprisonment from one to 
ten years. In Denmark, Sweden and Norway the maximum penalty for traf- 
ficking is six years. In Finland it has been increased to ten years, and it has 
been proposed to adopt the same increase in Norway. In Belgium trafficking 
offences are punishable by imprisonment from three months to two years. 
In the Netherlands the maximum penalty for wilful commission of trafficking 
offences is four years’ imprisonment. In Italy trafficking offences are punish- 
able by imprisonment from three to eight years. In Switzerland serious cases 
of trafficking are punishable by imprisonment for a term not exceeding 
five years. 

1908 Stat. Can., c. 50. 

1911 Stat. Can., c. 17, and 1921 Stat. Can., c. 42. 

1953-54 Stat. Can., c. 38. 

1923 Stat. Can., c. 22. 


Report of the Canadian Committee on Corrections: Toward Unity: Criminal 
Justice and Corrections (Ottawa: Queen’s Printer, 1969), p. 210. 


1921 Stat. Can., c. 42. 
Debates, House of Commons, Canada, 1961, pp. 6214, 6216 and 6218. 
Cannabis Report, p. 302. 


Barbiturate Abuse in the United States. Report of the Sub-Committee to 
Investigate Juvenile Delinquency by Senator Birch Bayh, Chairman, to the 
Committee of the Judiciary, United States Senate, December 1972. U.S. Gov- 
ernment Printing Office, Washington, 1972; A Study of Current Abuse and 
Abuse Potential of the Sedative-Hypnotic Derivatives of Barbiturate Acid 
with Control Recommendations, Department of Justice, Bureau of Narcotics 
and Dangerous Drugs, November 16, 1972. 


This process might be assisted by the formulation of prescribing guidelines in 
certain areas by the medical profession. For example, there might be guide- 
lines with respect to the prescribing of the barbiturates and certain other 
sedative-hypnotics, which are the drugs most commonly responsible for sui- 
cide and accidental poisoning deaths in North America (see Appendices A.7 
and A.8). Such self-poisoning generally involves impulsive behaviour and the 
immediate availability of toxic drugs, typically in the house from a previous 
medical prescription. Consequently, it has frequently been recommended that 
limits be placed on the maximum quantity of drugs with significant lethal 
potential which can be obtained on a single prescription. Suggestions have 
included, for example, a limit of two weeks’ normal medical doses at a time, 
or some quantity below that generally considered lethal. It has also been sug- 
gested that physicians be actively encouraged to prescribe the less toxic seda- 
tives (e.g., the benzodiazepine minor tranquilizers) in place of the physically 
more dangerous drugs in those applications where it would be in keeping with 
therapeutic needs. 

World Health Organization, WHO Expert Committee on Dependence: Seven- 
teenth Report (WHO Technical Report Series, no. 437), 1970, pp. 13-18. 
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Control of the User 


THE REQUIREMENTS OF THE INTERNATIONAL CONVENTIONS 


Reference has been made in the previous section to the provisions of the 
Single Convention on Narcotic -Drugs, 1961, and the Convention on Psycho- 
tropic Substances, 1971, with respect to the control of availability. It is 
necessary here to direct attention to the provisions which contemplate control 
of the user. 


It will be recalled that the Single Convention requires the parties to 
take such legislative and administrative measures as may be necessary “to 
limit exclusively to medical and scientific purposes the production, manu- 
facture, export, import, distribution of, trade in, use and possession of 
drugs”. Article 36, which provides for penal provisions, does not explicitly 
require that use as such be made a punishable offence.’ It refers to “posses- 
sion”, and it could be argued that it is possession in the context of distribution. 
This is a reasonable inference from the fact that all the other acts specified 
by Article 36 are acts of production or distribution, and such a construc- 
tion is reinforced by the use of the word détention for possession in the 
French version of the article. Some have taken the position that Article 
36 does not contemplate simple possession for use. The prevailing view 
in the international community, however, appears to be that the Convention 
requires parties to make simple possession a punishable offence. It is to be 
noted that Article 36 requires not only certain specified acts to be made 
punishable offences, but also “any other action which in the opinion of 
such Party may be contrary to the provisions of this Convention”. Thus the 
parties are given considerable scope to determine the range of penal offences 
which they think is necessary to achieve the objectives of the Convention. 
As far as we are able to ascertain, most parties to the Convention have made 
simple possession or use a penal offence. Thus, by their own legislative 
behaviour, states have tended to give this construction to their obligations 
under Article 36, although on the basis of technical interpretation a good 
case could be made for limiting the meaning of possession to possession 
for the purpose of trafficking. 
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Article 22 of the Convention on Psychotropic Substances, 1971, does 
not, aS we have seen, indicate the specific kinds of conduct which must be 
made punishable offences, as does Article 36 of the Single Convention. In- 
stead, it refers generally to any action contrary to such laws and regulations 
as the parties see fit to adopt in fulfilment of their obligations under the 
Convention. This would appear to offer more flexibility as to the choice of 
conduct which must be made a punishable offence. There is, however, with 
respect to Schedule I drugs (hallucinogens, including THC but not mari- 
juana or hashish) an explicit obligation to prohibit all use except for scien- 
tific and very limited medial purposes by authorized persons in approved 
institutions.2 This would appear necessarily to involve making non-medical 
use, or at least simple possession for purposes of such use, a punishable 
offence. This is not the case with the drugs in Schedule II (amphetamines and 
certain drugs with similar action), Schedule III (short-acting barbiturates 
and drugs with similar action), and Schedule IV (various other sedative- 
hypnotics, minor tranquilizers and stimulants). A party is required to limit 
“by such measures as it considers appropriate”, the manufacture, distribu- 
tion and “use and possession” of these drugs to medical and scientific 
purposes.® Such drugs are to be made available only upon prescription, but 
there does not appear to be an obligation to make use or simple possession 
of such drugs for unauthorized purposes a punishable offence. 


There has been increasing concern in the international community to dis- 
tinguish between trafficking and use, and to encourage the application of 
non-penal measures to the user. This shift in emphasis is reflected in the 
following provision in Article 22 of the Convention on Psychotropic Sub- 
stances, 1971: 


. when abusers of psychotropic substances have committed such of- 
fences, the Parties may provide, either as an alternative to conviction or 
punishment or in addition to punishment, that such abusers undergo measures 
of treatment, education, after-care, rehabilitation and social reintegration.... 


This provision, which could be applied to persons convicted of traffick- 
ing offences as well as those convicted of simple possession or use, reflects 
the thinking that it may be more appropriate to apply non-penal measures 
to the drug-dependent person, regardless of his offence. Its purpose is to 
give states more flexibility in social policy with respect to the user. It is 
to be noted, however, that this alternative necessarily involves some degree 
of compulsion or coercion of the user. 


The Single Convention has not contained this provision until recently, 
although the lack of it has not prevented the development of compulsory 
treatment as an alternative to imprisonment in several states. Formerly, 
the only reference to treatment in the Single Convention was Article 38, 
which reads: 


1. The Parties shall give special attention to the provision of facilities for 
the medical treatment, care and rehabilitation of drug addicts. 
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2. If a Party has a serious problem of drug addiction and its economic 
resources permit, it is desirable that it establish adequate facilities for 
the effective treatment of drug addicts. . 


The amendments to the Single Convention adopted in March 1972 incorpo- 
rate the above provision of the Convention on Psychotropic Substances, 1971, 
concerning alternatives to punishment. Article 38 of the Single Convention, 
as amended, applies the language of Article 20 of the Convention on Psycho- 
tropic Substances, 1971 to narcotic drugs as follows: 


1. The Parties shall give special attention to and take all practicable 
measures for the prevention of abuse of narcotic drugs and for the early 
identification, treatment, education, after-care, rehabilitation and social 
reintegration of the persons involved and shall co-ordinate their efforts 
to these ends. 


2. The Parties shall as far as possible promote the training of personnel 
in the treatment, after-care, rehabilitation and social reintegration of 
abusers of narcotic drugs. 

3. The Parties shall take all practicable measures to assist persons whose 
work so requires to gain an understanding of the problems of abuse of 
drugs and of its prevention, and shall also promote such understanding 
among the general public if there is a risk that abuse of drugs will become 
widespread. 


CANADIAN LAW AND LAW ENFORCEMENT WITH RESPECT 
TO CONTROL OF THE USER 


THE PROHIBITIONS 


Under Canadian federal law, the unauthorized possession for purposes 
other than trafficking of the drugs covered by the Narcotic Control Act and 
Part IV of the Food and Drugs Act is a criminal offence. These include the 
opiate narcotics, cocaine, cannabis, and the strong hallucinogens. The simple 
possession without authorization of the controlled drugs (amphetamines and 
barbiturates) in Schedule G of Part III of the Food and Drugs Act and of the 
prescription drugs (various sedatives, tranquilizers, stimulants, analgesics, 
and other substances) covered by Schedule F of the Food and Drug Regula- 
tions is not an offence. 


Under the Narcotic Control Regulations “prescription shopping” or 
“double doctoring” is made an offence in the following terms: 


A person in whose favour a prescription or a narcotic has been issued 
shall not seek or receive another prescription or a narcotic from a different 
practitioner without disclosing to that practitioner particulars of every 
prescription or narcotic that he has obtained within the previous thirty days.‘ 


There is no such offence for controlled drugs (amphetamines or bar- 
biturates) under Part III of the Food and Drugs Act, nor for drugs covered 
by Schedule F of the Food and Drug Regulations. 
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PENALTIES 


The offence of simple possession is punishable under the Narcotic Con- 
trol Act as follows: 


Upon indictment, by a maximum of seven years’ imprisonment; and 


Upon summary conviction, on first offence, by imprisonment for 
a term not exceeding six months or a fine not exceeding $1,000 or both, 
and on a subsequent offence, by imprisonment for a term not exceeding 
one year or by a fine not exceeding $2,000 or both.® 


On indictment, the court may also impose a fine in any amount which 
it judges appropriate, in addition to imprisonment, but it may not impose a 
fine in lieu of imprisonment, where, as in this case, the offence is punishable 
by imprisonment for more than five years.® 


The simple possession without authorization of the restricted drugs 
(LSD, etc.) in Schedule H of Part IV of the Food and Drugs Act is punish- 
able as follows: 


Upon summary conviction, for a first offence, by a fine not ex- 
ceeding $1,000 or by imprisonment for a term not exceeding six 
months, or by both, and for a subsequent offence, by a fine not ex- 
ceeding $2,000 or by imprisonment for a term not exceeding one year, 
or both; and 


Upon conviction on indictment, by a fine not exceeding $5,000 
or by imprisonment for a term not exceeding three years, or by both.” 


Reference is made to Appendix F.3 for further details on the law re- 
specting the offence of simple possession under the Narcotic Control Act 
and Part IV of the Food and Drugs Act. 


For the policy governing the decision as to whether to proceed by 
indictment or summary conviction see Appendix F.7 Prosecution in Drug 
Cases. 


CONVICTIONS 


The number of convictions for the offence of simple possession of 
drugs other than cannabis under the Narcotic Control Act and of the re- 
stricted drugs under Part IV of the Food and Drugs Act reflect in some 
measure the level, or relative intensity, of law enforcement against the user. 


The opiate narcotics. The vast majority of the convictions for simple 
possession of drugs other than cannabis under the Narcotic Control Act 
have, of course, involved heroin. Up to the end of 1970 the convictions 
for simple possession of heroin remained at a fairly stable level of about 
200 per annum, as indicated by the following figures: 1968 — 202; 1969 — 
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192; 1970 — 201. The number of convictions showed a marked rise in 1971, 
and again in 1972, as indicated by the following figures: 1971 — 378; 1972 — 
630. 


The figure for 1972 is under four per cent of the estimated total of at 
least 15,000"heroin-dependent persons in the country, and possibly under 
one per cent of the total number of heroin users. (See Appendix C Extent — 
and Patterns of Drug Use.) 


The number of convictions for simple possession of drugs other than 
heroin (and cannabis) under the Narcotic Control Act has been relatively 
small, although it has been steadily increasing, as indicated by the following 
figures: 1970 — 57; 1971 — 73; 1972 — 106. Of these drugs, methadone and 
cocaine have accounted for the highest proportion of convictions. 


The number of convictions for “prescription shopping” or “double 
doctoring” under Section 3(3) of the Narcotic Control Regulations has been 
as follows: 1970 — 12; 1971 — 46; 1972 — 38. (See Appendix E Conviction 
Statistics for Drug Offences, Tables E.1 to E.3 inclusive.) Methadone has 
been the drug most heavily involved. 


In view of the conviction figures some general observations are in order 
concerning the impact of the criminal law system upon the total population 
of heroin-dependent persons. The policy of law enforcement against the heroin 
addict has traditionally been one of containment. There has been a selective 
policy of harrassment and arrest. Police have not wanted to drive the phe- 
nomenon underground or to disperse it too much. They have sought to keep 
it concentrated, visible and contained. Law enforcement against the user of 
opiate narcotics takes the form of careful surveillance of well-established 
meeting places, where distribution takes place, and observation of the subse- 
quent movements of the user with a view to apprehending him in the act of 
possession. The chief concern of the police is to avoid an ill-timed encounter 
with the user that will enable him to swallow or otherwise dispose of the 
substance before it can be seized. The police usually attempt to apprehend 
the user when he has prepared the substance for use, and is about to use 
it. Thus the whole approach to apprehension of the user is one which is 
conditioned by the need to take hold of the substance before it is placed 
beyond reach. This accounts for the kind of surveillance that is practised, 
the need to be able to break into premises without warning, and the resort 
to force to recover the substance when the person in possession attempts 
to swallow or otherwise dispose of it. The police do not enforce the law 
against simple possession as intensively as they could, but do so on a selective 
basis. They are more concerned to know where the user is, and to keep him 
under surveillance, than to seize every opportunity to arrest him. 


The strategy of containment requires a certain toleration of established 
and localized patterns of dealing in order to be able to keep the using popula- 
tion under observation. In recent years this strategy of containment has 
been undermined by the spread of opiate narcotic use beyond the traditional 
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areas of concentration. This has arisen in part because of the increase of 
such use among younger multi-drug users. The police no longer have the 
same sense of having the phenomenon under close observation and effective 
containment. As one officer in Vancouver put it to a member of the Com- 
mission’s research staff: 


Three or four years ago, the heroin scene was totally under control. 
We knew every addict and we kept them confined to Main and Hastings 
(known as the corner). If we saw a new face we could really jump the 
guy and keep him under pressure and maybe convince him to remain 
“unwired”. We had a list of new addicts which we kept at the station. 
There were 325 addicts on the street, 400 addicts in jail, 400 chipping, and 
400 ex-addicts. We were able to keep the number of addicts down.® 


It is possible that little more than ten per cent of the opiate-dependent 
population is under the control of the criminal justice and correctional system 
at any one time. In the fall of 1972 our investigations suggested that there 
were not more than about 1,550 known opiate dependents in the correc- 
tional system in this country. There appeared to be about 450 on proba- 
tion (of whom just over 70 per cent were in British Columbia) and about 
100 on parole (of whom over 90 per cent resided in British Columbia). 
The number of known ‘addicts’ believed to be in federal penitentiaries was 
about 330, and the number in provincial correctional institutions to be 
about 670. Some of those in correctional institutions were probably dependent 
on drugs other than the opiate narcotics.® 


There may, of course, be many other opiate-dependent persons within 
the correctional system who are not known as such to the authorities. Except 
for cases involving an offence under the Narcotic Control Act, in which a 
presumption of heroin use is raised at the point of contact with the criminal 
law system, knowledge of drug use among persons convicted of criminal 
offences is generally obtained from admission by the offender. What may 
be said is that the criminal law and correctional system is apparently not 
aware of exercising control over much more than ten per cent of the 
addict population. It may be safely asserted that at any one time the vast 
majority of addicts are on the street. 


The maximum penalties in Canada for the simple possession of the 
opiate narcotics fall within the general range of severity of the penalties in the 
United States!° and Great Britain’! and are, generally speaking, more severe 
than those in Western Europe,’* Australia!? and New Zealand." 


About forty per cent of the convictions for the simple possession of 
heroin are disposed of by fine, suspended sentence, probation, and absolute 
or conditional discharge. (See Table E.15.) Of the remaining 60 per cent 
of the cases, in which there is a sentence to imprisonment, about 90 per 
cent of the sentences are for a period under two years, and more than half 
of the others are for a period under three years. 
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A high proportion of persons convicted of the simple possession of 
opiate narcotics have a previous criminal record. The background of heroin 
addicts in federal penitentiaries shows an average of over eight convictions 
per person.15 Previous offences of persons convicted of simple possession 
include breaking and entering, theft, false pretense, forgery, counterfeiting, 
possession of stolen property, vagrancy and prostitution. In most cases the 
previous record consists of drug offences and crimes against property, but 
there are also many cases of crimes of violence, mainly assault. Over one- 
third of the addict population in federal penitentiaries appears to have 
committed one or more crimes of violence. About fifty per cent of the per- 
sons imprisoned for the simple possession of heroin have a record of 
previous drug offences. 


The restricted drugs. The total numbers of convictions for simple 
possession of “restricted drugs” (the strong hallucinogens) in recent years are 
as follows: 1970 — 1,009; 1971 -— 1,253; 1972 — 1,216. The highest propor- 
tion of these convictions has been for LSD: 1970 — 956; 1971 — 1,065; 
1972 — 830. The next most important drug, in terms of total number of 
convictions for simple possession, has been MDA, as follows: 1970 — 58; 
1971 — 251; 1972 -— 379. (See Tables E.66 to E.68 inclusive.) Thus, the 
convictions for LSD have shown a relative decline, while those for MDA 
have shown a steady increase. The latter have grown from slightly under 
six per cent of the number of convictions for simple possession of restricted 
drugs in 1970 to 31 per cent in 1972. 


The proportion of the convictions for the simple possession of LSD 
which have been disposed of by imprisonment has dropped from about 23 
per cent in 1970 to about 12 per cent in 1972. (See Tables E.57 to E.59 
inclusive.) The remainder are disposed of by fine, suspended sentence, pro- 
bation, and absolute or conditional discharge. Over 44 per cent of the con- 
victions and about 50 per cent of the sentences of imprisonment for the 
simple possession of LSD involve persons under twenty-one years of age. 
(See Table E.59.) The majority of sentences to imprisonment are for periods 
under six months and all are under two years. Essentially the same observa- 
tions apply to convictions for the simple possession of MDA, although the 
proportion of those under twenty-one years of age is somewhat lower. (See 
Table E.71.) 


OTHER LEGISLATION WITH RESPECT TO THE USER 


There are various other federal and provincial legislative provisions pro- 
hibiting drug-related conduct. For applicable provisions of the Criminal Code 
of Canada and the role of the Juvenile Delinquents Act the reader is re- 
ferred to Appendices F.4 and F.5, respectively. Reference is made later in 
this section to the federal Tobacco Restraint Act which prohibits the posses- 
sion, and use in public, of tobacco by persons under the age of 16. 
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From time to time the provinces have enacted penal provisions relating 
to non-medical drug use. Provincial legislative jurisdiction for this purpose 
is discussed in Appendix F.1 The Constitutional Framework. There are 
several such provisions in provincial liquor legislation, including the offence 
of public drunkenness and the prohibition of purchase or consumption of 
liquor by minors. Another example is the provision in the Public Health Act 
of Alberta prohibiting the use of a volatile solvent for purposes of in- 
toxication.1® 


THE ISSUES WITH RESPECT TO CONTROL OF THE USER 


The issues with respect to legal control of the user are whether there is 
to be an offence of simple possession or use for a particular category of non- 
medical drug use, what the maximum penalties for such an offence are to be, 
and whether any control or coercion is to be exercised with respect to the 
user for other purposes such as quarantine, treatment or indoctrination. In 
Section V we considered the use of law with respect to the non-medical 
use of drugs as a matter of general principle, the general effectiveness of the 
criminal law in controlling availability and use, and the costs of using 
the criminal law in this field. In this section we wish to look more closely 
at the issues with respect to control of the user in certain categories of 
drug use. 


Despite the limitations and drawbacks of the criminal justice system 
in the field of non-medical drug use the majority advocate some control 
over the drug offender, particularly the user of heroin. The avowed purpose 
of such control is not merely to prevent the offender from continuing to 
violate the drug laws and to commit drug-related crime but also to reduce his 
contact with prospective users. It is felt that users spread drug use by en- 
couraging or facilitating the use of others. In this sense it is argued that they 
are “contagious” or “infectious”. A further reason for seeking control is to 
direct the user into treatment. It is said that the user often lacks motivation 
for treatment and needs to be encouraged to seek it. 


Others dispute the assumptions underlying the case for control. They 
do not deny that control may reduce the offender’s drug use, although they 
point out that drugs circulate in most institutions in which there is confine- 
ment. They also observe that while the offender’s ability to influence the 
drug use of persons outside the institution may be severely reduced or virtually 
eliminated, he remains in contact with many prospective drug users within 
the institution. In any event, however, they dispute the contagion thesis. 
While they do not deny that drug users may facilitate the initial use of others, 
they contend that other factors must intervene as the more direct cause 
of harmful drug use. Finally, they take issue with the assumption that persons 
can be properly motivated for treatment by coercion. They contend that 
the person who is compelled to submit to treatment lacks the motivation 
which is essential for the successful treatment of drug dependence. 
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It is not essential to control that the offender be subjected to im- 
prisonment or some other form of confinement. Control can be exercised 
over the offender in the community through a surveillance in the form of 
probation or parole. A system of control must, however, be backed up by 
an effective sanction for violation of the conditions of probation or parole, 
and the only effective sanction is deprivation of liberty in the form of im- 
prisonment or some other confinement. Thus if we choose a system of 
control we must be prepared to use confinement whatever name we give it, 
and we must have the facilities and the will to make the threat of confinement 
real and credible. Otherwise the system will lack an effective sanction, and 
offenders will evade the control with impunity. If we seek to avoid the 
drawbacks of confinement as much as possible we must rely on individuals 
preferring a conditional and supervised liberty in the community to confine- 
ment and on a high proportion of them being able to comply with the condi- 
tions of such liberty in a sufficient degree to warrant leaving them in the 
community. 


The feasibility and apparent success of such a system depend very 
much on the criteria of sufficient compliance and the severity or indulgence 
with which they are enforced. If one wishes to avoid a high rate of failure 
and the necessity of the repeated confinement of a large proportion of 
offenders one will adjust the criteria of compliance and their application to 
the realities of the situation. In the case of drug dependence, strict criteria 
strictly enforced will call for extensive use of confinement. 


There have been varying systems of control and varying rates of suc- 
cess with them. In speaking of success we must keep clearly in mind the 
distinction between the various objectives of control: deterrence, isolation 
or quarantine, and treatment and rehabilitation. Deterrence is the principal 
object of punishment. Punishment is meant to persuade others that it does 
not pay to engage in the prohibited behaviour, and it is also meant to teach 
a similar lesson to the offender. Criminologists speak of general deterrence, 
which is the deterrence of others, and special deterrence, which is the de- 
terrence of the offender. Short of capital punishment, deprivation of liberty is 
the most severe punishment we can impose. Deprivation of liberty not only 
serves the function of punishment but it protects others from being exposed 
to the offender. This is the function which we refer to as isolation or quaran- 
tine. It is often referred to as incapacitation. In the case of drug use, as we 
have said, it is advocated quite literally as a measure of quarantine on the 
ground that certain drug users are contagious or infectious. Deprivation 
of liberty is also seen as a means of submitting the offender to treatment 
with a view to rehabilitating him as a law-abiding citizen. In the case 
of the drug offender the emphasis is on curing his drug dependence or 
managing it in such a way that he is able to function reasonably effectively 
in a law-abiding way. 


We have commented on the relative effectiveness of the criminal law 
as a deterrent in the field of non-medical drug use. For all of the reasons 
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mentioned in that discussion advocates of control will often concede that the 
criminal law is likely to be less effective as a deterrent against the drug 
user than against many other kinds of offender, but they will state that 
they are more concerned with isolation or quarantine. At the same time, 
if there is not a sufficient risk of apprehension and imprisonment to make 
the law an effective deterrent, then it can hardly be an effective measure of 
isolation and quarantine. To be an effective measure of quarantine the law 
must be able to assure the removal of a high proportion of offenders from 
contact with prospective users. It may be argued that the reason the law 
would appear to be a relatively ineffective deterrent in the case of drug use 
is not so much the small proportion liable to be detected as the very strong 
attraction of the prohibited behaviour, particularly in the case of dependence; 
and that while the threat of deprivation of liberty may be a relatively weak 
deterrent, the actual deprivation of liberty may be an effective measure of 
isolation or quarantine. Total numbers are nevertheless important where 
quarantine is concerned. If any substantial numbers escape the quarantine 
the spread of the disease will continue more or less unchecked. If the epidemic 
theory holds true then it is logically necessary to isolate a high proportion 
of the infected population if we want to check the spread of the disease and 
not merely to slow its rate of spread. Actually, there has not been a serious, 
thorough-going attempt in Western societies to check drug use by a system 
of quarantine. It is a policy which is still being advocated and debated. 

Apart from the contagion theory, however, control is seen as an essen- 
tial measure to take drug-dependent persons “off the street’? and to reduce 
their drug-related crime, which in some large American urban centres has 
reached very serious proportions. Indeed, many consider this the most serious 
consequence of heroin dependence: the amount of property crime that heroin- 
dependent persons are obliged to commit to support their habit,!’ and the 
amount of fear and general insecurity which is generated by their drug- 
related criminal activity, including an increasing amount of violence. In the 
measure that control reduces this crime it is deemed to serve a sufficient 
function to justify its use. 

There are various models of control. There is regular imprisonment and 
special treatment programs in an institutional setting such as those conducted 
in the American federal hospitals at Lexington and Fort Worth and at the 
Matsqui Institution in Canada (see Appendix I Treatment of Opiate De- 
pendents in Federal Penitentiaries in Canada). There is the model offered 
by Part II of the Narcotic Control Act (which has never been put into force) 
of sentence to custody for treatment for an indeterminate period in a penal 
institution. (For discussion of these provisions see Appendix F.1 The Consti- 
tutional Framework and Appendix J Probation for Heroin Dependents in 
Canada.) Other models of institutional control are to be found in the civil 
commitment programs which exist at the federal and state levels in the 
United States. One of the most important of these—the California Civil Addict 
Program—is described in detail in Appendix L. 
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There are various provisions for compulsory treatment in other coun- 
tries. An interesting model is that provided by the French law of December 
31, 1970.18 This law, which makes the illicit use of narcotic drugs an offence, 
provides further that persons who could be charged with the offence may be 
ordered by the law enforcement authorities to submit to detoxification and to 
medical surveillance for a period judged to be necessary. These treatment 
measures are carried out under the jurisdiction of the public health au- 
thorities who are to work in close cooperation with the law enforcement 
officials. In the case of a first offender the authorities will not proceed with 
prosecution against a person who complies with the prescribed medical treat- 
ment for its full duration. In the case of subsequent offences it is in the 
discretion of the authorities whether to proceed. Compulsory treatment may 
also be ordered after conviction of illicit drug use, as an alternative to other 
penalties. Finally, the French law provides for voluntary submission to de- 
toxification and medical surveillance under conditions which will permit the 
patient to maintain his anonymity. This provision is designed to encourage 
drug users to submit to voluntary treatment rather than to wait for an 
order from the law enforcement authorities. Compulsory treatment may also 
be ordered when a drug user is reported to the public health authorities by a 
doctor or social worker. 


The basic model for civil commitment in Canada is the provision under 
provincial mental health statutes for the compulsory confinement of persons 
suffering from mental disorder. There is legislation providing for such com- 
mitment in every province. The ground for commitment in most cases is 
that the person suffers from mental disorder to such a degree that hospitali- 
zation is required for his own protection or welfare or the protection of 
others, or, as it is expressed in some provinces, in the interests of his own 
safety or that of others. Commitment is usually upon a doctor’s certificate, 
although there is also provision in most provincial legislation for commitment 
by court order. Commitment may be renewed for successive periods by 
doctor’s certificate. There is generally provision for independent review of 
the justification for commitment. In most provinces a person with drug- 
related problems must fall within the general definition of mental disorder 
to be eligible for commitment. In some cases the definition expressly includes 
dependence or addiction.1® Apart from the question of dependence, certain 
kinds of drug use may produce or be accompanied by a mental condition 
included in the definition of mental disorder. 


In 1971 there was a total of 18,573 admissions to psychiatric facilities 
in Canada with a diagnosis of alcoholic psychosis or alcoholism, of which 
2,909 involved involuntary commitment.?° There were 2,179 admissions 
with a diagnosis of drug dependence (excluding alcohol) of which 420 in- 
volved involuntary commitment. The order of relative importance (along with 
the number of admissions) in the drug dependence categories was as follows: 
1. amphetamine and related stimulants (383); 2. natural and synthetic opiate 
narcotics (239) ; 3. hallucinogens [excluding cannabis] (204) ; 4. barbiturates 
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(126); 5. other sedative-hypnotics and tranquilizers (84); 6. cannabis (28); 
and 7. cocaine (4). There was a large number of admissions classified as 
“other” (300) or for which the drugs involved were unspecified (811). 
(These data are discussed in more detail in Appendix A The Drugs and 
Their Effects.) 


In some cases provincial legislation expressly provides for the com- 
pulsory treatment of alcoholism for periods ranging from ninety days to 
one year.”! In a few cases there is special legislation for the commitment of 
opiate-dependent persons, although it does not appear to have been used.?? 


Other models of control are parole (see Appendix K Parole of Heroin 
Dependents in Canada), probation (see Appendix J Probation for Heroin 
Dependents in Canada), and conditional discharge (see Appendix F.8 Sen- 
tencing). These all involve supervision in the community rather than insti- 
tutionalization. 


There has been growing resort in the United States to court referral or 
“diversion” from the criminal justice system to treatment. A typical diversion 
program is the Court Referral Project of the Addiction Services Agency in the 
City of New York.”* This project has developed partly out of the unwillingness 
of persons involved in the criminal justice system to resort to the com- 
mitment program of the Narcotic Addiction Control Commission. It has 
been estimated that only seven per cent of the addict population which is 
not incarcerated nor participating in other treatment programs is presently 
on civil commitment status in New York State. There are several reasons for 
this reluctance: the over-crowding of court facilities; and the negative 
attitude towards the civil commitment program of opiate dependents, legal 
aid lawyers (who represent more than 90 per cent of the defendants), 
and lawyers in the district attorneys’ offices. A defendant, who may have 
only been charged with a misdemeanour, may request a jury trial on the 
issue of addiction, and the district attorney’s office is often unwilling or un- 
able to devote the necessary resources for such trials because of a backlog 
of felony charges and more serious cases. In such cases non-addiction is 
conceded and the defendant is sentenced to a correctional institution. 


A common pre-trial disposition of misdemeanour cases involving opiate- 
dependent persons in New York City has been to adjourn the case and refer 
the opiate dependant to a private agency for treatment. The court discharges 
the defendant if he is still successful in the program after a year or so (dur- 
ing which time progress reports will have been received) or will have him 
returned to stand trial for the criminal charge if he is unsuccessful or ab- 
sconds from the program. 


The New York Court Project was established to formalize this diver- 
sion of opiate-dependent persons out of the criminal justice system into 
treatment. About two-thirds of the referrals are post-trial, where the convicted 
defendant goes into a treatment program on probation. If he is successful in 
the program (by the program’s standards) he is not sent to jail. One-third 
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of the referrals occur before trial, and the charges are dropped against the 
defendant if he is successful. 


The Project staff interviews the addict and tries to determine the treat- 
ment modality that will be most appropriate for him, thus eliminating the 
haphazard choice of a treatment program and hopefully increasing the 
chance of success. Between one-quarter and one-third of those interviewed 
are judged to be unready or ineligible for treatment and returned to the 
court. On very rare occasions (when an individual requests it, for example) 
an addict is referred to the commitment program of the Narcotic Addiction 
Control Commission. 


The Project claims a rate of retention in treatment of between 65 and 
70 per cent. As the quarterly report of the Project for the period April 1st 
to July 1st, 1972 notes, “It is absolutely necessary, for the success of such 
a venture, to obtain the cooperation of the Prosecutor and Defense Counsel, 
the Department of Correction, Department of Probation, the Court and, 
finally, the treatment programs.” Opiate-dependent persons come to the at- 
tention of the Project primarily through two channels: direct referrals from 
defense counsel, judges, department of probation and defendants themselves; 
and, secondly, screening of pre-trial detainees going through detoxification 
in correctional institutions. The majority of the cases for referral are se- 
lected through the second of these processes. There are approximately 
40,000 persons detoxified each year in the prison system in New York. It 
is estimated that about one-quarter of these are eligible for diversion into 
treatment programs. 


The Court Referral Project began to place individuals in treatment in 
January 1972. No defendant is placed in a treatment program he does not 
wish to enter. Project staff visit the prisons to interview those prisoners who 
are awaiting trial and have indicated a wish to enter treatment. At the end 
of the first quarter of operation approximately 130 persons had been recom- 
mended for release from prison and placement in treatment programs. Of 
that number 45 had been rejected by the District Attorney or the court. 
Of the remaining 85 who were placed in treatment, approximately 60, or 70 
per cent, were still participating at the end of this period and had “not gotten 
into further trouble”. The court, the District Attorney and defense counsel 
are notified by the Project when a person leaves a treatment program. It is 
contemplated that a person will remain in treatment from six months to a 
year before final action is taken regarding the disposition of his criminal 
case. 


A difficulty encountered by the Project has been the limited availability 
of treatment for the number of opiate-dependent persons in New York. 
There has been a particular difficulty in obtaining places in methadone pro- 
grams.* By the end of the second quarter over 1,100 persons had been inter- 
viewed and approximately 300 referred to treatment. These are described 





* Since the report on which this statement is based there has been a significant increase 
in the availability of places in treatment. 
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in the quarterly report of the Project as “young, hard-core addicts, who 
have been involved with the law on numerous occasions”. Over 70 per cent 
of them claim to have been supporting their drug habit by crime. Approxi- 
mately 50 per cent have been referred to drug-free programs, 40 per cent to 
methadone maintenance programs and the remainder to various other 
treatment programs, including in some cases the use of narcotic antagonists. 
At the end of the second quarter of operations, approximately 70 per cent 
of those released into treatment were still participating in the program. 


Another model of control is the new approach adopted in recent years 
by several of the provinces towards the treatment of public drunkenness.”4 
Where a police officer finds a person who appears to be intoxicated in a 
public place, he may, instead of charging him with the offence of public 
drunkenness, take him into custody for detoxification treatment. The police 
officer is given a statutory immunity from liability if he acts in good faith. 
The law may also provide immunity from liability to any physician or any 
hospital for the examination or treatment of the individual who is brought 
to a detoxification centre by a police officer. Generally, the law stipulates 
a maximum period, ranging from twenty-four to seventy-two hours, for 
which the individual may be detained. The law may provide for a longer 
period of detention upon application to a judge or magistrate for a confirm- 
ing order. 


Most of the provincial mental health acts which provide for civil 
commitment of persons suffering from mental disorder contain a similar 
provision giving power to police officers to take into custody and detain for 
medical examination any person whom they observe to be apparently 
suffering from mental disorder and acting in a disorderly or dangerous 
manner. This power exists for cases where it is not practicable to attempt to 
obtain the order of a judge or magistrate upon information under oath. A 
person apprehended and detained for examination in this manner may be 
committed upon the examining physician’s certificate. 


There has been considerable experience with deprivation of liberty as 
a means of facilitating treatment and rehabilitation, but on the whole the 
results have not been very encouraging. The experience with treatment in 
prison-like settings of confinement has definitely been unsatisfactory. This 
is borne out by the Canadian and American experience with treatment in 
penal institutions.2° What they show is a very high rate of relapse and 
recidivism. It should be noted, however, that these treatment programs 
were committed to a goal of abstinence or cure. They were not experiments 
with the use of methadone maintenance as a means of managing opiate de- 
pendence. There is no reason to believe that their rate of failure with a 
drug-free goal is likely to be much higher than that of other abstinence pro- 
grams. They do tend to emphasize two things, however: bringing addicts 
together in a long period of confinement tends to reinforce them in their 
commitment to drugs and a drug-using criminal subculture, and secondly, 
there must be long-term aftercare and follow-up to help the addict re- 
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structure his life, if there is to be any hope of success. According to Isbell 
the chief limitations of the American programs in the federal hospitals at 
Lexington and Fort Worth were a lack of control over voluntary patients,* 
a high proportion of whom left the program prematurely, and a lack of 
follow-up in the community.26 The American civil commitment programs, 
particularly the California and federal programs, were designed to meet 
these requirements of control and follow-up. Their results have not been 
dramatically better than those in regular penal institutions, but again, at least 
until fairly recently, they have not permitted methadone maintenance. (See 
Appendix L Civil Commitment in California.) 


In Matsqui Institution (see Appendix I Treatment of Opiate Dependents 
in Federal Penitentiaries in Canada), a hospital-like complex established 
as a result of the recommendations of the Fauteux Report and conceived 
of as a forerunner of a system of treatment facilities which would permit 
the introduction of compulsory treatment under Part II of the Narcotic 
Control Act, a carefully controlled experiment was conducted to determine 
the success of a special form of therapeutic community treatment as com- 
pared to the regular treatment program in the institution. A comparison was 
not made with the results of imprisonment without treatment. In the result, 
those who were subjected to what might be called the “advanced” or “pro- 
gressive” form of treatment with a less authoritarian and more participatory 
group therapy atmosphere and a greater emphasis on the upgrading of 
skills, turned out worse than those in the regular treatment program. They 
appear to have become more skilful in leading the life of a criminal addict. 
What the Matsqui experiment tends to emphasize is the role which prison, 
even with well-intentioned treatment efforts, can play in strengthening 
the criminal inclinations and capacities of offenders. It may also suggest 
that more authoritarian techniques are more effective with the criminal 
addict than more permissive ones. 


One cannot deny all efficacy to these experiments with treatment in a 
prison setting. A case can be made for the contention that they effected a 
marginal improvement, and, of course, had the merit, while the offenders 
were in confinement, of keeping them out of drug-related crime and out of 
contact with law-abiding non-users. 


Vaillant has also observed that a long-term follow-up of those released 
from the federal hospital at Lexington showed that a certain propor- 
tion—about two per cent—had become abstinent each year.?7 Whether 
this can be attributed in some measure to the treatment program which they 
received or to the phenomenon of “maturing out”, or to other factors, is 
not clear. 3 


In any event, there seems to be a general acknowledgement that im- 
prisonment or other forms of confinement, whatever we choose to call them, 


* The population in these hospitals consisted partly of prisoners and partly of voluntary 
patients. 
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do not increase the chances of successful outcome with an abstinence form 
of treatment. As a result, there has been a very definite movement away 
from confinement or inpatient status to outpatient or probationary status. 
This reflects the general trend of thinking in penology and mental health 
policy in favour of more rehabilitation or treatment in the community. In 
the drug field this trend has been particularly marked in the California civil 
commitment program (see Appendix L). There has been a steady tendency 
in recent years to reduce the period of time required to be spent in inpatient 
status, and to increase the relative proportion of time spent in the com- 
munity. The initial mandatory period of six months confinement in inpatient 
status is no longer compulsory for everyone. The program now includes a 
“Direct Release” experiment in which a certain number are permitted to go 
directly from commitment to outpatient status on methadone maintenance. 


In Canada, there has been limited experience with the use of proba- 
tion and parole in the management of heroin dependence. (See Appendices 
J and K.) In particular, the potential of these forms of control, in associ- 
ation with methadone maintenance, has not been fully tested. The availa- 
bility of methadone justifies further experiment with these forms of super- 
vision in the community, particularly probation. There are special problems 
concerning parole arising from the effect of imprisonment on the heroin 
dependent and the implications of forfeiture and revocation of parole. 


Certain problems have arisen in connection with the relationship be- 
tween the law enforcement and treatment authorities. The first involves the 
decision as to who is to be accepted for treatment and the second the 
decision as to whether a person’s probation or parole should be revoked 
for violation of the conditions of release. The courts may be increasingly 
prepared to place drug-dependent offenders in a probationary status on 
treatment rather than sentence them to imprisonment or release them into 
the community again without any attempt at treatment. On the other hand, 
the treatment agencies point out that not all drug users are suitable for 
certain kinds of treatment, and that the treatment authorities must have the 
final word as to who is to be accepted. The law enforcement authorities are 
interested in effective control—in removing the drug-dependent person from 
the illicit market and from drug-related crime; the treatment agencies are 
interested in successful treatment, or at least treatment with a reasonable 
chance of success. There is often a tension or conflict between these two con- 
cerns—control and effective treatment. A court may wish to place a con- 
victed offender on probation on condition that he report to a certain agency 
for treatment, but the agency may not wish to accept him because they do 
not consider him a good prospect for treatment or, for example, they consider 
it premature to place him on methadone maintenance. 


This kind of problem can be largely resolved by proper consultation 
between lawyers, judge, probation officer and treatment agency before the 
decision is taken to place an offender on probation on condition that he 
submit to treatment. But it is well to face the fact that so long as the control 
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and treatment concerns are handled by essentially independent and separate 
agencies the perspectives which each will bring to the problem will often be in 
some conflict. 


Another kind of problem that arises in the relations between the law 
enforcement and correctional authorities, on the one hand, and treatment 
agencies, on the other, is conflict over responsibility for enforcement of the 
conditions of probation or parole. In order for control to be effective—that 
is, to keep the offender out of the illicit market and drug-related crime as 
well as association with drug users and influence upon prospective users— 
it is necessary that the conditions of probation or parole be strictly enforced. 
If they are not strictly enforced and the offender knows there is really no 
sanction for violation, he will tend to revert to all the conduct which the 
control is intended to prevent. Those who are concerned primarily with 
control tend to emphasize strict enforcement of the conditions of probation 
or parole, although they themselves also develop some realism about what 
it is reasonable to expect in the way of substantial compliance if the system 
is to work at all. The role expected of the treatment agency in relation to 
enforcement is to establish by regular or spot urine tests whether the patient 
is abstaining from the use of prohibited drugs and otherwise complying with 
the conditions of the treatment program. The problem arises when the treat- 
ment agency is called on to furnish evidence of violation of the conditions of 
probation or parole. Persons engaged in treatment do not feel that this 
function is compatible with the relationship of trust which they must establish 
with the patient. Moreover, they are concerned with trying to help the 
patient and do not like to be involved in inflicting the harm of incarceration. 
Treatment agencies must, of course, establish some standards of compliance 
and must be prepared to drop hopeless cases from their programs. But it is 
one thing to drop a patient from treatment; it is another thing to send him to 
prison. Persons engaged in treatment find this possibility distasteful and to 
some extent in conflict with their commitment to heal, and those responsible 
for enforcement of the conditions of probation or parole sometimes com- 
plain of a lack of cooperation from treatment agencies in establishing the 
necessary proof of violation. Again, this problem could probably only be 
completely resolved by having the correctional and treatment responsibili- 
ties, or at least the control and monitoring functions, under a single author- 
ity. For a recent development giving police the power to require proba- 


tioners to submit to urinalysis, see Appendix J Probation for Heroin 
Dependents in Canada. 


There have been proposals from time to time for the complete isolation 
of heroin addicts in therapeutic colonies. Nils Bejerét, the Swedish drug 
expert who has been a vigorous exponent of the contagion or epidemic 
theory of drug dependence, has advocated this form of isolation or quaran- 
tine.** Similar suggestions have been made from time to time in North 
America. Several of the police officers who testified before the Special Senate 
Committee on the Traffic in Narcotic Drugs in Canada in 1955 made a 
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recommendation along these lines. For example, Commissioner Nicholson 
of the R.C.M. Police said: “I therefore feel—and I think this view is held 
by many if not most other police officials—that the only hope for the possible 
rehabilitation of these addicts and for the eradication of the drug traffic is 
that they be compulsorily isolated or quarantined.”*® When introducing the 
Narcotic Control Act in 1961, the Minister of Justice of Canada referred to 
these suggestions but rejected the notion of life-time confinement on the 
ground that it would destroy all hope and motivation.*° At the same time, 
Part II of the Act seemed to adopt the principle of isolation or quarantine 
by providing for indefinite confinement for treatment. The distinction stressed 
by the Minister of Justice was that under these provisions the inmate could 
be released on parole as soon as he had made sufficient progress in rehabili- 
tation. But presumably most proposals for isolation or quarantine contem- 
plate the release of the drug-dependent person when it is considered safe. 
The isolation or quarantine is not seen as a life-time punishment for having 
once become drug dependent, but as a measure of protection of others. 


Opiate dependents are still imprisoned, and to this extent, subjected to 
a degree of isolation or quarantine for limited periods. But the use of im- 
prisonment for the simple possession of opiates has declined somewhat in 
recent years, and sentences tend to be for shorter periods than in the past. 
The actual time spent in prison, at least initially, is also frequently shortened 
by parole, although in the end the high rate of revocation or forfeiture of 
parole and the consequence thereof may have the effect of actually increasing 
the total period of imprisonment. (See Appendix K Parole of Heroin De- 
pendents in Canada.) Moreover, only a comparatively small proportion of 
the estimated opiate-dependent population is convicted and sentenced to 
prison each year. As indicated above, little more than 10 per cent of this 
population are in penal institutions in Canada at any one time. Thus the 
present control system does not perform an effective function of isolation or 
quarantine. One thing is clear, that a policy of isolation or quarantine for 
the present population of opiate dependents, if it were to be considered 
acceptable on other grounds, would require much greater resources of law 
enforcement personnel and custodial and treatment facilities than are cur- 
rently available. 


With respect to the relationship between control and treatment, the 
essential question is how far effective treatment is promoted or impeded by 
the exercise of some degree of control or coercion. There have been no 
satisfactory studies of the effect of control upon the treatment of drug de- 
pendence. It has been observed that there has been a high rate of premature 
withdrawal from voluntary treatment programs. As previously stated, this 
was the experience with voluntary patients at Lexington, and it has been the 
experience in other jurisdictions, such as New York, where voluntary pro- 
grams have been tried. However, in most of these cases treatment was being 
carried out in an institutional setting. As we noted above, the lack of some 
means of keeping voluntary patients in treatment for a reasonable period of 
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time was felt to be a serious weakness of the Lexington program. It is no 
doubt to meet this objection that modern civil commitment programs quite 
often provide that a person who voluntarily has himself committed is obliged 
to remain in the program for a certain minimum period. The decision to 
apply for commitment is voluntary, but once the commitment is ordered it 
becomes compulsory. The maximum period for voluntary patients is gen- 
erally shorter, however, than the maximum period for involuntary patients, 
and this difference is intended to encourage voluntary commitment. The 
control in this case is exercised not to compel the patient to accept treat- 
ment, at least initially, but to remain with it for a certain minimum period of 
time. 


There is good reason to believe that control can have an important 
bearing on the ability to retain drug-dependent persons in a treatment pro- 
gram. This is an important issue of motivation, although it is not the only 
one. It is important that patients be willing to give treatment an opportunity, 
and it is also important that they be willing to cooperate with it while it is 
going on. There is the willingness to spend the required time in treatment to 
give it a reasonable chance of success, and there is also the determination 
to respond to treatment in an effort to make it as effective as possible. The 
two do not necessarily go together. A person may be coerced into spending 
the necessary time in a program, but he may not have the necessary will 
to respond or cooperate. Or his response may be perfunctory or feigned in 
order to obtain the favours that flow from compliance with the program. 
The effect of control or coercion on this second, and essential, aspect of: 
motivation is not so clear. Everyone agrees that such motivation is essential 
if there is to be any chance of success. The question is whether control or 
coercion has a positive or negative effect upon it. There is no clear evidence 
either way, but there are divided opinions. The experience with treatment in 
prison settings is by no means conclusive. The high rate of failure in such 
cases may be attributed to the compulsory aspect, but it may also be at- 
tributed to the lack of an effective means of treatment. If we compare the 
rate of success claimed by certain therapeutic communities operating on a 
voluntary basis with the rate of success in prison settings we may be led to 
the conclusion that an essential difference must be one of motivation. But it 
may be a difference in motivation resulting from a difference in the two 
kinds of population. The therapeutic community attracts a type of person 
who is highly motivated to respond to that form of treatment. It is not 
acceptable to a high proportion of drug users. It has a high rate of initial 
drop-out. What remains is a group of people who are reasonably well ad- 
justed to it as a form of treatment. The voluntary patients in a therapeutic 
community are self-selected. Prison receives a cross-section of drug-dependent 
persons who vary considerably in their capacity for response to a particular 
form of treatment. It may well be that it is not so much compelling a person 
to accept treatment of some kind that adversely affects motivation as poor 
selection of the form of treatment. The decision to accept some treatment 
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may be constructively reinforced by a degree of control or compulsion, but 
motivation to respond to treatment may be reinforced by allowing the 
patient to choose the form of treatment that seems to be most congenial to 
him. Those who favour some degree of control or compulsion in support 
of treatment express the opinion that most chronic drug users do not have 
much motivation to seek treatment. They need to be encouraged to do so. 
But once they have been helped by a little direction to make that essential 
decision to seek help, their motivation can be aroused and strengthened by 
involving them in the process of choosing and shaping their own treatment 
program. There is no doubt that little can be done with someone who refuses 
to cooperate, who sullenly refuses to be helped. But an initial use of com- 
pulsion in opening the door to treatment would not seem to rule out the 
subsequent possibility of arousing the necessary motivation to respond to 
the particular form of treatment chosen by the patient. Compulsory treatment 
does not mean the physical or psychological coercion of the patient on each 
occasion of treatment. It means making or compelling the original decision 
to undergo treatment. 


CONCLUSIONS AND RECOMMENDATIONS WITH RESPECT TO 
CONTROL OF THE USER 


THE OFFENCE OF SIMPLE POSSESSION 


The offence of simple possession has not prevented an increase in the 
various forms of non-medical drug use to which it applies. There has obvi- 
ously been a very marked increase in recent years in the non-medical use of 
heroin, other opiate narcotics, such as illicit methadone, and cocaine. The 
use of LSD appears to have levelled off, and perhaps even decreased in the 
last year or two, but there has been an increase in the use of other hallucino- 
gens, such as MDA. There is also every reason to believe that the use of 
cannabis has continued to increase, although the rate of increase may have 
declined in the last year or so. 


What we do not know—and can never determine—is to what extent, 
if any, the increase in these various forms of non-medical drug use would 
have been greater if there had not been an offence of simple possession. Nor 
can we say how far the apparent levelling off, or decrease, in the use of 
LSD should be attributed to the offence of simple possession. There is no 
way of determining the effect which the absence of an offence of simple 
possession may have had on other forms of non-medical drug use. 


There has not been an offence of simple possession for the controlled 
drugs (the amphetamines and barbiturates) or for the drugs on Schedule F of 
the Food and Drug Regulations, including certain amphetamine-like drugs 
(e.g., Ritalin®), minor tranquilizers (e.g., Librium® and Valium®), sedative- 
hypnotics (e.g., Mandrax®) and hallucinogens (PCP and mescaline). Not- 
withstanding the absence of an offence of simple possession, there has been an 
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apparent levelling off, and possibly even a decrease in the total numbers 
involved in intravenous use of methamphetamine or ‘speed’. On the other 
hand, there has been an apparent increase in the oral non-medical use of 
amphetamines obtained in an illicit market, and in the non-medical use, 
supplied from an illicit market of phenmetrazine (Preludin®), methaqualone 
(e.g., Mandrax®) and PCP. There has not been an offence of simple posses- 
sion or use with respect to volatile solvents, except in one province, but their 
use for purposes of intoxication appears to have levelled off, and perhaps 
even declined, in recent years. 


There is no obvious general conclusion to be drawn from these facts con- 
cerning the deterrent effect of an offence of simple possession. One might be 
led to conclude, however, that it has relatively little influence on the extent 
of use. The extent of use appears to be influenced more by other factors, 
chiefly availability, contact with users, and their opinions and perception of 
the risks or possible harm involved in a particular form of drug use. There 
are also changing fashions in non-medical drug use, as in other forms of 
behaviour. As we suggested in Section V The Use of the Criminal Law 
Against Non-Medical Drug Use, there is reason to believe that the deterrent 
effect of the criminal law with respect to the simple possession of drugs for 
non-medical use is much less than it is with most other offences. The main 
reason is the difficulty of detection and apprehension. There are relatively 
large numbers involved in the prohibited behaviour in relation to the avail- 
able law enforcement resources, and there are special difficulties of detec- 
tion arising from the fact that the behaviour can be carried out in private and 
there is seldom anyone to complain. These difficulties oblige the police to 
resort to special methods of enforcement which are regarded as distasteful 
by the general public: writs of assistance, use of force to break into premises 
and to recover evidence, undercover agents, informers, and encouragement of 
offences. These methods severely limit the extent to which the law can be 
applied in practice to large elements of the drug-using population. It is felt by 
some that by its mere existence the law exerts some moral influence and exer- 
cises a deterrent effect, apart from the actual risk of detection. We may assu- 
me that many are deterred from the prohibited conduct by the mere existence 
of the law, but by and large they do not appear to be the individuals about 
whom there is most reason for concern: those who are not deterred by the 
risks or dangers of heavy, chronic drug use. Those who are not deterred by the 
harmful consequences of such drug use are not likely to be deterred by the 
relatively slight risk of detection and apprehension, and even less by the 
moral stigma of the law. Moreover, there is a significant minority of the 
population who appear to consider the law against certain forms of non- 
medical drug use as lacking the moral authority which entitles it to respect. 


The adverse effects, or costs, of enforcement of the offence of simple 
possession far outweigh the benefits which it yields. Because of the difficul- 
ties referred to above, the offence of simple possession is necessarily enforced 
in a haphazard manner. Its enforcement falls with great uneveness on the 
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population of drug users, and this gives rise to a well-founded sense of injus- 
tice. Society could not afford the manpower, much less the methods, required 
to enforce the offence of simple possession in anything like a systematic and 
thorough-going manner. 


While it may be permissible in theory to use the criminal law to prevent 
a person from doing harm to himself, the moral authority of the offence of 
simple possession, and the support which it commands, is weakened by the 
fact that the extent of the harm caused to the user, to third persons and to 
society generally by certain kinds of drug use varies considerably. The offence 
of simple possession does not distinguish between different levels of use, and 
in its effects it often appears to be grossly out of proportion to the effect of 
the conduct against which it is directed. The consequences of criminal con- 
viction are clearly out of proportion to the effect of an occasional or 
experimental use of most drugs. 


Even if imprisonment is not imposed, criminal prosecution and con- 
viction can have serious psychological effects, causing mental suffering to 
the offender and members of his family, and can have an adverse effect on 
his prospects for employment and other opportunities. The effect of the law 
has been mitigated to some extent by the provision for absolute and condi- 
tional discharge and for early pardon. But in cases of absolute and conditional 
discharge there is still a finding or plea of guilt and the stigma of a criminal 
record. Early pardon may remove the official record, but it cannot remove the 
fact of a finding of guilt or a conviction and the prejudicial uses to which it can 
be put in the future by persons who are able to obtain knowledge of it. There 
is nO way in which the memory of a criminal prosecution and finding of guilt 
or a conviction can be erased. So long as such knowledge exists it may always 
be a basis for action detrimental to the individual. 


The main cost of the use of the criminal law against non-medical drug 
use is that it falls with particular severity upon the young. A high proportion 
of the convictions for simple possession involve persons under twenty-one 
years of age, and the vast majority are under twenty-five. This is particularly 
true of cannabis, but it is also true of the restricted drugs and to some extent 
of the opiate narcotics. 


For all of these reasons we strongly recommend against any further 
extension of the offence of simple possession. We believe that we should 
gradually withdraw from the use of the criminal law against the non-medical 
user of drugs rather than extend its application. A policy to extend its appli- 
cation would be a policy of futility. There is virtually no limit to the number 
of drugs to which it would have to be applied if it were to be pursued to its 
logical conclusions. We would have to be prepared to apply it not only to 
the controlled drugs in Schedule G of the Food and Drugs Act but also to 
drugs with an abuse potential which are presently on Schedule F of the 
Food and Drug Regulations. As we have indicated above, several of these 
drugs have been the subject of an increasing non-medical use supplied by an 
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illicit market. The technical capacity exists to produce an infinite variety of 
drugs of abuse. This capacity is not the monopoly of a few responsible 
organizations but is widely accessible. Even if it were possible to suppress 
one drug there would be many others to take its place. 


In the course of our inquiry many have urged that there be an offence 
of simple possession for the amphetamines, particularly for methamphetamine 
or ‘speed’. This is a reflection of the concern for the dangerous effects of 
‘speed’. Law enforcement officials have urged that there be an offence of 
simple possession for the controlled drugs in general. They have stated that 
they are handicapped by the lack of such an offence in their enforcement of 
the laws against trafficking. While this opinion is entitled to great respect, 
there is no way of testing its validity. As we have indicated above, the use 
of ‘speed’ appears to have levelled off, and even decreased, in recent years 
despite the absence of an offence of simple possession. Convictions for 
trafficking offences involving ‘speed’ have steadily increased until they have 
approximated the total number of convictions for trafficking offences involving 
heroin. In 1971, they exceeded them, and in 1972, when there was a very 
marked increase in heroin convictions, they were about 85 per cent of the 
number. It is, of course, impossible to say whether the existence of an offence 
of simple possession for ‘speed’ would have made a significant difference to 
law enforcement against trafficking—at least, one which would have justified 
the cost of this extension of the criminal law. Given the fact, however, that 
the total number using ‘speed’ appears to have stabilized, and possibly even 
declined, and given the apparent level of law enforcement against trafficking, 
we do not believe that there is any compelling reason for the creation of an 
offence of simple possession for this particular form of drug use. The total 
amount of ‘speed’ use is controlled by other factors: the poor opinion of it 
in the drug subculture, the perception of its potential for harm, and the self- 
limiting nature of the phenomenon. (See Appendix C Extent and Patterns 
of Drug Use.) Although the violence associated with the use of ‘speed’ is 
cited as a reason for creating an offence of simple possession, we are still 
of the opinion, expressed in our Interim Report, that because of the paranoia 
of the ‘speed freak’, such a step would lead to an increase in tension and 
violence between the police and the drug subculture. 


A decision was taken deliberately in 1961 not to create an offence of 
simple possession for the controlled drugs on the ground that in many cases 
the unauthorized possession of them would result from a member of a family 
obtaining access to a supply of drugs which another member had obtained 
on prescription.* This is still likely to be the case very often for both the 
controlled drugs and the drugs with stimulant or sedative-like action on 
Schedule F of the Food and Drug Regulations. The extensive use of many 
of these drugs by adults, the easy accessibility of others to them, and the 
often questionable nature of the distinction between their medical and non- 





* Debates, House of Commons, Canada, May 30th, 1961, p. 5595; Hammond, “The Control 
of Barbiturates and Amphetamines,” (1964) 15 U. of T.L.J. 443 at 445. 
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medical use would all contribute to a difficult and discriminatory application 
of an offence of simple possession. It is likely that the law would fall, as in 
the case of cannabis, on young people who happen to come into contact 
with the police. The likelihood of a discriminatory application of the law 
would be increased rather than diminished by the restrictions recently placed 
upon the medical use of the amphetamines and amphetamine-like drugs in 
Schedule G of the Food and Drugs Act. Because of the widespread desire of 
adults, including housewives, businessmen and athletes, to make use of these 
drugs for their stimulant effects, it is likely that there will be an illicit market 
in them. It is not likely, however, that enforcement of an offence of simple 
possession would reach large segments of the adult using population, any 
more than it has reached them in the case of cannabis. 


While we are opposed to any extension of the offence of simple 
possession, we recognize that it may be necessary to take a somewhat dif- 
ferent view of a proposed elimination of this offence in particular cases. This 
arises from the effect which such a proposed change in the law may have on 
attitudes and behaviour with respect to a particular form of non-medical 
drug use. There is clearly a difference in this respect between a proposal to 
extend the application of the criminal law and a proposal to reduce its 
application. The existing situation is not adversely affected by a refusal to 
extend its application, but it may be adversely affected by a change in the 
law which reduces its application. While the offence of simple possession 
may have relatively little effect as a deterrent of use, it undoubtedly has 
some, and what is more important, its elimination is likely to have some 
effect on the perception of harm. It is inevitable that many will infer from 
such a change that the potential for harm must not be as serious as was 
originally contended. 


In each case, the issue must be decided, as we stated in our Cannabis 
Report, on an estimate of the balance of benefit and cost. We conceded 
at that time that the elimination of the offence of simple possession of 
cannabis would probably result in some increase in use and some effect on 
perception of harm, but having regard to the relative potential for harm of 
cannabis, the degree to which the law regarding it was at variance with the 
facts, and the costs of applying the criminal law to thousands of young 
people, we concluded on balance in favour of the elimination of the offence 
of simple possession of cannabis. 


Despite our general misgivings about the offence of simple possession 
we do not believe that it would be prudent to remove it at this time with 
respect to the strong hallucinogens classified as “restricted drugs” in Schedule 
H of the Food and Drugs Act. While the use of these drugs is generally 
experimental or occasional, rather than regular, any use of them is potentially 
dangerous or hazardous. The effects of the strong hallucinogens are unpre- 
dictable, and adverse psychological reactions can arise from occasional as 
well as chronic use. There is impressive clinical evidence to suggest that 
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they can be a factor in precipitating mental illness or adverse personality 
change. The strong hallucinogens present an even greater danger of adverse 
effect on adolescent maturation than that about which we expressed concern 
in the Cannabis Report. There are also the hazards involved in the “echo 
effect” or “flashback”, in which the effects of an hallucinogenic experience 
may recur under conditions which present a danger to the user or to others. 


While the total number using LSD appears to have levelled off, and 
possibly even decreased somewhat, there is still a large population of 
youthful users, and there has been a marked increase in recent years in the 
use of MDA, a particularly dangerous hallucinogen with amphetamine-like 
properties. This drug appears to have resulted in several deaths from over- 
dose. The potential for harm of the strong hallucinogens is much greater 
than that of cannabis. 


The perception of this potential for harm is a factor which limits use. 
It would be unwise to make a change in the law that might seriously under- 
mine this perception. Because of the perceived potential for harm of the 
restricted drugs, the present law with respect to them is not seen as being at 
variance with the facts to the same extent as the law regarding cannabis. The 
classification of cannabis with the opiate narcotics and the extreme nature 
of the maximum penalties involving cannabis have clearly called for some 
change in the law. For this reason we expressed the opinion in the Cannabis 
Report that substantial changes could be made in the law regarding cannabis 
in order to make it more rational without a seriously adverse effect on the 
caution with which cannabis should be treated. The same is not as true of the 
strong hallucinogens or “restricted drugs”. The offence of simple possession 
for these drugs has only existed in Canada since August 1969, but, unlike 
the case of cannabis, it was deliberately introduced into the law after careful 
consideration of the apparent harm being caused by the strong hallucinogens 
and of the penalty structure that was appropriate for them. The penalty 
structure that was introduced for the restricted drugs was much less severe 
than that for cannabis, which was left with the same legal status as heroin. 
The maximum penalties for trafficking offences and for simple possession 
were much lower, there was not the mandatory minimum sentence of seven 
years’ imprisonment for importing or exporting, and there was the option to 
proceed by way of indictment or summary conviction in cases of trafficking 
as well as simple possession. Thus any change in the law would likely be 
perceived as more closely related to a change in the perception of harm 
than to a grossly mistaken classification in the first instance, as in the case 
of cannabis. 


At the same time, some reasonable balance must be struck between the 
need to retain the law in order to maintain the perception of harm, and the 
adverse effects inflicted by the law. For this reason we adhere to the opinion 
expressed in our Interim Report that there should not be liability to imprison- 
ment for the simple possession of the restricted drugs. Having regard to the 
potential for harm of the restricted drugs, the age distribution of the majority 
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of users involved, and the serious effects of imprisonment on persons in this 
age group, we do not believe that the courts should have the power to 
impose imprisonment in such cases. We are strengthened in this opinion by 
the very wide disparity in the approach to sentencing that has been disclosed 
by our studies. (See Appendix F.8 Sentencing.) Liability to imprisonment 
increases the possibility of injustice arising from this disparity. We do not 
believe that imprisonment is justified for the simple possession of restricted 
drugs, even in cases in which there is a previous criminal record. This offence 
should be judged on its own merits and should not be invested with the 
seriousness which may carry over from other cases. 


In the case of the drugs other than cannabis which are presently gov- 
erned by the Narcotic Control Act, we believe that the offence of simple pos- 
session must be retained for reasons similar to those which apply to the 
restricted drugs — the effect of its removal on the perception of harm. We 
believe, moreover, that it is necessary to retain liability to imprisonment for 
the simple possession of this class of drug. This represents a change in the 
view we expressed in our Interim Report — that there should be no imprison- 
ment for the simple possession of any psychotropic drug. We are led to this 
conclusion for a number of reasons. There has been a very marked increase 
in the extent of opiate dependence and experimental or occasional use of 
opiate narcotics since our Interim Report, and the whole perspective of the 
relative seriousness of this form of non-medical drug use has altered signifi- 
cantly in Canada. The removal of liability to imprisonment for the simple 
possession of these drugs would be completely at variance with the impression 
of the problem which their use presents at this time. Apart from its effect on 
the perception of harm, liability to fine is likely to be relatively ineffective as 
a measure of control for the opiate-dependent person whose compelling need 
of the drug already involves him in the necessity of finding large amounts of 
cash on a regular basis through drug-related crime. Finally, we see the con- 
tinuing use of the criminal law against the user of opiate narcotics as a ne- 
cessary device of catchment and referral for treatment or management. 


As we have indicated in the preceding discussion, there is no doubt 
about the adverse effect of imprisonment on drug offenders in reinforcing 
their preoccupation with drug use and their attachment to a drug-using and 
criminal subculture. Prison may interrupt drug use, but it does not cure drug 
dependence in the vast majority of cases. At the same time, an effective con- 
trol system for the management of drug dependence must be backed up by 
the threat of confinement of some kind for failure to comply with the program. 
We believe that the courts should avoid the use of imprisonment as much as 
possible for opiate dependents, but that it must remain as a sanction for re- 
fusal to comply with the conditions of supervised release into the community. 
We recommend, however, that the maximum sentence to imprisonment for 
the simple possession of the opiate narcotics and cocaine be two years. As 
we have indicated above, about 90% of the sentences to imprisonment pre- 
sently fall within this range. 


155 


Part Two Legal Controls 


THE UsE oF CONTROL FOR THE MANAGEMENT OF OPIATE DEPENDENCE 


There should be greater use of probation (or conditional discharge) on 
condition of compliance with an approved treatment program. The existence 
of methadone maintenance makes it more reasonable to impose treatment 
as a condition of probation. The opiate-dependent person may pursue a goal 
of abstinence in a therapeutic community or other treatment program, if he 
wishes, but he has a viable alternative in methadone maintenance. The range 
of options is likely to be enlarged in the near future by the availability of a 
satisfactory opiate antagonist. 


There is no doubt that if there is a serious attempt to use the criminal 
law process for purposes of diversion to treatment or management of opiate 
dependence, instead of incarceration or other relatively ineffective sanction, 
there will have to be not only an increase in treatment facilities of all kinds, 
including specialized methadone units and therapeutic communities, but a 
considerable increase in the number of probation officers and others capable 
of assisting with the task of social rehabilitation. 


The form of treatment which is to be followed by the probationer 
should be determined by the court after consultation involving the proba- 
tioner, the probation officer, treatment personnel, and any others, such as 
police or social workers, who may have useful advice to offer. The probationer 
should be made fully aware of the nature and implications of the proposed 
course of treatment. It is important that expectations be clearly defined. Much 
dissatisfaction is created in practice by a vague transfer of responsibility 
from the judicial authorities to treatment institutions, accompanied by un- 
realistic expectations. At the same time, there should be sufficient flexibility 
to permit changes in the treatment program when these are considered to be 
desirable by the treatment staff and the patient. In other words, an agreed 
program should be defined in advance, based on adequate determination of 
the probationer’s preferences, as well as relevant expert advice, but it should 
be capable of being modified by the treatment institution with the patient’s 
consent. Probably the probation officer should be given discretion to approve 
such changes. 


The question arises as to whether there should be provision for a pro- 
gram of compulsory management of opiate dependence outside of the crimi- 
nal law process. For reasons indicated in Appendix F.1 The Constitutional 
Framework, it is doubtful if the Parliament of Canada has legislative jurisdic- 
tion for such purposes. (There is further discussion of this issue in Appendix J 
Probation for Heroin Dependents in Canada.) The general assumption is 
that compulsory treatment not related to the criminal law process falls within 
provincial jurisdiction. If the criminal law system is to be used to direct or 
encourage opiate dependents to submit to treatment, then it seems reasonable 
that we should make the catchment system as effective as possible by provid- 
ing for a non-criminal form of compulsory treatment or management. Oppo- 
nents of compulsory treatment tend to exaggerate the extent to which the 


134 


VII Control of the User 


Opiate-dependent person is actually free from compulsion towards treat- 
ment. The difficulty of supporting his habit in the illicit market, and the 
danger of arrest and imprisonment are factors which, after a time, exert a 
compulsion to seek treatment. The heroin-dependent person who seeks metha- 
done maintenance because he is tired of “hustling” in the illicit market is in 
effect being compelled to do so, whether he likes it or not. It is not the wholly 
free decision which some suggest is essential to a proper motivation for 
treatment. 


While we do not see how, as a practical matter, we can withdraw at this 
time from the use of the criminal law against the user of opiate narcotics, we 
are not in favour of introducing long periods of civil commitment. We do not 
believe that the results obtained elsewhere with this approach justify the ex- 
tended deprivation of liberty in cases in which there has not been a criminal 
conviction. We do believe, however, that there is a strong case to be made for 
the use of compulsory confinement for a short time to oblige the opiate de- 
pendent to confront his situation and to consider, in an atmosphere in which 
he is free from the pressures of “hustling” in the illicit market and has access 
to good diagnosis and advice, whether he desires to pursue one of the treat- 
ment or management options open to him. 


We recommend that provincial legislation confer power on police officers 
to bring any person whom they have reasonable and probable grounds for 
believing to be dependent on opiate narcotics before a magistrate, in order 
that it may be determined, upon prima facie evidence, whether the person 
should be committed to custody for medical examination for a period up to 
seventy-two hours. If the person is found to be drug-dependent, the ex- 
amining physician and another physician who confirms the diagnosis should 
have power to commit the person to a residential treatment facility for a 
period of not less than one month and not more than three months. The 
purpose of such confinement would be to permit further examination and 
observation of the drug-dependent person, to permit him to confront his 
situation and to consider the various treatment or management options open 
to him, and to afford an opportunity for a commencement of treatment 
including extended detoxification, the technique of the therapeutic community 
or stabilization on methadone maintenance. The chief purpose would be to 
acquaint the patient with the possibilities of treatment, to encourage him to 
decide in favour of some course of treatment, and to begin the treatment 
process. If, at the end of the stipulated period, the patient refuses to follow 
a course of treatment he should be discharged. The period of residential con- 
finement would also afford an opportunity for advice and assistance with other 
problems having a bearing on the patient’s drug use. The residential facility 
should have access to the necessary counselling personnel to assist with 
problems of social rehabilitation. 


Such a policy would require sufficient residential capacity in close associ- 
ation with general hospital and methadone facilities. There should also be 
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provision during the stipulated period of residential confinement for tem- 
porary release into the community under specified conditions and supervision. 
Police officers should have power, upon order of the head of the residential 
facility, to return the patient to confinement for violation of the conditions of 
release. In no case, however, should the total period of confinement be 
longer than that originally stipulated by the committing physicians. Moreover, 
where the confinement fails to produce constructive results on a first attempt, 
in the form of a decision to pursue treatment, the authorities would be well 
advised not to attempt it again, although this possibility should remain open. 
If a drug-dependent person fails to respond to this non-criminal law attempt 
to force him to confront his situation and elect treatment, then it would be 
better to leave further attempts at control to the criminal law system. 


For the present, we would confine this experiment to cases of opiate 
dependence.* Since methadone maintenance offers the opiate-dependent per- 
son a viable option if he cannot accept treatment with a drug-free goal, there 
is some justification in a limited use of compulsion to encourage acceptance of 
treatment. In certain other forms of drug dependence, such as dependence on 
the intravenous use of amphetamines, there are no such viable options at the 
present time. Where there is no clearly effective treatment, there is no justi- 
fication for the use of compulsion to direct persons into treatment. Moreover, 
the restless and obstreperous nature of the average ‘speed freak’ would make 
him much less amenable to the short compulsory period of residential con- 
finement to permit him to consider his position and the options available to 
him. The difficulties involved in attempting to apply such compulsion to the 
‘speed freak’ would far outweigh any likely benefits. 


The period of residential confinement should be presented to the opiate- 
dependent person as an opportunity for him to obtain good diagnosis of his 
drug-related problem, as well as advice and various forms of assistance, and 
to experiment with a serious attempt at treatment. Its purpose would be to 
precipitate the decision to withdraw for a period from involvement in the 
illicit market, to take stock, and to take a step in the direction of treatment 
and rehabilitation. The goal would be to replace the initial compulsion as 
soon as possible by voluntary acceptance of and response to treatment. The 
effectiveness of such an experiment would depend to a great extent on the 
manner in which it is administered by police officers acting in a public health 
role, and by the personnel involved in treatment and social rehabilitation. 
While being obliged to confront his situation with the assistance of expert 
advice, the opiate-dependent person should be encouraged to involve himself 
in the decision process. Ultimately the choice of whether to pursue the par- 
ticular course of treatment must be his. We would not be in favour of com- 
pelling acceptance of a particular course of treatment or management, such 





* It could, however, also be applied to cases of alcoholism, although as indicated earlier there 
is presently provision in some of the provinces for the exercise of a non-criminal law form 
of control in such cases. 
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as methadone maintenance or the administration of an opiaie antagonist,* 
although we recognize that once compulsion is used the options available to 
the opiate-dependent person may necessarily have this tendency in some cases. 
It must be noted, however, that this proposal contemplates a definite limit 
of three months to the use of compulsion. It thus could not have the effect 
of an indefinite compulsion to accept a certain course of treatment. 


If the experiment proved useful it could be applied to other forms of 
drug dependence, if, and when, viable treatment or management options are 
developed for them. 


We recognize that this proposal for a limited period of compulsory resi- 
dential confinement raises a serious question as to how and where the neces- 
sary facilities are to be provided. It would undoubtedly have to begin on a 
pilot project basis. The minimum security requirements would probably make 
it difficult or impracticable to establish these residential facilities under the 
supervision of specialized treatment units or general hospitals. At the same 
time, they would have to be sited in close proximity to the necessary services 
for treatment and social rehabilitation. The residential centres would require 
some permanent staff for diagnosis, counselling, and custody, with others 
associated on a non-resident basis. The power of original commitment should 
be restricted to physicians associated with diagnostic and treatment facilities 
properly equipped to confirm opiate dependence and to make an adequate 
evaluation of the patient’s general condition and suitability for treatment. The 
residential facility would be a place where the opiate-dependent person would 
be accommodated and would receive counselling and various forms of voca- 
tional and recreational therapy, but he would also have access to nearby 
treatment facilities, such as a general hospital for acute problems of medical 
management, and to methadone maintenance if he elects to pursue that course 
of treatment. The decision to enter a therapeutic community would have to 
be a wholly voluntary one, after the patient had had an opportunity to con- 
sider its implications, and it would involve a transfer from one residential 
facility to another. Such transfer, prior to the expiry of the period of compul- 
sory confinement, would have to be approved by the physicians who ordered 
the commitment. 


We do not recommend the use of compulsion in noa-criminal cases for 
purposes of education or indoctrination of persons engaged in the occasional 
use of drugs for non-medical purposes, particularly where the drugs do not 
have a significant dependence-producing potential. We would see no point, 
for example, in the use of a non-criminal form of compulsion for such pur- 
poses in the case of the occasional use of hallucinogens or the volatile sol- 
vents. We would very much doubt the efficacy of any such efforts. For such 
cases, informational and educational efforts are better left on a voluntary 
basis. 

* The chief reason in the case of methadone maintenance is the seriousness of the decision 
to continue and confirm a form of opiate dependence, and in the case of an antagonist, the 


risk that such treatment may interfere, in an emergency, with the use of an opiate narcotic 
for the relief of pain. . 
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WHETHER THERE SHOULD BE AN OFFENCE OF USE 


Because of the seriousness of the heroin problem in Canada the ques- 
tion is raised as to how law enforcement against the use of opiate narcotics 
can be made more effective. There is particular concern about how the police 
can be more effective in the apprehension and conviction of the experimental 
or occasional user of opiate narcotics who is considered by many to be more 
“contagious” than the person who has become dependent, because of his 
belief that he can experiment with opiate narcotics with impunity. It has been 
suggested that the police are seriously handicapped by the present offence of 
simple possession, and that they could be much more effective if there was 
an offence of use, backed up by the power to compel urinalysis as the means 
of proof. 


Most countries rely on the offence of simple possession although there 
are several in which there is also an offence of use. American federal law 
uses the offence of simple possession as does the Canadian, but use is an 
offence under the laws of several of the states. Despite the decision of the 
Supreme Court of the United States in Robinson v. California,*+ holding it to 
be unconstitutional to make addiction a crime, several states have retained 
this offence and apparently convictions will be upheld if they are sought only 
for “use” or “being under the influence” of a drug. The Uniform Controlled 
Substances Act drafted by the United States National Conference of Com- 
missioners on Uniform State Laws relies, however, on an offence of simple 
possession, punishable as a misdemeanour. In most cases the maximum penal- 
ties for the offence of use under state legislation are lower than those for 
possession. In many cases, however, a distinction is not made, in respect of 
maximum penalties, between simple possession for use and possession for 
purposes of sale, which would account for a difference in the maximum 
penalties for use and possession. The maximum penalties for the offence of 
addiction or use range from 30 days to six years, but in most cases they are 
one year or less. We are informed that in practice the offence of use plays a 
relatively minor role, being resorted to mostly in cases where small quantities 
of the prohibited drug are involved. In Europe most countries appear to rely 
on the offence of possession to reach the user, but several countries punish 
use as well.?? In New Zealand use is an offence as well as possession.*® 


In Canadian legislative history the only offence of use with respect to 
narcotics was the offence of smoking opium which was introduced by the 
Opium and Drug Act in 1911.34 The act created an offence of simple pos- 
session, which was punishable by imprisonment for not more than one year 
or a fine of not more than $500, or both, as well as an offence of smoking 
opium, which was punishable by imprisonment for not more than three 
months or a fine of not more than $50, or both. There is an offence to smoke 
or otherwise use prepared opium in the Misuse of Drugs Act 1971 of the 
United Kingdom which is subject to the same penalties as simple possession. 
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A current example of an offence of use in federal legislation is the pro- 
hibition, in the Tobacco Restraint Act,®*> against smoking in public by persons 
under the age of sixteen years. There is also an offence of possession under 
this statute. Reference has also been made earlier to the prohibition under 
Alberta law of the use of volatile solvents for purposes of intoxication. 


The reason for reliance on an offence of simple possession is that the 
prosecution must prove the nature of the drug involved, and generally it is 
necessary to have possession of a specimen of the drug for such purpose. The 
police have occasionally complained that they are handicapped by the need 
to obtain a specimen of the prohibited drug. They must surprise heroin addicts 
in the act of possession and sometimes must use force to prevent them from 
swallowing the evidence or otherwise disposing of it. What they have generally 
suggested as an alternative, however, is really an offence of addiction, for 
which the courts could impose confinement for an indeterminate period. There 
was testimony to this effect before the Special Senate Committee of 1955.36 
To some extent this suggestion was reflected in Part II of the Narcotic Control 
Act (which has never been put into force), although the provisions of Part 
II would require a conviction for an offence under the Narcotic Control Act 
before addiction could be made the basis of a “sentence” to custody for 
treatment for an indeterminate period. There are serious doubts as to whether 
the Parliament of Canada has the legislative jurisdiction to make addiction 
an offence. (See the discussion in Appendix F.1 The Constitutional Frame- 
work.) In making addiction an offence, Parliament would be basing itself 
on a medical condition without any necessary reference to criminal conduct. 
If Parliament acted purely on the basis of a medical condition, such as ad- 
diction, without specific reference to prior or prospective criminality, it would 
probably be held to be acting unconstitutionally. In effect, it would have to be 
considered to be punishing the offender, not for the medical condition as 
such, for which it would be wholly inappropriate to hold him criminally 
responsible, but for the previous acts of use which gave rise to it. While 
technically there appear to be few limits to the kinds of conduct which Parlia- 
ment can validly declare to be criminal, so long as it is clearly not making a 
“colourable” or disguised use of the criminal law power to usurp an area 
of provincial jurisdiction, legislative propriety would argue strongly against 
making addiction a crime.37 Whether or not our courts would apply the prohi- 
bition against cruel and unusual punishment in the Canadian Bill of Rights 
in the same manner as the Supreme Court of the United States did in 
Robinson v. California, the logic of such a challenge would remain to rebuke 
the propriety of the legislation as a matter of policy. 


There would not appear to be any objection in principle to adding an 
offence of use as an alternative®® to the offence of simple possession. But 
with an offence of use it would still be necessary to prove the nature of the 
drug that had been used, and as a general rule this would require possession 
and analysis of a sample of the drug. This problem could only be overcome 
by the compulsory administration of a satisfactory test for the presence of 
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the drug in the body. Urinalysis, as a test for determining the use of heroin 
by the presence of morphine in the human body, is by no means foolproof. 
Thin layer chromatography, the method most commonly used, is subject to 
error, including false positives as well as failure to detect. Further, it is typi- 
cally only able to detect the presence of morphine in the body if the use of 
heroin has occurred within the previous 24 hours or so. Recently developed 
immunoassay techniques are apparently less subject to the possibility of false 
positives and can detect the drug in the urine for a significantly longer period 
after use. At the present time, however, they are not able to efficiently 
distinguish between the use of codeine, morphine and heroin, although it is 
believed that the simple identification of codeine by immunoassy will be pos- 
sible in the near future. So long as there is a significant possibility of false 
positives, compulsory urinalysis must be ruled out as a sufficient basis for 
determining criminal liability.* 


But even if we developed a foolproof method for identifying heroin in 
the body which cculd be made operational in a sufficiently practical form for 
law enforcement purposes, there would remain the problem of detecting the 
experimental or occasional user. The existence of compulsory urinalysis 
would not by itself make this task any easier. And detection would have to 
take place within a certain limited period after use. The occasional user of 
heroin is not exposed to police surveillance and detection in the same man- 
ner as the impaired driver. It would require much more intensive law en- 
forcement, involving many more police and a greater use of informers and 
other distasteful methods to increase the chances of detecting occasional 
use, which is not only infrequent and unpredictable, but as a general rule 
private. We do not believe that the likely return in law enforcement effective- 
ness from an offence of use backed up by compulsory urinalysis would jus- 
tify the creation of this additional means of interference with personal liberty 
and this additional risk of injustice. We are, therefore, opposed to the crea- 
tion of an offence of use if it were made dependent on compulsory urinalysis. 
As we have indicated above, we are not in favour of extending the application 
of the criminal law against the user but rather of making an orderly with- 
drawal from it. 


* The use of urinalysis to monitor compliance with the conditions of probation or parole 
(see Appendix J Probation for Heroin Dependents in Canada) does not in our opinion 
present the same risks since there is opportunity for further tests to confirm a pattern of 
behaviour, and there is discretion to consider what action should be taken on the basis 
of positive urinalyses, in the light of all the other circumstances of the case. (As may be 
seen from the above appendix, it is not practicable for probation or parole officers, in the 
case of opiate dependence, to act on a single positive urinalysis.) There is an important 
difference in an initial finding of criminal responsibility and the question of whether a con- 
victed offender should be permitted to remain in the community under supervision. 
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NOTES 


Article 36, paragraph 1, reads as follows: 


1. Subject to its constitutional limitations, each Party shall adopt such 
measure as will ensure that the cultivation, production, manufacture, 
extraction, preparation, possession, offering, offering for sale, distribution; 
purchase, sale, delivery on any terms whatsoever, brokerage, dispatch, 
dispatch in transit, transport, importation and exportation of drugs 
contrary to the provisions of this Convention, and any other action which 
in the opinion of such Party may be contrary to the provisions of this 
Convention, shall be punishable offences when committed intentionally, 
and that serious offences shall be liable to adequate punishment particu- 
larly by imprisonment or other penalties of deprivation of liberty. 


Article 7. 

Article 5. 

Narcotic Control Regulations, section 3(3). 
Section 3(2). 

Criminal Code, section 646(2). 

Section 41(1). 


R. Solomon, “The Enforcement of Drug Laws in Vancouver,” Unpublished 
Commission Research Paper, 1971. 


The figure of 450 opiate dependents on probation is based on information 
provided by Senior Probation Officers (following consultation with probation 
officers under their direction) in Canadian cities with a high concentration 
of opiate narcotic use. (This information is discussed in more detail in 
Appendix J Probation for Heroin Dependents in Canada.) Similarly, the 
figure of 100 opiate dependents on parole is based on information provided 
by National Parole Service District Representatives in those cities with a 
high concentration of narcotics use. (Appendix K Parole of Heroin De- 
pendents in Canada contains a more detailed discussion of this information. ) 
The Director of Medical Services in the Canadian Penitentiary Service 
maintains a file on “drug addicts” in federal penitentiaries which is kept 
current on a weekly basis. Information on the drug history of these inmates 
is obtained from members of the R.C.M. Police and from classification 
officers in the Penitentiary Service. The figure of 330 “drug addicts” in federal 
penitentiaries is based on an analysis of this file by a member of the Com- 
mission’s staff on August 30, 1972. The figure of 670 opiate dependents in 
provincial correctional institutions is based on information provided by the 
Directors of provincial adult correctional services. 


Under United States federal law the maximum penalty is one year imprison- 
ment or a fine of $5,000 or both, and on subsequent offences two years’ 
imprisonment or a fine of $10,000 or both. Conditional discharge may be 
granted on first offence, and if the offender is not over twenty-one years of 
age the record of the case may be expunged. (Comprehensive Drug Abuse 
Prevention and Control Act of 1970, sec. 404.) The maximum penalties 
under state laws for simple possession of opiate narcotics vary considerably. 


141 


Part Two Legal Controls 


11. 


12. 


IE 


14. 


ha 
16. 
hy Be 


The majority are within the range of five years or less but there are some 
states with maximum penalties of ten years (Alaska, Arizona, California, 
Indiana, Kansas, Oklahoma, Oregon, Virginia), fifteen years (Alabama, 
Colorado, Ohio, Rhode Island), and twenty years (Maine, Missouri), and in 
one case there is a maximum penalty of life (Texas). (Illinois also appears 
to have a maximum of life for simple possession of 30 gm or more of 
heroin.) Several states have mandatory minimum sentences of one year 
(Nebraska, Nevada, New Mexico, Vermont, Virginia, Kansas, Kentucky) 
or two years (Alabama, Alaska, Arizona, California, Colorado, Georgia, 
Indiana, Ohio, Oklahoma, Texas). 


In the United Kingdom, under the Misuse of Drugs Act 1971, simple pos- 
session of an opiate narcotic is punishable as follows: on summary conviction 
by a maximum of 12 months’ imprisonment or a fine of £400, or both, 
and on indictment, by a maximum of seven years’ imprisonment or a fine 
in the discretion of the court, or both. Under the Dangerous Drugs Acts 
1965 and 1967, which are to be replaced by the Misuse of Drugs Act 1971, 
no distinction is made in respect of maximum penalties between possession 
with intent to supply or traffic and simple possession for use. The maximum 
penalties for all offences, including possession, under the Dangerous Drugs 
Acts 1965 and 1967, are as follows: on indictment, a maximum of ten years’ 
imprisonment or a fine of £1,000, or both, and on summary conviction, 
a maximum of twelve months’ imprisonment or a fine of £250, or both. 


In France, where the offence is illicit use rather than simple possession, the 
penalties are imprisonment from two months to one year or a fine of 500 to 
5,000 francs, or both. In Belgium the maximum penalties for simple posses- 
sion of opiate narcotics are three months to two years’ imprisonment or a 
fine of 1,000 to 10,000 francs, or both. In the Netherlands the maximum 
penalties for all offences, including possession, are four years for wilful 
offences, and otherwise six months or a fine of 3,000 guilders. In Denmark, 
Norway, Sweden and Finland the maximum penalty for possession is im- 
prisonment for two years. In West Germany possession is punishable by a 
maximum of three years. 


In Australia governments have agreed to make simple possession of opiate 
narcotics punishable by a maximum of two years’ imprisonment. 


In New Zealand simple possession is punishable by a maximum of three 
months’ imprisonment. 


See note 9 above. 
The Public Health Act, R.S.A. 1970, c. 294, s. 40. 


The person who is obliged to engage in theft to support his habit must 
steal goods to the value of about three times the price of the drug since 
he is only able to realize about a third of their value on the illicit market. 
It is conservatively estimated that the opiate dependent in the United States 
steals an average of $10,000 worth of goods per year. William H. McGlothlin 
et al., “Alternative Approaches to Opiate Addiction Control: Costs, Benefits 
and Potential,” paper prepared for the U.S. Department of Justice, Bureau 
of Narcotics and Dangerous Drugs, mimeographed, February 1972. It may 
be reasonably assumed that a comparable amount is stolen by opiate 
dependents in Canada each year. In 1964 a parole officer in Vancouver esti- 
mated that the average daily consumption of drugs by an addict would 
cost about $20,000 a year, and that the estimated addict population at that 
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time was probaby involved in theft of goods of an order of $120 million a 
year. (J. F. D. Selkirk [Parole Service Officer, Vancouver, British Columbia], 
“National Parole Board Experimental Release of Drug Addicts,” The 
Canadian Journal of Corrections, January 1964, 6(1): 31.) A study in 
British Columbia a few years ago estimated that twenty-six per cent of an 
Opiate dependent’s time must be spent in illegal pursuits, resulting in an 
illegal income of $2,693 per month. (B. C. Murphy, “Response Measures 
for Assessing the Effectiveness of Training Programs for Delinquent Addicts: 
A Preliminary Report on Validation,” Matsqui, B.C., Canadian Penitentiary 
Service [mimeographed, n.d.].) 


Loi n° 70-1320 du 31 décembre 1970 relative aux mesures sanitaires de lutte 
contre la toxicomanie et a la répression du trafic et de l’usage illicite des 
substances vénéneuses. 


For example, the Mental Health Act of Manitoba, R.S.M. 1970, c. M110, 
s. 2(0). 


Canada, Mental Health Section, Health and Welfare Division, Statistics 
Canada, May 1973. 


See, for example, The Liquor Control Act of Ontario, R.S.O. 1970, c. 249, 
s. 90(4) and section 64A of the Summary Convictions Act of British 
Columbia, as enacted by 1968 Stat. B.C., c. 12 and amended by 1970 Stat. 
Bie. ce. 40. 


For example, The Narcotic Drug Addicts Act of Manitoba, R.S.M. 1970, 
c. N10. 


The description of this project is based on reports by its director, Mr. 
Martin J. Mayer. 


See, for example, The Liquor Control Act of Ontario, R.S.O. 1970, c. 249, 
s. 106a, as enacted by 1971 Stat. Ont., c. 88. 


B. C. Murphy, A Quantitative Test of the Effectiveness of an Experimental 
Treatment Program for Delinquent Opiate Addicts, Department of the 
Solicitor General of Canada, Research Centre Report 4 (Ottawa: Information 
Canada, 1972); C. E. Beech & A. I. Gregersen, “Three Year Follow-Up 
Study—Drug Addiction Clinic, Mimico,” Canadian Journal of Corrections, 
1964, 6(2): 211-224; The Senate of Canada: Proceedings of the Special 
Committee on the Traffic in Narcotic Drugs in Canada, 1955, p. 382; J. C. 
Kramer, “The State Versus the Addict: Uncivil Commitment,” Boston 
University Law Review, 1970, 50(1) : 1-22; R. W. Wood, “Major Federal 
and State Narcotics Programs and Legislation,” Crime and Delinquency, 
January 1970, 16: 36-56; G. E. Vaillant, “The Natural History of Narcotic 
Drug Addiction,” Seminars in Psychiatry, November 1970, 2(4): 486-498; 
J. A. O’Donnell, “The Relapse Rate in Narcotic Addiction: A Critique of 
Follow-Up Studies,” in Narcotics, D. Wilner & G. Kassebaum, eds., (New 
York: McGraw-Hill, 1965), pp. 226-246; B. J. Langenauer & C. L. Bowden, 
“A Follow-Up Study of Narcotics Addicts in the NARA Program,” American 
Journal of Psychiatry, July 1971, 128(1): 73-78. See also Appendix J 
Treatment of Opiate Dependents in Federal Penitentiaries in Canada and 
Appendix L Civil Commitment in California. 


The Senate of Canada: Proceedings of the Special Committee on the Traffic 
in Narcotic Drugs in Canada, 1955, p. 381. 


G. E. Vaillant, “The Natural History of Narcotic Drug Addiction.” Seminars 
in Psychiatry, 1970, 2(4): 486-489. 
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28. Nils Bejerot, Addiction and Society (Springfield, Illinois: C. C. Thomas, 
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31. 
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34 
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36. 
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38. 


1970), pp. 271 ff. 
The Senate of Canada: Proceedings of the Special Committee on the Traffic 
in Narcotic Drugs in Canada, 1955, p. 31. 


Debates, House of Commons, Canada, June 7th, 1961, p. 5984. 
370 U.S. 660 (1962). 


As indicated earlier, French law prohibits illicit use. Use is also an offence 
under Norweigian law. In Belgium, use is an offence if carried out in the 
company of others. 


Narcotics Act 1965, s. 6 provides: “Except pursuant to a licence under this 
Act, or as otherwise permitted by regulations made under this Act, no per- 
son shall procure, receive, store, or have in his possession, or consume, 
smoke, or otherwise use, any narcotic.” . 


1911 Stat. Can., c. 17. 


R.S.C. 1970, c. T-9. 


The Senate of Canada: Proceedings of the Special Committee on the Traffic 
in Narcotic Drugs in Canada, 1955, pp. 412-414. 


For discussion of this possibility see testimony of the Honourable Paul Mar- 
tin, then Minister of National Health and Welfare, and F. P. Varcoe, then 
Deputy Minister of Justice of Canada, in The Senate of Canada: Proceedings 
of the Special Committee on the Traffic in Narcotic Drugs in Canada, 1955, 
pp. 9-10 and 433-434. 


When the smoking of opium was an offence under Canadian law it was held 
that an accused who was found smoking opium, as well as in possession of 
opium for his personal use, could be convicted and sentenced for both 
offences. R. v. Yuen, [1932] 3 D.L.R. 234, 57 C.C.C. 372. Such liability vir- 
tually amounts to double jeopardy. If there were an offence of use in addition 
to one of simple possession there should be legislative provision that an 
accused may be convicted of one, but not both offences, arising out of a single 
set of circumstances. 
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Section VIII 


General Observations Concerning 
Treatment 


We discussed the various approaches to treatment or management of 
the adverse effects of non-medical drug use in considerable detail in our 
Treatment Report. We do not propose in this report to go over all the ground 
that was covered in the previous report nor even to attempt to summarize 
what was said at that time. There are, however, certain matters that require 
further commentary because of their general importance for social policy, 
and in some cases because of developments that “have taken place since the 
Treatment Report. It is also necessary in this report to keep before us a 
realistic appreciation of the general outlook for the treatment of adverse drug 
effects, and in particular for the treatment of drug dependence. An under- 
standing of what we may reasonably expect from treatment has an important 
bearing on the priorities which we assign to other kinds of intervention. 


Some critics of the Treatment Report complained that we were too 
pessimistic about the outlook for treatment. It was certainly not our purpose 
to be unduly pessimistic or to underestimate the efficacy of various methods 
of treatment. It was our purpose, however, to avoid creating unjustified ex- 
pectations for treatment. We believe that more harm can come from exces- 
sive optimism than from excessive pessimism in this area. The obvious 
danger of excessive optimism or exaggerated claims of success is that people 
may be misled into thinking that there is a means of repairing the damage 
if dependence or other serious chronic effects result from experimentation 
with certain drugs. There is reason to believe, for example, that there has been 
widespread misunderstanding that methadone maintenance is a “cure” for 
opiate dependence, when in fact it merely alters the form of such dependence. 
On the whole, we found the outlook for treatment, particularly of drug 
dependence, to be a discouraging one. We felt it essential that this fact be 
clearly presented so that people might appreciate the serious risk of long-term 
problems resulting from experimentation with dependence-producing drugs, 
and so that the importance of efforts at prevention should be placed in proper 
perspective. It was not our intention to disparage or discourage the efforts to 
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improve existing methods of treatment and to discover new and more effec- 
tive ones. We must continue to give those who are engaged in treatment all 
the support they deserve, but at the same time we must have realistic expec- 
tations concerning success and reasonable criteria of progress in this most 
difficult field of activity that is so full of frustrations and disappointments. 
In the long run, such limited expectations and criteria of success will do more 
to encourage treatment personnel to persist with the task than the disillusion- 
ment and abandonment of constructive efforts that so often follows on un- 
realistic expectations and standards. 


In appraising the general outlook for treatment a distinction must, of 
course, be made between the treatment of acute or short-term physical and 
mental effects, and the treatment of dependence: On the whole, available 
treatment methods are able to cope quite effectively with short-term effects, 
and with many of the consequences of chronic drug use. It is in the treatment 
of dependence that the major difficulty lies. The various approaches to the 
treatment or management of dependence include the following: efforts to 
achieve abstinence or “cure”; maintenance, which involves the continuation 
of a form of drug dependence; the use of antagonists or substances which 
block the action of a dependence-producing drug without themselves pro- 
ducing significant dependence; the use of substances which produce an adverse 
or unpleasant reaction when the dependence-producing drug is used; and, 
more recently, the possibility of active immunization against the dependence- 
producing properties of a drug. 


It is generally acknowledged that the various approaches to achieving 
abstinence or cure have a disappointingly low rate of success. Some appear 
to be more successful than others, but the best can only reach a very small 
proportion of the drug-dependent population. Among the most successful has 
been Alcoholics Anonymous in assisting alcoholics to achieve abstinence. For 
one reason or another there has not yet been comparable success with the 
same approach in the treatment of opiate dependence. Former opiate-depend- 
ent persons have been employed to a considerable extent in treatment, but 
they do not appear to have been able to achieve success on anything like the 
scale of Alcoholics Anonymous. If anything, the short-term outlook for the 
cure of ‘speed’ or intravenous amphetamine dependence is even more dis- 
couraging than in the case of opiate dependence, although there are sugges- 
tions that very heavy ‘speed’ use may be a transient phase and some ‘matur- 
ing out’ may occur after a few years with most individuals. Efforts to promote 
abstinence in drug-dependent individuals by long periods of confinement in 
prison or hospital settings have yielded poor results in the long run. The effec- 
tiveness of individual psychotherapy in the treatment of drug dependence 
has not been adequately demonstrated, and in any event, it is prohibitively 
expensive, and there are not enough therapists for the task. Group therapy, 
and in particular the encounter technique of the rigorous therapeutic com- 
munity, has had some encouraging results, but they affect only a comparatively 
small proportion of the drug-dependent population. However, because of the 
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relative importance of this form of treatment among those directed to absti- 
nence or cure, we comment on it in greater detail in subsequent sections, 
There has not yet been a serious effort to achieve the potential of what is 
sometimes referred to as the “one-to-one” approach—the various forms of 
personal support and practical assistance given by a dedicated person to the 
drug-dependent person to help him or her to find a new basis for life. We 
shall have more to say about the importance of this approach in a later sec- 
tion. 


Opiate maintenance, or the substitution of one dependence-producing 
drug for another, is discussed in detail in the following section. The increasing 
recognition that it holds out the best hope for management of opiate depend- 
ence is a reflection of the great difficulty of achieving abstinence or cure. 
Maintenance is generally not spoken of with respect to other forms of drug 
dependence, although there are undoubtedly many cases of persons who have 
become dependent on other drugs, such as the barbiturates, and are main- 
tained on such drugs as a form of medical treatment. Maintenance would 
not appear to be practical as a means of managing amphetamine or ‘speed’ 
dependence because of the difficulty of stabilizing doses at levels which do 
not cause significant disruption of normal physical or mental function. Such 
maintenance was apparently tried at one time in Sweden, with disastrous 
results. Basically, maintenance involves the decision as to whether, on balance, 
there is sufficient benefit to be gained from it to justify the risks necessarily 
involved in making a dependence-producing drug legally available for the 
management of dependence. 


Therapeutic techniques employing the use of antagonists in the treat- 
ment or management of opiate narcotic dependence have not yet been fully 
developed. There are various drawbacks to existing antagonists, often including 
unpleasant side effects and a short duration of action. More adequate antag- 
onists are in various stages of development and testing. It is assumed that 
it will be possible to develop a satisfactory antagonist that can be given 
orally at intervals of several days, or implanted in the body and gradually 
released into the blood stream, providing opiate blockade over a long period 
of time. However, antagonists do not eliminate the craving for opiate narcotics 
in dependent users, nor do they deal effectively with the tension or depression 
from which many users seek relief. Consequently, even if satisfactory antago- 
nists are made available for the management of dependence, they are likely 
to be willingly accepted by only a small proportion of the opiate-depen- 
dent population. As yet there are no generally adequate antagonists for 
the other major drugs of dependence, such as alcohol, barbiturates, ampheta- 
mines and tobacco, although significant research is currently being conducted 
in some of these areas. Antabuse® (disulfiram) does not block alcohol effects, 
but inhibits the use of alcohol by producing very unpleasant toxic interactions 
when the two drugs are taken simultaneously. Although Antabuse®, when 
administered chronically or implanted, reduces alcohol consumption, such 
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treatment is acceptable to only a very small proportion of the alcohol- 
dependent population. 


In our Treatment Report, we recommended that research on the devel- 
opment of an effective antagonist for amphetamines be encouraged. The 
suggestion met with some unfavourable reaction on the ground that because 
of the likely mechanisms of action of amphetamine in the brain, and its simi- 
larity to natural body hormones such as adrenalin, an effective amphetamine 
antagonist would interfere significantly with the normal functioning of the 
nervous system. Although this may be a likely possibility, because of the 
present uncertainty as to the actual mechanisms by which amphetamine 
produces the effects which reinforce or reward its use in humans, we felt 
that the development of a satisfactory antagonist which might reduce am- 
phetamine self-administration could not be ruled out a priori. Since our 
Treatment Report, significant advances have been made in this area. In 
Sweden, a compound is currently being investigated which significantly 
reduces the reinforcing effects of oral and intravenous amphetamine use. 
Available data, although limited, suggest no serious side effects or inter- 
ference with normal physiological and psychological function. For further 
details, the reader is referred to Appendix A.3 Amphetamines and Am- 
phetamine-Like Drugs and Their Effects. 


There is a significant possibility of developing techniques for the active 
immunization of persons against the effects of various drugs. This would 
produce a drug-neutralizing effect similar to that of a chemical antagonist, 
although the effect would result from a different biological process. Em- 
ploying antibodies originally developed for drug analysis (immunoassay), 
active immunization in animals has met with some success in reducing drug 
reaction, but it has not yet been tried in humans. There is the potential draw- 
back, however, that such immunization might be irreversible. In the case of 
opiate narcotics, effective immunization (or long-acting chemical antagonists) 
would likely deprive the treated person of the medical use of opiate narcotics, 
as in the relief of severe pain. With amphetamine immunization, there could 
be complications arising from the similarity between amphetamine, adrenalin, 
and related hormones, as noted above. 


Even if satisfactory techniques were developed for the neutralization or 
blockade of the major dependence-producing drugs, the overall impact of 
such treatment on multiple drug use might be disappointingly limited. The 
number of psychotropic drugs available is vast. Even within general phar- 
macological classes, there is often significant variability in chemical structure 
and in the mechanisms of action of different drugs. Specific antagonists would 
not be uniformly effective against all drugs. Consequently, the elimination of 
the use of one substance might do little more than change the form of 
dependence or the drug used. Taking the antagonist approach to an extreme, 
multi-drug use would ultimately require multi-antagonist treatment, which 
would be clearly impractical. Consequently, it is likely that antagonist treat- 
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ment will be of limited value, except to certain persons seeking this type of 
assistance. 


A significant change in non-medical drug use which may be included 
in a broad concept of “treatment” is elimination or reduction of use brought 
about by recourse to various forms of self-control, inspiration, meditation 
and involvement in other interests. These were discussed to some extent in 
our Treatment Report, in the Appendix entitled Some Other Therapeutic 
Approaches. These approaches, although often strikingly effective in individual 
cases, depend so much on particular circumstances, including the personality 
of the subject and the other persons from whom he derives assistance, that 
it is difficult to generalize about their efficacy. 


Certain pharmacological issues relevant to treatment are discussed further 
in Appendix A The Drugs and Their Effects. 


In conclusion, a word should be said about treatment capacity, or the 
adequacy of existing facilities for treatment in Canada. In our Treatment 
Report we made recommendations for a community-based network of treat- 
ment and rehabilitation services, and in Appendix H Treatment Capacity in 
the Provinces we have attempted to convey some idea of existing facilities 
for methadone maintenance, treatment in therapeutic communities, and treat- 
ment in general and allied special hospitals. It is our overall impression that 
Canada still lacks sufficient treatment facilities of various kinds to meet the 
real and potential need of its drug-affected population. We have not made a 
detailed survey of facilities for the treatment of alcoholism, but there is 
reason to believe that they fall well below the need for such treatment. In 
several cases, reports suggest that existing treatment facilities are operating 
at under-capacity. This would appear to be true, for example, of some of the 
methadone programs and the residential therapeutic communities. In many of 
these cases, however, this is probably due to limitations of staff, or to failure 
to exert sufficient “out-reach” to make patients aware of available treatment 
and to attract them into it. Regardless of physical accommodation, the effec- 
tive capacity of treatment programs is limited by the number of qualified 
staff. There is a need to attract many more persons into the treatment of 
drug-related conditions and to provide the necessary training for them. We 
have further occasion to discuss the need for increased government initiative 
and support in developing treatment facilities and attracting drug-dependent — 
persons into treatment in subsequent sections. 
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Opiate Maintenance 


METHADONE MAINTENANCE 


GROWING SUPPORT FOR METHADONE MAINTENANCE 


Because of the difficulty of curing opiate dependence, there has been 
increasing support for methadone maintenance as the most effective means 
of managing such dependence. Methadone maintenance programs are mul- 
tiplying at a brisk rate, and this treatment approach is receiving an increasing 
measure of official approval and support. In fact, it is fair to say that the 
substitution of methadone for heroin has become the favoured response to 
heroin dependence. 


It seems to be undeniable that methadone maintenance is presently the 
means by which the largest number of heroin dependents can be removed, to 
a significant extent, from dependence on the illicit market in heroin and from 
involvement in drug-related crime. There is considerable variation in the 
results that are claimed for methadone maintenance on various measures of 
success—retention in the program, reduction in illicit drug use, reduction in 
crime, increase in gainful employment, and general social and personal ad- 
justment. The retention rates of 80 per cent and better that are claimed for 
some programs are considerably higher than the general average. Moreover, 
retention rates reflect varying criteria of admission and compliance. Never- 
theless, the poorest rates of success on any of the above measures in metha- 
done programs, given the total numbers who can be beneficially affected, 
would appear to suggest that the total effectiveness of this method of managing 
opiate dependence is superior to other forms of treatment or management. 
As yet there has not been a basis for estimating the potential effectiveness of 
a satisfactory antagonist for opiate narcotics since such antagonists are still 
in the development and testing stage. (See Section VIII General Observations 
Concerning Treatment above and Appendix A.2 Opiate Narcotics and Their 
Effects, “Opiate Narcotic Antagonists”. ) 


Some programs with a drug-free goal, particularly some of the thera- 
peutic communities, do claim success rates which compare favourably to those 
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in methadone maintenance but they are suitable for a much smaller propor- 
tion of addicts, and the results are based on the performance of a highly 
selected population with a particularly good prognosis for this particular form 
of treatment. 


Thus the superiority of methadone maintenance as a means of managing 
opiate dependence lies essentially in the numbers or proportion of the total 
addict population with which it can apparently deal. It must be recognized 
that there is a high rate of dropout from methadone programs (and indeed 
from virtually all other programs as well), in some cases as high as 50 per 
cent,’ and also that there is a significant amount of illicit drug use and unem- 
ployment among those who remain in the programs, but the overall propor- 
tion of those who can be kept substantially out of the illicit heroin market 
and usefully employed is impressive. It is estimated that with adequate facili- 
ties at least 40 per cent of the heroin-dependent population in the United 
States could be stabilized on methadone maintenance.” On the other hand, it 
is felt that therapeutic communities could deal effectively with at the very 
most ten per cent of the total addict population.? 


CONCERNS ABOUT METHADONE MAINTENANCE 


While methadone maintenance has its strong supporters, and they are 
increasing in number, many people have serious misgivings about it and some 
are strongly opposed to it. The most vocal critics are those who favour a 
drug-free goal for treatment, in particular, those who favour the technique of 
the therapeutic community. They contend that it is essential to take the drug- 
dependent person off drugs altogether and not to encourage him in his reli- 
ance on them. They see methadone maintenance as simply catering to the 
desire of the drug user and evading a real solution of his problem. 


There is also a very real concern that while methadone maintenance may 
result in a reduction of drug-related crime and some undermining of the illicit 
market in heroin, it may lead to an overall increase in opiate dependence. 
There is concern that we are creating a legal supply of a new opiate narcotic 
from which there will inevitably be diversion to an illicit market. There is also 
concern that because of the availability of methadone maintenance people 
will be more willing to run the risk of opiate dependence by experimenting 
with heroin or other opiate narcotics, and that once dependent they will be 
less inclined to make the effort to become abstinent. Many fear that metha- 
done maintenance will not displace the use of illicit heroin but will merely 
add to or compound the overall problem of opiate dependence. 


There is no doubt that the increasing availability of methadone for the 
treatment of opiate dependence in withdrawal therapy and maintenance has 
brought problems as well as benefits. There are four primary dangers in con- 
nection with the use of methadone. The first is the danger of making patients 
dependent on methadone when they do not yet have an opiate dependence. 
This can result from failure to make adequate tests for dependence. This 
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danger is greatest when a physician who administers or prescribes methadone 
does not have access to the necessary laboratory facilities for urinalysis. 
Successive daily urinalyses to determine whether heroin is being used daily 
is one, although by no means the only, indicator of heroin dependence. It 
cannot be said, however, that every reasonable precaution is being taken to 
avoid a mistaken diagnosis of dependence if urinalysis is not available. Persons 
who are not yet dependent on opiate narcotics may be made dependent on 
methadone as a result of unwillingness to turn them away when they present 
themselves for treatment. Sometimes the reasoning in such cases is that where 
a person is experimenting with heroin and there is every likelihood that he 
will become dependent it is better to remove him from the illicit market at 
the first opportunity rather than run the risk of losing him for a considerable 
period of time. 


The second danger is the diversion of legal supplies of methadone to an 
illicit market. This danger is greatest where methadone is prescribed instead 
of being administered on the premises under supervision. There has been 
evidence of the creation of an illicit market in methadone and the creation 
of primary methadone dependence through over-prescribing by physicians in 
some areas. There is also concern that the extensive use of methadone main- 
tenance will lead to an illicit market in methadone as a result of a growing 
demand for the drug and the refusal to make it legally available to those who 
are not yet dependent. The reasoning is that if heroin-dependent persons are 
willing to accept methadone in substitution for heroin, the drug can be ex- 
pected to be increasingly sought after by drug users. In this way, it is said, 
making methadone maintenance widely available is likely to increase the 
total clientele for opiate narcotics and the total amount of opiate dependence. 
It is not only introducing another dependence-producing drug but it is making 
it legally available. Thus it is facilitating or encouraging the development of 
opiate dependence. 


The third danger is that experimentation with heroin will be encouraged 
by the erroneous belief that methadone offers a ‘cure’ if heroin dependence 
results. There is concern as to whether drug users understand the full impli- 
cations of methadone maintenance—that it not only produces dependence 
but a dependence that is confirmed and reinforced by regular daily adminis- 
tration. There is an insufficient understanding that methadone maintenance 
itself involves a dependence, albeit one which relieves the opiate dependent 
of the need to seek his drug in the illicit market. People who think of metha- 
done maintenance as a ‘cure’ are very gravely mistaken. It is not a cure but 
a substitution of one dependence for another—a dependence which is as fully 
tenacious as that of heroin and perhaps more. 


The fourth danger is that a heavy reliance on methadone maintenance 
will discourage treatment personnel and patients from pursuing the more 
difficult goal of abstinence or additional goals, like the ones that are pursued 
and often attained through serious therapeutic efforts: a sense of responsi- 
bility, of commitment, of understanding of the self and its limitations and the 
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like. (It is noteworthy, however, that there is increasing evidence in American 
therapeutic communities of resort to methadone maintenance by a certain 
number of the staff and members, although it is not possible to estimate the 
effect of this development on the traditional goals and general effectiveness 
of the therapeutic community.) There is concern that if we commit ourselves 
unreservedly and overeagerly to this method of treatment we may gradually 
abandon our efforts to seek means of effecting cure. As official support con- 
centrates on methadone maintenance, there may be less support available for 
the more expensive approaches to treatment with a drug-free goal. At a time 
when public health costs constitute a very large and increasing proportion of 
government budgets, one of the great attractions of methadone maintenance 
to governments is its relatively low cost. 


There is also concern that we do not know enough about the long-term 
effects of methadone, although it is thought to be unlikely that they will turn 
out to be more harmful than those of heroin. There has also been relatively 
little attempt to determine the effect of methadone on psychomotor functions 
involved in driving or the handling of other machinery. At the present time we 
are allowing persons on methadone maintenance to drive automobiles, operate 
other potentially dangerous machinery, and perform other types of complex 
tasks without adequate assurance that this is a safe or reliable procedure. 
As well, there is little systematic information regarding the interaction of 
methadone with alcohol and other drugs used medically and non-medically. 
The possibility of enhanced behavioural or physiological toxicity is of par- 
ticular concern. 


THE COMMISSION’S POSITION ON METHADONE MAINTENANCE 


In its Treatment Report the Commission expressed cautious support for 
the increased availability of methadone maintenance under suitable controls. 
It acknowledged the criticism of this form of treatment or management of 
opiate dependence, especially from those favouring the therapeutic com- 
munity, as well as its essentially experimental nature, but concluded, “for 
better or for worse, methadone maintenance provides to date the cheapest 
and most effective weapon we have for dealing with large-scale heroin 
dependence,” (p. 30). The controls recommended by the Commission, which 
are also referred to in the present report in Appendix G.1 Methadone Control 
Program of the Government of Canada, consisted essentially in the require- 
ment that, as a general rule, methadone should be administered only by 
physicians affiliated with and acting under the general supervision of an ac- 
credited specialized clinic equipped with the necessary laboratory facilities 
and other ancillary services. 


In view of continuing concern about methadone maintenance and the 
introduction of a control program by the Federal Government the Commis- 
sion has reviewed its position since the Treatment Report. 
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Notwithstanding the concerns expressed above, methadone maintenance 
continues to win support. Its major claims, apart from relative cost, are that 
it can handle large numbers, and it can, in a significant degree, take them 
out of the illicit market and drug-related crime and permit them to function 
in a reasonably effective manner. These are the major social objectives in 
connection with heroin dependence today. In the large urban centres of the 
United States people are more concerned about the increase in crime as a 
result of heroin dependence than they are about the effect of dependence on 
the individual. If they cannot cure the dependence they at least desire to 
reduce drug-related crime. A certain proportion of persons on methadone 
maintenance may still commit crime because of a general pattern of criminal 
behaviour, but they have less reason to commit the crime required to support 
their opiate habit. | 


The danger that a heavy emphasis on methadone maintenance will dis- 
courage efforts to pursue treatment with a drug-free goal is only a matter of 
real concern to the extent that the latter treatment offers a significant chance 
of success. We must not abandon our efforts to effect cure but we must be 
realistic about the present prospects. The experience with treatment goals of 
abstinence has been very discouraging and justifies the generalization that 
heroin dependence is virtually incurable. There are very few documented 
cases of individuals who have remained abstinent after release from imprison- 
ment or civil commitment. While the success rate claimed for therapeutic 
communities is often high, on closer examination the number who respond 
favourably are seen to be a very small proportion of those who originally 
make contact with such communities. A high proportion of those who make 
contact turn away when they realize what is involved. A further high propor- 
tion drop out, or ‘split’, after a short period in the community. The founder 
of Synanon himself expressed the opinion that only about one in ten of those 
who seek help from the community would be benefited by it. As noted pre- 
viously in this section observers have estimated that therapeutic communities 
are not likely to be suitable for more than ten per cent of the opiate- 
dependent population.® Certainly it is essential that a sufficient number of 
them be supported for those who can benefit from them. It is generally agreed, 
however, that they could not make a sufficient impact on the overall problem 
of opiate dependence to remove the need for some other form of manage- 
ment. Moreover, methadone maintenance can always be regarded as a stabiliz- 
ing and transitional measure that enables a person to withdraw from the 
illicit market and drug-related crime and to fashion the elements of a reason- 
ably normal life; it does not preclude the subsequent pursuit of cure, if the 
dependent person feels able to make the necessary effort. As noted above, 
methadone maintenance is in fact being used by members of therapeutic 
communities. 


For these reasons—and despite the very real concerns expressed above 
—we see no alternative but to continue to make methadone maintenance 
available to as many opiate dependents as possible for whom it is appropriate. 
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It must, however, be surrounded by suitable controls to reduce the dangers 
referred to above as much as possible. In view of the introduction of the 
Federal Government’s methadone control program since the publication of 
the Commission’s Treatment Report it is necessary to re-examine the question 
of control. 

Before dealing with this subject we wish to emphasize again that the 
potential of antagonists as a means of managing opiate dependence has not 
yet been developed, although there are promising indications, and the con- 
centration in the foregoing discussion on methadone maintenance and the 
therapeutic community is not intended to suggest that in the long-term the 
options are necessarily confined to these two forms of treatment or manage- 
ment. 


THE METHADONE CONTROL PROGRAM OF THE FEDERAL GOVERNMENT 


The methadone control program introduced by the Federal Government 
in 1972 following the recommendations of a Special Joint Committee on 
Methadone established by the former Food and Drug Directorate of the 
Department of National Health and Welfare and the Canadian Medical As- 
sociation, as well as the recommendations of this Commission in its Treatment 
Report, are described in detail in Appendix G.1 entitled Methadone Control 
Program of the Government of Canada. There reference is made to the abuses 
which gave rise to governmental concern, the recommendations of the Special 
Joint Committee, the recommendations of the Commission, the announcement 
of the proposed methadone control policy by the Minister of National Health 
and Welfare, the new Narcotic Control Regulations respecting the use of 
methadone, the policy guidelines developed by the Health Protection Branch 
of the Department of National Health and Welfare, the manner in which the 
new control policy has been implemented, the number of specialized treat- 
ment units approved, and the number of physicians, both affiliated with such 
units and unaffiliated, who were authorized as of November 1972, to use 
methadone in maintenance and withdrawal therapy or in withdrawal therapy 
only. 


What emerges from a consideration of these developments is that the 
Federal Government has had to try to reconcile two objectives: the need to 
make methadone sufficiently available in Canada for the treatment of opiate 
dependence, and the need to surround it with sufficient control to reduce the 
dangers of abuse or misuse as much as possible—in particular, the danger 
that persons who are not yet dependent will be introduced to opiate depend- 
ence through methadone, the danger of diversion to an illicit market through 
“prescription shopping” or over-prescribing, and the danger that the opiate 
dependent’s problem may be aggravated by inadequate administration and 
failure to monitor illicit drug use. 


At the present time there is a conflict between the need to make metha- 
done sufficiently available to meet the requirements of the opiate-dependent 
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population and the need to surround its availability with all reasonable con- 
trols. Although the idea of assuring effective controls and good medical prac- 
tice in the use of methadone through a system of accredited clinics or special- 
ized treatment units with which private physicians must be affiliated is a good 
one in theory, it has encountered certain practical difficulties. There has been 
a significant increase in the number of special treatment units suitable for 
accreditation but there are not yet enough to make such a system workable at 
the present time. (See Appendix G.1 Methadone Control Program of the 
Government of Canada.) There are not sufficient organized and fully-equipped 
methadone programs in Canada today to make it feasible to restrict the use of 
methadone to physicians who are able to establish an affiliation with an 
accredited treatment program. There are too many localities that would not 
be adequately served if that rule were enforced today. Nor apparently has it 
been considered practicable to restrict its use to physicians who have access to 
the necessary facilities for urinalysis nor to insist that methadone be adminis- 
tered under supervision and only prescribed in the most expectional cir- 
cumstances. 


In effect, the Federal Government has had to abandon, at least tempo- 
rarily, the idea of a control system based on accredited treatment units or 
programs and settle for a system which gives it a closer monitoring control 
over physicians. It is highly doubtful if the policy which has been implemented 
can meet the control objectives of a safe and effective use of methadone which 
were originally announced. An effective system of controls requires adequate 
laboratory facilities to confirm opiate dependence and to monitor the use of 
illicit drugs, administration under supervision as opposed to ordinary prescrip- 
tion, and the necessary resources for follow-up and evaluation. There is no 
particular magic in the notion of a specialized clinic or treatment unit; the 
necessary facilities can exist or be accessible to physicians outside of such a 
clinic or unit; but they will generally only be available within an organized 
program. 


JURISDICTIONAL ISSUES 


The Federal Government feels that it is under some constitutional re- 
straint. (See Appendix F.1 The Constitutional Framework for a general dis- 
cussion of the distribution of legislative jurisdiction with respect to non- 
medical drug use.) It clearly has the jurisdiction, in virtue of its criminal 
law power, to restrict the availability of harmful substances and to impose 
conditions upon their use, but it does not have a general jurisdiction to esta- 
blish and regulate treatment facilities outside of the criminal law system and 
other specific areas of federal constitutional responsibility, such as the armed 
forces, immigration, and Indian affairs. As indicated in Appendix F.1, the gen- 
eral jurisdiction with respect to health services is provincial, and there is a 
serious doubt, for reasons of constitutional policy, whether the Federal Gov- 
ernment could successfully invoke its general power under the “Peace, Order 
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and Good Government” clause as a basis for the delivery of treatment services 
in the field of non-medical drug use, even if it were politically prepared to 
do so. In the present constitutional climate of Canada, with the strong provin- 
cial insistence on jurisdiction with respect to matters of health and social 
welfare, it is unlikely that such an initiative would appear desirable or feasible. 
The provision of facilities for the treatment of opiate dependence and other 
adverse effects of non-medical drug use would involve an incursion of a com- 
prehensive nature into the complex field of health and social welfare services. 
The proper treatment of heroin dependence involves much more than simply 
making drugs available. It involves a whole network of services, including 
institutions and professional personnel over which the provinces have regu- 
latory jurisdiction. 


The Federal Government could consider providing the necessary facilities 
to make methadone available under properly controlled conditions. Its right 
to impose various conditions upon the distribution of dangerous substances 
would appear to include the right to provide that such substances will not be 
available except through government owned or sponsored facilities. But there 
is a difference between mere distribution and treatment, which is what is 
involved in the use of methadone in maintenance or withdrawal therapy. The 
latter is not simply the distribution of a dangerous substance but the delivery 
of a health service. | 


Another important consideration in connection with a federal attempt 
to regulate the use of a drug by physicians is that while the Federal Govern- 
ment may validly impose conditions upon the use of a drug, the general juris- 
diction to regulate the practice of medicine is provincial. In regulating the 
distribution of drugs by physicians the Federal Government does come very 
close at times to regulation of the practice of medicine. It is one thing, from 
a policy point of view, to say that a particular drug shall not be available for 
use by any physician, as in the case of thalidomide. It is another thing to say, 
as in the case of methadone, that only physicians specially authorized by the 
Federal Government shall have a right to use it. When the Federal Govern- 
ment imposes conditions upon a physician’s right to use a certain drug, in the 
exercise of its jurisdiction to restrict the availability of harmful substances, 
it does not usurp the provincial jurisdiction to regulate the practice of medi- 
cine.® But the control contemplated by the new federal methadone regulations 
involves a judgment on the professional competence and responsibility of 
individual physicians. Moreover, the federal approval of specialized treatment 
units and the authorization of physicians necessarily involve a consideration 
of the manner in which methadone is to be used as a matter of good medical 
practice. (The Guidelines referred to in Appendix G.1 contained clear sug- 
gestions in this regard.) 


Nonetheless, once it is conceded, as it must be, that the Federal Govern- 
ment has jurisdiction to prescribe the conditions upon which a certain drug 
may be made available for use by physicians, there would seem to be no limit 
to the nature of the conditions that can be imposed so long as they are genu- 
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inely related to a concern with the availability and use of a dangerous sub- 
stance and not to the assumption of a regulatory jurisdiction over a course of 
treatment in the interests of a certain theory of treatment efficacy. 


Of course, there may be a close relationship in practice between the two 
concerns—protection of the patient from harm and treatment efficacy—and 
it may often be difficult, if not impossible, to draw the line between them. 
Clearly, a requirement that there be proof of opiate dependence before metha- 
done is used relates to a bona fide concern for the harm that may be caused 
by a dangerous substance. On the other hand, a requirement that there be 
certain ancillary services for purposes of follow-up and social rehabilitation 
may appear to go beyond issues of safety into questions of treatment efficacy. 
Yet even such questions can be seen as part of a general concern to limit the 
use of methadone to the extent that is absolutely necessary. Thus there would 
not appear to be a serious basis for challenging federal jurisdiction to enter 
into details of treatment as conditions upon which a particular drug will be 
made available. 


The decision to pass upon the qualifications of individual physicians to 
administer methadone could involve the Federal Government in some awk- 
wardness with the medical profession and the provincial governing bodies. 
In fact, as indicated in Appendix G.1 Methadone Control Program of the 
Government of Canada, the Drug Advisory Bureau consults with relevant 
provincial bodies, the Methadone Advisory Committee is representative of 
the interests of the medical profession, and the Department had not, as of 
November 1972, refused any application for authorization, although some 
temporary authorizations were withdrawn during the summer of 1972 by 
agreement between the Bureau and physicians. The federal policy appears to 
be to encourage the adoption of satisfactory standards and practices but to 
refuse or withdraw the right to use methadone only in cases of clear abuse, 
and even then, the withdrawal of the right has been brought about by negotia- 
tion. This reflects the concern which the federal authorities feel about 
effective interference with the right to practice medicine, even as a necessary 
incident of their clear jurisdiction to control the availability of harmful 
substances. The monitoring of methadone prescription by the Bureau of 
Dangerous Drugs is only calculated to detect cases of extreme abuse. It 
cannot monitor good medical practice in the use of methadone. If there were 
to be a more confident and rigourous evaluation of professional competence 
or experience in the use of methadone, to meet generally accepted criteria 
of good medical practice in this area, it would have to be exercised by 
provincial authorities, or at least by some federal-provincial cooperative 
mechanism. 


COMMENTARY ON THE FEDERAL CONTROL PROGRAM 


As indicated in Appendix G.1, the federal methadone control program 
started out with a firm affirmation of and commitment to the requirement of 
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affiliation with a specialized treatment unit, but it has had to adjust, at least 
as an interim measure, to certain operational realities. 


As we say above, there is no magic in a requirement of affiliation with 
an approved treatment unit or program. It is a means, however, of assuring 
good medical practice in the use of methadone since such practice cannot be 
assured simply by a review of prescription records. This was the thinking 
behind the Commission’s recommendation of the requirement of affiliation in 
its Treatment Report, and presumably it was also the thinking behind the 
recommendations of the Special Joint Committee, which expressed the view 
that methadone therapy should only be carried out as a general rule within 
specialized treatment programs. (See Appendix G.1.) Physicians who are 
not affiliated with such a program may be capable of good medical practice 
in the use of methadone, but in our opinion they are not adequately equipped 
for such purpose unless they have access to the necessary laboratory facilities 
to confirm dependence and monitor illicit drug use, and have the necessary 
training and specialized clinical experience and also probably, unless they 
have the support of the necessary ancillary services to supervise and assist the 
social rehabilitation of the patient. Specialized programs may also lack these 
facilities but they are more likely to be able to provide for them. Such pro- 
grams may also be guilty of poor medical practice in the use of methadone, 
but with their specialized personnel and facilities they should be less exposed 
to this possibility. 


One thing that emerges very clearly from a consideration of our 
experience with treatment so far is the necessity of adequate after-care and 
follow-up to assist the patient to establish a new pattern of life. Methadone 
maintenance which consists simply of the daily dispensing of drugs may do 
some good but it is not sufficient. The individual must find satisfactory 
employment and establish new relationships. Proper treatment requires 
follow-up over a long period by people who care and who can devote the 
necessary effort to solving the practical problems involved in the restructuring 
of a life. Virtually all treatment today suffers fom a lack of sufficient follow-up 
with the problems of social reintegration. There is a great need for enough 
trained personnel to assist in this task and for a receptive attitude on the part 
of society. 

There is some contention that methadone maintenance will be effective 
even without ancillary services if the goal is simply to remove a person from 
dependence on the illicit market and drug-related crime, but help in putting 
together the elements of a stable life would seem to be essential to ensure 
against relapse into the life of the criminal addict through attraction of the 
old associations, if not the illicit drug, and also to lay the basis for the 
possibility of cure. 


In addition to these ancillary services directed to social rehabilitation, 
there is also a need for a research and evaluation component in methadone 
programs. We are in need of further research information in numerous areas, 
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such as the determination of optimal doses, maintenance side effects (in- 
cluding changes in intellectual functioning and psychomotor skills), inter- 
actions with other drugs, and the treatment potential of longer-acting metha- 
done derivatives. At least some of this research would best be conducted in 
a clinical setting, or in a clinically-associated experimental program. Facili- 
ties for adequate research and evaluation are most likely to be available to 
an organized and properly equipped clinical program. 


Despite differences in opinion on the necessity or even the desirability 
of urinalysis to confirm dependence and to monitor illicit drug use, we are 
still firmly of the view that it is essenial in order to minimize the risks of 
creating dependence where none yet exists and of aggravating opiate depen- 
dence by allowing methadone to be a convenient adjunct to heroin de- 
pendence. Once again, it appears to be clear that many physicians are unlikely 
to have immediate access to the necessary laboratory facilities unless they 
are affiliated with an accredited treatment program. Although the omission 
of a requirement of urinalysis by the Federal Government in the implemen- 
tation of its program may have seemed justified on grounds of temporary 
practical necessity—that an insistence on it would severely reduce the 
availability of methadone maintenance at the present time—we do not think 
it can be justified as a permanent policy. It is noteworthy that the most 
experienced special programs in the country regard urinalysis as essential. 


Furthermore, as noted in Appendix A.2 Opiate Narcotics and Their 
Effects, extremely simple techniques are available for the preliminary extrac- 
tion of urine on ion-exchange paper, which obviates the need for immediate 
access to chemical analysis facilities. After the extraction (which requires only 
the most rudimentary personnel training and supplies) the dried paper can be 
taken or mailed to a central laboratory for routine urinalysis. The transpor- 
tation of actual urine samples is totally unnecessary. If medical support staff 
were instructed in the application of this simple procedure, and appropriate 
central analytic services were provided (either on a provincial or federal 
basis), urinalysis would not present a significant practical problem for the 
individual clinician, regardless of his location and affiliations. 


In many methadone maintenance programs in North America, patients 
are required to urinate while under direct observation. We do not feel that 
this humiliating practice is appropriate or necessary. Accurate urine tem- 
perature measures, taken immediately after urination in privacy, would likely 
detect any attempt by the patient to substitute another sample for his own, 
and such measures should be taken routinely. 


To reduce the dangers of “prescription shopping” and diversion to an 
illicit market, as well as eliminating the opportunity for the patient to reduce 
or avoid the prescribed dose (e.g., to facilitate the effects of illicit heroin 
use), the administration of methadone should be under supervision. 


For those cases where it is necessary because of distance or other com- 
pelling reason to provide the patient with a prescription, pharmacists should 
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be requested to directly supervise its administration on the premises. Where, 
in exceptional cases it is necessary to send a supply to a remote location, 
such as a logging camp, a responsible person in such location should be asked 
to directly supervise administration. There would undoubtedly be some prac- 
tical problems to be solved before a decentralized pharmacy-based metha- 
done administration system could be put into general operation. Some phar- 
macists might object to such a program, and may prefer not to be involved 
in routine supervision of methadone administration to heroin addicts in their 
stores. If daily urine samples were required of patients, as well as daily super- 
vised drug administration, it would be greatly advantageous to have both 
functions performed at the same location. Consequently, in order for a 
pharmacy-based distribution system to be an improvement on the central 
clinic approach, it would also be necessary for the pharmacist to be respon- 
sible for obtaining urine samples on the premises. This added responsibility 
could conceivably lead to significant staff and space problems in certain 
pharmacies. 


There are clear indications that the potential problems inherent in a 
pharmacy-based methadone administration and urine collection system are 
not insurmountable, and that solutions can often be facilitated at the local 
community level. Such a system has been in practice on a small scale in Ed- 
monton for over a year. This program, involving six volunteer pharmacies, 
is no longer considered a temporary or experimental treatment component, 
but a regular part of the services available in that community. All patients 
must initially attend the central clinic routinely, but if sufficient progress is 
demonstrated, certain individuals are allowed the option of obtaining and con- 
suming methadone under supervision at certain designated local pharmacies. 
In some instances, pharmacists take urine samples, as well. Other similar 
programs are in operation in the United States. 


It would appear that generally where methadone is administered for 
maintenance rather than withdrawal therapy it should be administered at 
sufficiently high doses to block the effects of heroin; otherwise it may simply 
make it easier for the opiate dependent to maintain his habit in the illicit 
market by supplementing his supply of heroin and removing some of the 
pressure of “hustling”. Erratic dose administration may aggravate a problem 
of opiate dependence by facilitating rather than eliminating the continued 
use of heroin. However, some flexibility should remain in the selection of 
dose at the clinical level, since we do not yet have adequate information 
for establishing the optimal dose to be employed. There is currently con- 
siderable controversy in this area, and further research is clearly needed. 
(See Appendix A.2 Opiate Narcotics and Their Effects, for a summary of 
methadone pharmacology.) 


Longer acting derivatives of methadone, which extend the “coverage” 
to two days or more, are currently being developed and tested. Such com- 
pounds would significantly reduce the expense and inconvenience of super- 
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vised administration. However, certain problems remain to be solved, and 
it seems unlikely that methadone itself will be replaced in routine mainte- 
nance in the immediate future. 


RESPONSIBILITY FOR ESTABLISHING THE NECESSARY TREATMENT CAPACITY 


Since the introduction of the Federal Government’s Methadone Control 
Program there has been a significant increase in the number of organized 
methadone treatment programs (see Appendix G.1 Methadone Control 
Program of the Government of Canada), but there does not appear to be 
sufficient capacity, with suitable controls, to meet the potential demand for 
such treatment in the country (see Appendix H Treatment Capacity in the 
Provinces). 


It is impossible to determine from the records of the Drug Advisory 
Bureau whether there is sufficient capacity in the country as a whole to 
meet the real need for methadone maintenance. To do this it would be 
necessary to know the potential capacity of each approved treatment unit, as 
well as the capacity of authorized physicians, in relation to the estimated popu- 
lation of opiate dependents in their area. There are too many unknowns. 
Methadone programs in Canada do not maintain waiting lists as they do in 
the United States. They do not report the extent to which they are obliged 
to refuse applicants who meet their criteria for admission. It is a safe assump- 
tion, however, that the potential demand for methadone maintenance by 
qualified applicants exceeds by several times the number who are presently 
being treated in this way. 


Apart from the question of capacity, however, we are obviously not 
yet beginning to approach the potential for the use of methadone maintenance 
in the management of opiate dependence. Opinions vary as to the proportion 
of the opiate dependent population that could be effectively treated with 
methadone maintenance. Some are considerably more optimistic than others. 
As indicated earlier in this Section a conservative estimate in the United 
States is that about 40 per cent of heroin dependents who are not incarcerated 
or in other forms of treatment could be persuaded to respond to methadone 
maintenance programs with reasonably strict controls.’ There appears to be 
a general consensus that methadone maintenance is likely to be acceptable 
to four or five times as many heroin dependents as therapeutic communities. 
It is estimated that at the end of 1971 in the United States there were 40,000 
heroin dependents in methadone maintenance programs and 8,000 in thera- 
peutic communities out of a total estimated population of 375,000 opiate 
dependents.® 


In Canada, we estimate that there are less than 1,500 opiate dependents 
in methadone maintenance. The capacity of all programs is severely restricted 
by limitations of staff and financial resources. The two oldest and most 
experienced programs in the country, the Narcotic Addiction Foundation of 
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British Columbia and the Addiction Research Foundation in Ontario, accom- 
modate between them not more than 500 regular patients on methadone main- 
tenance. 


We have an impression that there is not yet a firm, governmental com- 
mitment to development of the capacity required to meet the potential demand 
for methadone maintenance in Canada. This lack of initiative and support 
to some extent reflects the misgivings which are still felt by many treatment 
professionals concerning this form of opiate dependence management— 
misgivings which have been referred to above—but it would also appear to 
reflect concerns of a jurisdictional and financial nature. 


The Federal Government takes the position that it cannot assume the 
initiative for the creation of treatment facilities; that this is a matter of 
provincial responsibility. It can, however, assume a good deal of initiative, 
in consultation with the provinces, to encourage the development of new 
facilities and to participate in the financing of them. The provinces, on the 
whole, appear somewhat apathetic about establishing the necessary facilities 
for the treatment of drug dependence. This can be explained in part by un- 
certainty as to whether there is any form of treatment worth supporting. It is 
no doubt also due in substantial measure to concern about the cost. 


It might appear more prudent to take the view that we should still regard 
this form of treatment as in the experimental stage, but there is a real danger 
in the present lack of certainty and full-bodied commitment. We should 
always adopt an experimental approach to methadone maintenance (as to 
other forms of treatment), in the sense that it should be accompanied by 
research and evaluation, but there should be a firm commitment now to make 
it as fully available as possible under proper controls. There is no virtue in a 
half-hearted policy. Such a policy may rescue a small percentage of opiate 
dependents from the illicit market but it cannot have a significant impact on 
the overall problem. So long as we are administering methadone to hundreds 
of patients we have passed the experimental or tentative stage. There is no 
good reason not to go all the way. There are definite dangers in a policy of 
legal availability of opiate narcotics, but once embarked upon it we should 
do what is necessary to obtain the maximum advantage from it. We should 
create the capacity and the outreach that will draw as many heroin dependent 
persons into it as possible. 


If methadone maintenance is to be made available under properly con- 
trolled conditions and at a reasonable cost to the addict it must receive the 
financial support of government. The provincial governments have the primary 
responsibility for assuring these conditions of availability, although they 
may well call on the Federal Government for assistance. But someone has 
to assume responsibility for seeing that there is a proper program wherever 
it is needed. 


We believe that the necessary government initiative must be taken to 
make it possible for all physicians authorized to use methadone to be 
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affiliated with an organized program having the necessary specialized staff, 
laboratory equipment and ancillary services. We see grave risks in allowing 
the development of methadone maintenance through administration by private 
physicians without a control system based on affiliation with clinics that are 
adequately staffed and equipped. The experience of other countries, such 
as Great Britain and Sweden, is that if maintenance is left to private 
physicians there is a serious danger of abuses resulting in epidemic spread 
of use. We therefore strongly recommend that there be the necessary federal- 
provincial cooperation to establish the clinics or treatment units required to 
assure that methadone maintenance can be made available under properly 
controlled conditions to as many heroin addicts in Canada as possible. What 
is required is a national system of clinics or treatment units with a coordinated 
approach to monitoring and information exchange to prevent “prescription 
shopping” or “double doctoring”. 


Despite all efforts it may not be reasonably possible because of the wide- 
spread areas which must be served to require affiliation of all physicians, but 
at the very least the government should require evidence, as a condition of 
authorization, that a physician has made reasonable efforts to establish 
affiliation or that it is practically impossible for him to do so. 


MONITORING OF METHADONE PATIENTS 


Certain practical, ethical and legal questions arise in considering the 
mechanics of an effective national methadone monitoring system. It is well 
known that many heroin users are unwilling to identify themselves to medical 
authorities for fear of subsequent legal repercussions. Consequently, a signi- 
ficant number of such individuals register for methadone maintenance under 
pseudonyms; this practice is acknowledged by many clinicians involved in 
methadone maintenance and is usually not considered cause for serious con- 
cern from the treatment standpoint. Many clinicians feel that stressing posi- 
tive personal identification early in treatment, or requiring it as a prerequisite 
to acceptance in a program, often impedes therapeutic progress and would 
likely deter many heroin users from accepting methadone maintenance. 
However, effective monitoring obviously requires an accurate system of 
identification to prevent an individual from obtaining methadone from more 
than one source. 


Prescription and other authorized use of methadone is currently moni- 
tored by the Bureau of Dangerous Drugs, and, consequently, associated 
information is potentially available to law enforcement authorities. We feel 
that in light of the incriminating nature of the personal information collec- 
tion inherent in the methadone monitoring process, such data should not be 
accessible to law enforcement officials unless some specific infraction of the 
methadone control regulations is involved. Such data should not be used for 
identifying, for law enforcement purposes, persons who are or have been 
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users of illegal drugs, such as heroin. We feel that methadone prescription 
monitoring must be conducted by a regulatory body which is separate from 
law enforcement. If some infraction of prescription or program registration 
regulations is detected, the monitoring body should have the option of rec- 
tifying the problem through treatment channels, if strict legal action is not 
considered by them to be necessary or appropriate. Furthermore, pharmacists 
should be prohibited from releasing identifying information to anyone but 
the designated monitoring authorities. The responsibility for initial identifica- 
tion of the patient must rest with the medical authorities conducting the 
clinical program. As we have suggested elsewhere in this report, effective 
monitoring of medical use of all prescription drugs would be facilitated by 
the inclusion of the patient’s social insurance number and the physician’s 
registration number on the prescription. 


The United States Special Action Office for Drug Abuse Prevention 
(SAODAP) has proposed a “Unique Identification System”, based on a com- 
puterized footprint analysis and centralized data bank, which allows positive 
detection of duplicate registration in methadone maintenance programs with- 
out personal identification of the patient. Each person, when he enters a 
methadone program, provides a footprint sample, and is assigned an arbitrary 
identification number. Registration in different programs is detected if a 
second footprint sample from the same individual is submitted to the cen- 
tral clearinghouse. Individuals are never personally identified in these gov- 
ernment records. This system is currently on limited experimental trial in 
Washington, D.C. and some surrounding areas, and is reportedly function- 
ing satisfactorily. We do not recommend this system for Canada at this time, 
but do suggest that the development of the program in the U.S. be carefully 
observed. This system should be reconsidered at a later date if there is suffi- 
cient change in the present heroin and methadone situation in this country. 


RELATIONSHIP OF METHADONE MAINTENANCE 
TO OTHER TREATMENT PROGRAMS 


Concern for the individual—and for the effect on others of a steadily 
increasing opiate-dependent population—demands that we persist with our 
efforts to find effective means of achieving cure. Most observers feel that the 
path to success lies along the lines of a multi-modal approach in which 
methadone maintenance is only one of several approaches. In this multi-modal 
approach, designed to help the patient to find the way that is most con- 
genial to him, methadone maintenance can play a stabilizing and transitional 
role. It can take the pressure and stress of living in the illicit market off the 
drug user, and give him the opportunity to begin to try to reorganize his life, 
to find work, to build new relationships, and generally to recover a new sense 
of self-worth. Thus stabilized and supported, the individual may then be more 
amenable to other approaches directed to helping him to give up drug 
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altogether. Many will argue that it is illusory to think you can move towards a 
drug-free goal by starting off with methadone maintenance since this reinforces 
the reliance on drugs. So long as the individual can obtain the drug at little 
inconvenience and no cost he is not going to think seriously about giving up 
drugs. The answer to this may be that the individual cannot have very prom- 
ising prospects for cure until some relief of stress and some relative stability 
have been introduced into his life. 


HEROIN MAINTENANCE 


If methadone maintenance is to be generally available, the question 
that inevitably arises is, why not heroin maintenance? In approving meth- 
adone maintenance we have approved a policy of legal availability of an 
opiate narcotic for maintenance purposes. Why not, then, heroin main- 
tenance as well? 


There are reasons why methadone maintenance is preferred to heroin 
maintenance: the fact that it is longer-acting, produces less euphoria and is 
effective when administered orally. All of these are thought to make it 
more compatible with normal functioning. It has not been proved in con- 
trolled tests that persons can function more effectively on oral methadone 
than on intravenous heroin, but this is the assumption of those who favour 
methadone, and it is a reasonable inference from the fact that methadone 
requires less frequent administration and produces less peak psychotropic 
effect. 


Many physicians are strongly opposed to the intravenous administration 
of a drug if it can be avoided because it is regarded as a potentially danger- 
ous procedure. Opponents of heroin maintenance point out that after a time 
it can become very difficult to find suitable places in the body for intra- 
venous administration. They also stress the difficulty of establishing and 
stabilizing the dose level required to keep the dependent person out of the 
illicit market. Tolerance develops to heroin much more readily than to 
methadone. Finally, there is the difficulty of detecting the illicit use of 
heroin under heroin maintenance. 


There can be little doubt, however, that fewer opiate dependents can 
be reached with methadone maintenance than could be reached with 
heroin maintenance. An American authority has estimated that about twice 
as many would respond to heroin maintenance.} 


While the movement in Great Britain has been away from heroin 
maintenance towards methadone maintenance (although the extent to which 
methadone is administered intravenously removes much of the significance of 
the change), heroin maintenance is still used to attract into treatment opiate- 
dependent persons who will not accept methadone. (See Appendix G.2 
Some Aspects of the “British System”.) The reasoning is that once the clinics 
have made effective contact with such persons, they can be more easily 
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persuaded to go onto methadone, or even to attempt abstinence. This was 
the reasoning behind our recommendation in the Treatment Report that 
heroin maintenance be permitted on a controlled, experimental basis, as a 
treatment adjunct to be used in exceptional cases. After expressing certain 
misgivings and degrees of support for this proposal among the members. of 
the Commission, we said: “On balance, however, we believe that the avail- 
ability of heroin maintenance will increase the capacity of the overall treat- 
ment process to win patients from the illicit market and for this reason it is 
a justified experiment.” [P. 22.] 


The Canadian Medical Association and the Federal Government 
expressed themselves as opposed to the proposal, although their rejection was 
not accompanied by any particular attempt to articulate reasons. This deep- 
seated, and almost instinctive, opposition becomes increasingly difficult to 
reconcile with the growing official commitment to the alternative policy of 
legal availability of opiate narcotics in the form of methadone maintenance. 
It may be that one of the unspoken reasons for opposition to the proposal 
of a controlled experiment with heroin maintenance is that it will attract 
American addicts into Canada, in much the same way as Canadian addicts 
were attracted to Great Britain by the “British system” in the 1960s. This 
need not be the case if suitable controls are exercised. With the greatest 
respect for those who rejected our proposal we reaffirm our belief that it 
would be a useful experiment under the controlled condition specified in the 
Treatment Report as follows: 


As in the case of methadone maintenance we believe that heroin 
should be administered only by physicians accredited to specially authorized 
treatment centres, and then only after a panel of three physicians in the 
centre have approved such administration. It should be administered on 
the premises, and the patient should be required to remain on the premises 
until he is judged fit to leave. [P. 21.] 


A similar experiment in heroin maintenance has been advocated by the 
Vera Institute of Justice in New York. The following are selected passages 
from a summary of its proposal entitled “Heroin Research and Treatment 
Program” (1972): 


. .. the proposed experimental program would test a new treatment approach 
for addicts who have failed on methadone.... 


. . . It would not involve prolonged heroin maintenance. What is being 
proposed is an experiment where heroin would be used for limited periods 
of time in order to attract, retain and stabilize patients who would sub- 
sequently be transferred within one year to treatment such as methadone 
maintenance, abstinence, or a narcotic antagonist (naloxone or cycla- 
zocine)..... 


. .. In contrast to the British system, all heroin used in the program would 
be administered within the clinic under close supervision to prevent its sale 
or diversion... 2” 
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One of the research objectives of the program would be “to compare 
the effectiveness of a treatment program that employs heroin (in combination 
with injectible methadone) as a treatment drug with a methadone main- 
tenance program”.’ Up to now there have not been any published studies in 
Great Britain (where there is a natural laboratory for such purposes) of the 
comparative effects of heroin and methadone maintenance on the capacity 
to function in a socially acceptable manner, although there are some studies 
presently in progress. The reason for the lack of such studies in Great 
Britain may well be the heavy reliance on intravenous rather than oral 
methadone. 


At the time of writing this report the Vera Institute of Justice had not 
yet been able to obtain the necessary approvals for its proposed experiment 
frony federal and state regulatory agencies. 


For the present, our recommendation is not that heroin maintenance 
be made as generally available as methadone maintenance, but that it be 
something which approved treatment units should be able to resort to as a 
transitional measure to attract from the illicit market opiate dependents who 
will not respond to methadone. 


The controlled experiment with heroin maintenance would be directed 
to its use as a last resort in selected difficult cases when every reasonable 
effort has been made to withdraw the addict from the illicit market by other 
means. 
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The Therapeutic Community 


In discussing the role of methadone maintenance, reference has been 
made to the therapeutic community as the approach which stands most 
strongly today for treatment with a drug-free goal. Because of the importance 
which the therapeutic community has assumed in the debate concerning the 
proper approach to treatment, some further observations on this approach 
are appropriate. There have been, and there continue to be, strong differ- 
ences of view between those who favour the therapeutic community and those 
who favour other approaches to treatment or management, in particular, 
methadone maintenance. 


We examined the therapeutic community in some detail in our Treat- 
ment Report, and while we indicated certain limitations and cited some 
critical appraisal, we came, generally speaking, to favourable conclusions. We 
recommended that the Federal Government encourage the development of 
this form of treatment as “one option available in any national multi-modal 
drug-dependence program’’. We did not, as some have suggested, take the view 
that the therapeutic community was the preferred form of treatment in all 
cases of drug dependence. In the case of opiate dependence we expressed the 
view that methadone maintenance “provides to date the cheapest and most 
effective weapon we have for dealing with large-scale heroin dependence”. 
In the case of dependence on the intravenous use of amphetamine or ‘speed’, 
however, we expressed the opinion that “Small therapeutic communities, 
restricted to speed users, offer the best hope for successful treatment and 
rehabilitation’. 


Since our Treatment Report there have been some critical appraisals 
of the therapeutic community that have tended to emphasize the limited 
nature of its role in the treatment of drug dependence. In a report prepared 
for the Bureau of Narcotics and Dangerous Drugs of the U.S. Department 
of Justice, McGlothlin and his associates stated that: 


Even if therapeutic communities were made widely available, admission 
requirements reduced, and no competing treatments existed, it is doubtful 
if more than 10 per cent of the addict population could be maintained in 
this modality.* 
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The Consumers Union report on Licit and Illicit Drugs was even more 
critical, suggesting that support for the therapeutic community had been 
positively misleading, and had given people false expectations as to the 
possibilities of cure.? The Ford Foundation report Dealing with Drug Abuse 
suggested that “it would be surprising if careful evaluation showed that more 
than five per cent of those who come into contact with the [therapeutic 
community] are enabled to lead a reasonably drug-free, socially productive 
life.”* As so often in these areas of uncertainty and controversy, there has 
been something of action and reaction. 


Everyone is agreed that a major difficulty in coming to sound conclusions 
about the therapeutic community is that there is very little reliable data on 
which to base evaluation. Generally speaking, therapeutic communities have 
not encouraged such evaluation. They tend, understandably enough, to 
emphasize the total numbers who remain drug-free for a reasonable period 
of time, rather than the comparatively small proportion of the drug-dependent 
population who are attracted to the therapeutic community in the first 
instance and the large proportion of those who drop out of the program or 
“split” after a short time. In a field in which it is so difficult to effect cure, 
any cures are noteworthy and welcome, whatever their number. Critics of the 
therapeutic community are concerned, however, about its relative yield in 
relation to its cost. Because of the low numbers involved, particularly the 
number of those who “graduate”, and the need for residential facilities, the 
therapeutic community is an expensive form of treatment, although it is 
less expensive than incarceration or hospitalization, Its cost does, however, 
invite a much closer look at its efficacy. 


While we recommend continued support for the therapeutic community 
as one alternative in a multi-modal approach to treatment, we do so with 
recognition of its relatively limited role but also in the conviction that it is 
our duty, as a society, to make the most effective means of pursuing the 
difficult goal of abstinence sufficiently accessible to those who wish to pursue 
it. Obviously, it is more difficult and costly to pursue the goal of abstinence 
than it is to apply the policy of opiate maintenance. But we must continue 
to encourage the goal of abstinence and to hold it out as a real possibility, 
and for this it is necessary to maintain sufficient therapeutic community 
facilities, It is not an either-or proposition; we must have both opiate main- 
tenance and therapeutic community. (Moreover, as we have said elsewhere, 
the therapeutic community does not exclude some acceptance of methadone 
maintenance. ) 


A report on “414”, a residential therapeutic community run by the 
Addiction Research Foundation in Ontario, suggests that experience with 
the therapeutic community as a form of treatment of the adolescent user of 
‘speed’ has been somewhat discouraging.* The report indicates that about 85 
per cent of those who enter drop out or ‘split’ before the completion of the 
program, and that because of the restlessness and desire of adolescent 
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residents to return to the outside world it is very difficult to implement the 
idea of a peer controlled therapeutic community, which is one of the main 
characteristics of the Synanon model. Indeed, there may be some conflict 
between the goal of re-entry into society, recommended in our Treatment 
Report and now more and more widely accepted by therapeutic communi- 
ties and funding agencies, and the goal of maintaining some continuity of 
leadership by experienced members of the community. The report on “414” 
also stresses the phenomenon of “burn out” which is discussed in Appendix 
M Innovative Services. There is no doubt that constant contact with young 
persons dependent on ‘speed’ is an exhausting experience, and there must be 
realistic assumptions concerning the need for a regular renewal of staff after 
fairly short periods. The report suggests that the functional life of a staff 
member in such a community is between twelve and eighteen months, and 
that a staff member should not be expected to commit himself for much longer 
than a year. 


The report on “414” contains this sombre conclusion concerning the 
efficacy of the therapeutic community in the treatment of the adolescent 
abusers of amphetamines: 


Based on what we already know, however, we have severe reservations 
about whether therapeutic communities are the answer for effective treat- 
ment of this population. We find the financial costs to be high, and the 
human costs in terms of staff “burning out” to be considerable. The high 
rates of splitting especially after very short periods of time in the program 
contribute heavily to costs and make it unlikely that significant benefits are 
derived by these residents. The greatest positive changes in residents, we 
expect, will be found among graduates who comprise less than 15 per cent 
of persons who enter the program. (And, it is not always clear that many 
of these persons would not have significantly improved had it not been for 
their experience at “414”. Our follow-up study should help clarify this 
point.) [Pp. 20-21.] 


Our comment on these observations is that we are not surprised by the 
difficulties that have been encountered. The question is whether we have 
anything better for the intravenous user of amphetamine or ‘speed’. The 
truth is that this form of drug dependence appears to be the most difficult to 
treat or manage, since we do not have an acceptable form of maintenance for 
amphetamine dependence nor, as yet, a fully satisfactory and operational 
antagonist. If the therapeutic community cannot succeed then we frankly 
do not know what can. We suspect that the best results are still to be obtained 
by a one-to-one relationship with an inspirational human being, where that 
can be developed. Meanwhile, we believe that we should continue to apply 
the technique of the therapeutic community as effectively as possible, accept- 
ing the fact that the results will continue to be fairly disappointing. Once 
again, we must offer the opportunity, for those who are prepared to take it, 
to escape from amphetamine dependence. 
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There has been a considerable increase in the number of therapeutic 
communities in Canada in the last year or so. Appendix H on Treatment 
Capacity in the Provinces contains a list of some 28 therapeutic communities, 
with a total residential capacity of slightly over 600, as of February 1973. 
Many of these have received financial assistance from the Federal Govern- 
ment through the Non-Medical Use of Drugs Directorate. At the time of 
our survey many of these communities were operating under capacity. The 
total number of persons in residence was under 400. Thus, it is far from clear 
how much more capacity of this kind, if any, is required in Canada to meet 
the potential for the therapeutic community approach to treatment. As we 
suggest, however, in Section VIII General Observations Concerning Treat- 
ment, this operation at apparent under-capacity may be due in many cases, 
not to a lack of need or demand for the therapeutic community form of 
treatment, but to an insufficiency of qualified staff. 


There is now recognition of the necessity of reintegration into the 
general community and a greater emphasis, as there must be, on the need 
for evaluation of results. Such evaluation calls for follow-up on graduates 
in the general community for a period of several months or even years to 
assess their performance in terms of the goals of abstinence from harmful 
drug use and social rehabilitation. The overall goal is sometimes described 
as the development of a “positive life style” reflected in abstinence from 
dependence-producing drug use and criminal activity, stablized accommo- 
dation, school attendance or stable employment, and satisfactory personal 
and social relationships. Such evaluation will always involve a large measure 
of subjective judgment, but the obligation to evaluate and to render some 
accounting will encourage the development of a self-critical attitude and the 
disposition to make necessary changes in approach from time to time. It is 
doubtful if there can ever be satisfactory comparative evaluation of the 
results achieved by the therapeutic community and other forms of treatment 
or management. Apart from a difference of goals in many cases, there is the 
difficulty of establishing suitably matched control groups. We simply have 
to accept the fact that the therapeutic community is a form of treatment 
which offers some reasonable hope for the person who seeks to become 
abstinent, and as such deserves its place in a multi-modal treatment 
program. At the same time, we must be mindful of its relative cost in our 
total allocation of financial resources for the treatment or management of 
drug dependence. 
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NOTES 


1. W. H. McGlothlin, U. C. Tabbush, C. D. Chambers and K. Jamison, 
“Alternative Approaches to Opiate Addiction Control: Costs, Benefits and 
Potential,” Paper prepared for the U.S. Department of Justice, Bureau of 
Narcotics and Dangerous Drugs, February 1972, mimeographed, p. 40. 


2. E. M. Brecher & the Editors of Consumer Reports, Licit and Illicit Drugs: 
The Consumers Union Report on Narcotics, Stimulants, Depressants, In- 
halants, Hallucinogens, and Marijuana—Including Caffeine, Nicotine, and 
Alcohol (Boston: Little, Brown, 1972), p. 82. 


3. P. M. Wald & P. B. Hutt, Dealing with Drug Abuse: A Report to the Ford 
Foundation (New York: Praeger, 1972), p. 195. Further, Smith and Gay 
in “It’s so good don’t even try it once’ observed that: 


Out of every hundred who seek help in a “[therapeutic] community” 
program, more than 90 are rejected at the door or leave the program 
after only a few weeks. Of those who remain, 80-90 per cent remain 
heroin-free and crime-free for at least one year. [Englewood Cliffs, N.J.: 
Prentice-Hall, 1972, p. 10.] 


4. R. C. Brook & P. C. Whitehead, “ ‘414’: A Therapeutic Community for the 
Treatment of Adolescent Amphetamine Abusers,” Unpublished manuscript, 
London, Ontario, January 1973. 
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Section XI 


Social Rehabilitation 


In previous sections of this report and in several of the Appendices we 
have referred to the importance of social rehabilitation or reintegration in the 
treatment and control of drug dependence. Its importance is particularly re- 
flected in the experience with parole (see Appendix I Treatment of Opiate 
Dependents in Federal Penitentiaries in Canada and Appendix K Parole of 
Heroin Dependents in Canada), although it is also important in voluntary pro- 
grams of treatment. It will be recalled that one of the reasons for the failure 
of the treatment program in the American hospitals at Lexington and Fort 
Worth was the absence of follow-up in the community. The role played in 
reinforcing drug dependence by the lack of the required ability or opportunity 
to obtain regular employment and to establish normal relations, as well as the 
attraction of the associations and style of life in the drug subculture is em- 
phasized in several places in the report. (See, for example, Appendix C.4 
Patterns of Use, “Termination of Use’’.) It would be difficult to exaggerate 
the importance of this problem. 


Treatment and rehabilitation are overlapping processes. As treatment 
proceeds rehabilitation should be taking place. But the essence of rehabilita- 
tion is reintegration into the community—the restructuring of a life. Whether 
the goal of the treatment be abstinence or some form of management, as with 
maintenance or the use of an antagonist, its essential purpose is to bring the 
drug use under control. If this achievement is to have enduring effect there 
must also be a new basis for life which may strengthen the person’s capacity 
to resist the temptations to engage in certain forms of drug use. 


The drug-dependent person is frequently lacking not only in the self- 
confidence but in the capacity to obtain and hold regular employment and to 
establish and sustain normal personal and social relationships. He or she 
needs a lot of encouragement and assistance in these efforts. Every one of 
them can appear as an enormous and insurmountable challenge. 


Helping a person in these circumstances requires a great deal of time, 
patience and energy. Frequently what the person needs most is someone to 
talk to who can be available for moral support at the right time. There is 
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also a need of practical assistance in finding suitable employment and accom- 
modation and new relationships and interests in life. 


We have stressed the need for more probation and parole officers to 
assist with this work. There is also a need in established treatment facilities 
for more trained personnel to assist with social rehabilitation. It has been 
suggested that the effectiveness of treatment programs in stimulating the moti- 
vation of patients depends in a considerable measure on the extent to which 
they are themselves able to provide assistance with these practical problems.* 
Finally, there is a large field of action here for volunteer men and women 
who can provide companionship, moral support and practical help for 
persons seeking to break from the old associations which are so closely iden- 
tified with the drug dependence itself. 


The number of cases to which any worker can do justice is very lim- 
ited—perhaps as few as half a dozen. This gives some idea of the numbers 
required for the work of social rehabilitation. The numbers required cannot 
possibly be recruited and maintained on a regular professional basis. They 
must be supplemented by a large pool of voluntary effort, with some assis- 
tance in the way of minimal training from established agencies. 


Persons involved in the work of social rehabilitation, whether profes- 
sionals or laymen, require a good understanding of what they face, of the 
nature of drug dependence and the difficulties the drug-dependent person 
encounters in the process of rehabilitation. It is the kind of knowledge that 
will keep them from becoming too easily discouraged. They must be persons 
of optimism and faith and great patience. While being sympathetic and good 
listeners, they must be fundamentally ‘“doers’”—-persons who are good at 
getting out and about and getting practical things done. Too much time can 
be spent examining the past in a manner that still further undermines the 
drug-dependent person’s sense of personal adequacy. What is required is to 
increase the person’s sense of self-confidence by success in some practical 
undertakings and by increased involvement with other people in a socially 
acceptable pattern of life. The goal of rehabilitation is an enhanced sense of 
personal dignity and worth and satisfactions in life which fill the need for 
which the drug and the former associations were sought. 


NOTE 


1. Edward C. Senay and Matthew Wright (Illinois Drug Abuse Program, 
Museum of Science & Industry, Chicago), “The Human Needs Approach to 
Treatment of Drug Dependence,” Paper presented at the 30th International 
Congress on Alcoholism and Drug Dependence, Amsterdam, September 1972. 
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Section XII 


Research and Information 


INTRODUCTION 


The primary role of science in the area of the non-medical use of drugs 
is to provide information to better enable individuals and society to make 
informed and discriminating decisions regarding the availabilty and use of 
particular drugs, and the appropriate responses to such use. As we suggested 
in the Interim Report, scientific research may, in principle, provide useful 
information and guidance in certain areas, but the scientific method itself is 
not a policy-making process. Rather it is a practical system designed to 
explore and test, in abstract fashion, certain kinds of notions or hypotheses. 
While the aim of scientific research is to maximize objectivity, the interpreta- 
tion and application of scientific data, as well as the original delineation of 
the problem or area to be studied, is usually a subjective venture, regardless 
of the controls maintained in the formal analysis. The practical use of tech- 
nical data in the personal and social sphere often involves aesthetic, economic, 
legal, philosophical and moral issues which are not easily amenable to 
scientific study as we know it today. 


In principle, even if there were complete agreement regarding the 
“scientific facts” of non-medical drug use, the formulation of the appropriate 
social response at various levels of government would necessarily be based 
on subjective value judgments regarding the ultimate meaning and implica- 
tions of the available technical information. It is important to realize the 
central role of personal concepts of morality and reality in this procedure, 
and to make explicit the value judgments underlying the interpretation and 
use of scientific data. At the same time, we must make every effort to assure 
that this essential subjective evaluation process has the benefit of the most 
complete and objective scientific and technical information possible. 


In the Interim Report, we observed that there was general agreement 
that society lacked sufficient reliable information to make sound social policy 
decisions and wise personal choices in relation to many aspects of non-medical 
drug use. Not only citizens, but administrative officials, legislators, physicians, 
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scientists and other experts felt that they had an inadequate basis for judg- 
ment on this subject. This lack of adequate information at the decision- 
making level was considered to be the result of problems or gaps in various 
stages of research, evaluation of existing technical data and information 
communication. The overall situation has improved substantially since the 
Interim Report, but much remains to be done to improve this aspect of 
society’s non-coercive response to non-medical drug use. 


In recent years considerable attention has been focussed on the role of 
government in science and on the difficulties in efficiently acquiring, proces- 
sing, and disseminating scientific information. In the past decade Canada 
has made considerable progress in developing more coordinated general 
national and international science policies. A number of major reports on 
various aspects of Canadian scientific research activities and policies have 
been published by government and non-government groups, including the 
Science Council, the Senate Special Committee on Science Policy,? the 
Association of Universities and Colleges of Canada (AUCC),? and the 
Organization for Economic Cooperation and Development (OECD).* In 
1971 the Ministry of State for Science and Technology (MOSST) was 
established and given general responsibility for the formulation and imple- 
mentation of federal science policy in Canada.°® 


The Science Council has also published several detailed studies of 
Canadian scientific and technical information (STI) facilities and needs, and 
has made specific proposals for the development of federal STI policy.® 
The Task Force on Government Information made two relevant reports 
in 1969,7 and the OECD published a major review of Canadian technical 
information capabilities and policies in 1971.8 Since then both the Senate 
Special Committee reports and the AUCC reports cited above have dealt 
further with these issues. As well, the annual reports of the president of 
the National Research Council contain significant STI discussion.® Several 
background papers on documentation and information in the area of non- 
medical drug use were prepared for the Commission,?° and the basic issues 
have been discussed in our previous reports. We will not attempt to duplicate 
here the detailed presentations in the various reports noted above, but will 
focus on certain drug-related concerns within the framework of the developing 
federal general science and information policy. 


In most respects, the research and technical information needs in the 
area of non-medical drug use are similar to those in many other scientific 
fields. It would be inefficient and unrealistic to attempt to create a national 
drug research or technical information system which was not an integral 
component of the broader Canadian research and STI networks and programs 
currently evolving. However, the multi-disciplinary nature of the study of 
non-medical drug use, certain legal and ethical considerations regarding the 
substances used, and constitutional issues involving education and health care 
pose some problems in this area which require special consideration. 
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In the discussion which follows, the topics of Research, Illicit ‘Street 
Drug’ Analysis Facilities, and Scientific and Technical Information are dealt 
with in primarily separate, but overlapping presentations. 


RESEARCH 


Until very recently there had been no coordinated general federal effort 
in non-medical drug use research. Prior to the appointment of the Commis- 
sion, various related research efforts in universities and other institutions had 
been supported directly or indirectly by the Federal Government through 
regular granting channels such as the Medical Research Council (MRC) and, 
less commonly, the National Research Council (NRC), the Canada Council 
(CC), National Health and Welfare grants, and National Mental Health 
grants. In addition, certain relevant research projects had been conducted 
from time to time in government chemistry laboratories and other federal 
facilities and agencies. The Federal Government has had little direct involve- 
ment in alcohol studies. Although it was possible for government to permit 
experimental pharmacological research with cannabis and certain other 
illicit drugs under the federal Narcotic Control Act and Food and Drugs Act, 
within the framework of the United Nations Single Convention on Narcotic 
Drugs, 1961, no such studies were authorized in Canada until 1970. In 
several instances during the previous decade certain government officials 
actively discouraged interested scientists from working in this area. Practical 
roadblocks to such research had existed at both the federal and provincial 
levels. 


In 1946, the former Department of Pensions and National Health 
published a small booklet entitled Smoking. However, it was another decade 
before tobacco began to be recognized as a high priority national health 
problem. In 1963, the first Canadian Conference on Smoking and Health was 
held, bringing together representatives of federal and provincial governments, 
volunteer agencies, professional associations, and the tobacco industry. It was 
recommended by the conference that the Department of National Health and 
Welfare assume a coordinating and supporting role in a national program of 
smoking research and health education. Practical implementation of the 
federal Smoking and Health Program began in 1964. The Program became 
involved in studies of extent and patterns of tobacco use, related morbidity 
and mortality data, chemical components of tobacco smoke, and experimental 
education programs and smoking withdrawal clinics. The Program did not 
give research grants, but occasionally issued contracts for scientific work in 
certain areas. The Smoking and Health Program now operates within the 
Non-Medical Use of Drugs Directorate. Recently a Cancer Research Co- 
ordinating Committee was established which involves the active participation 
of the Medical Research Council, the Department of Health and Welfare, the 
National Cancer Institute and the Ontario Cancer Treatment and Research 
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Foundation—the four major Canadian sources of funds for cancer-related 
research. These agencies have provided considerable support for tobacco 
studies and certain other drug-related investigations. 


For a number of years, the Addiction Research Foundation (ARF) of 
Ontario has been the major Canadian center of scientific activities in the area 
of non-medical drug use. Although this provincial agency was originally 
devoted almost exclusively to alcoholism treatment, education and related 
research, in the past decade the Foundation has become increasingly involved 
in a wide range of activities pertaining to non-medical drug use in general. 
In addition to a significant intramural research program, some of which is 
conducted jointly with the University of Toronto, the Foundation administers 
a small grant program which provides financial support for research projects 
in universities and other institutions. Other provinces also support agencies 
with somewhat similar but generally more limited mandates for various 
information, education, treatment and research activities. Perhaps most 
notable are the Narcotic Addiction Foundation (NAF) of British Columbia, 
and the Office de la aa de l’alcoolisme et des autres toxicomanies 
(OPTAT) in Quebec. 


While private industry is primarily interested in the medical use of drugs, 
much research which is relevant to non-medical drug use is conducted by 
pharmaceutical companies. For example, they often collect considerable data 
on toxicology and drug adverse reactions. Although the Commission has 
obtained a significant amount of research information from certain drug com- 
panies, much of their data is not readily available to the scientific community 
in general. 


PERSPECTIVES AND RECOMMENDATIONS OF PREVIOUS COMMISSION REPORTS 


As noted earlier, in the Interim Report we indicated that there was a 
great lack of adequate research in many important areas concerning the 
non-medical use of drugs.* Until very recently there had been limited 
scientific investigation of certain illicit drugs, such as cannabis, because of a 
variety of factors, including the lack of general medical use or previous 
widespread non-medical use in the Western world, the illegal nature of the 
drugs involved, and the reluctance of governments to authorize or encourage 
such research. Many scientists had communicated to the Commission feelings 
of dissatisfaction and frustration with government research policy in this 
field. We felt that in some areas, public policy, including research policy, 
had been influenced more by law enforcement considerations than by scien- 
tific concerns. 


We recommended that the Federal Government actively encourage, 
solicit and finance research into the effects, the extent, the causes, and the 
prevention and treatment of dangerous aspects of non-medical drug use, 


* Interim Report, pp. 224-234. 


184 


XII Research and Information 


and that government should ensure an environment of flexibility and freedom 
for such work. We recommended that the Federal Government make 
standard samples of drugs, such as cannabis, available to bona fide research- 
ers for scientific purposes. While cooperation with other countries was 
advised, we recommended that Canada take the initiative to develop an 
independent research program, including Canadian production of cannabis 
supplies for experimental research. At the time of the Interim Report a major 
emphasis was on problems of cannabis research, although the bulk of our 
discussion was addressed to non-medical drug use research in general. 


We recommended the establishment of a national scientific agency to 
stimulate and coordinate research, and to collect, evaluate, and disseminate 
the resulting data. We felt that this responsibility could best be carried out 
by an independent agency, free from political interference, with no connec- 
tions with responsibility for law enforcement. We contemplated that such 
an agency might best be independent of government, but should result from 
careful federal-provincial consultation. While not ruling out a significant 
contribution by government research personnel, we stressed the importance 
of involving independent scientists in universities and other institutions in 
the overall research effort. We emphasized that government policy and 
action in this area should be explicit, and the basis for government decisions 
made public. In the Treatment Report and the Cannabis Report we dealt with 
certain general scientific issues and made a number of specific suggestions 
as to directions and priorities for future research, but did not provide 
significant further commentary on the Federal Government’s regulatory and 
financial activities and responsibilities in this area. 


THE NON-MEDICAL USE OF DRUGS DIRECTORATE AND RELATED FEDERAL 
PROGRAMS: AN OVERVIEW 


In January 1971 the Department of National Health and Welfare 
inaugurated a non-medical use of drugs program as a separate division of 
the Health Protection Branch (HPB). The program was designed to co- 
ordinate the federal effort in research, information, treatment and prevention 
of problems associated with non-medical drug use. Since its initiation the 
program has undergone numerous changes in organizational structure and 
senior administrative personnel. In the fall of 1971, it was temporarily 
reorganized as a separate directorate of the Department of Health and 
Welfare, but in 1972 it was altered again, and the director of the Non- 
Medical Use of Drugs Directorate (NMUD) now reports to the Assistant 
Deputy Minister in charge of the Health Protection Branch. A committee of 
experts was appointed from various disciplines, representing government 
and non-government sectors, to act principally as an advisory group to 
NMUD with respect to goals, priorities and policy, and to review research 
grant applications. The Directorate’s internal structure is currently under- 
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going reorganization. New evolving bureaux are functioning at differing levels 
of activity and completeness. Most of their programs are still in the early 
stages of development. 


The NMUD research program was initiated as a combined effort of the 
Health Branch and the Welfare Branch of the Department of National Health 
and Welfare, with the Medical Research Council. The program presently ad- 
ministers its own research budget and is no longer dependent on external 
support from National Health and Welfare grants; contributions to research 
funds from these sources were transferred directly to the program in 1972— 
73. The research program, which is basically extra-mural, has remained a 
joint endeavour with the Medical Research Council. The granting procedure 
is based primarily on the MRC model and general mode of operations. As 
noted above, applications are reviewed and decisions are made by expert 
committees assisted by outside consultants, many of whom are peers of the 
applicants in the scientific community. In addition to providing financial 
support through grants and contracts, the Directorate arranges federal au- 
thorization when needed and standard drug samples for animal, human 
and chemical research. Supplies of certain restricted drugs have been made 
available from the U.S. National Institute of Mental Health. 


The Directorate has initiated a program to provide information and 
educational materials to the public and various special groups. As well, a 
scientific and technical information service for NMUD personnel and other re- 
searchers is being developed. Support for innovative service projects has 
accounted for a major part of the non-operating expenditures of the director- 
ate. The activities of the Federal Government in this area are discussed in 
detail in Appendix M Innovative Services. The Smoking and Health Program, 
formerly under the Health Services Branch, was taken into NMUD in 1972 
relatively unchanged, but with an increased budget. 


In the first full fiscal year of its existence (1971-72) the non-medical 
drug use program operated on a budget of approximately $4 million, most 
of which was accounted for by operating expenses. The estimated total 
expenditures (including services, contributions and grant funds channelled 
from other sources) for 1972—73 and 1973-74 were approximately $8.5 and 
$8.8 million, respectively. Table 1 provides a more detailed breakdown of 
these estimates. 


For the last three years NMUD has provided summer research scholar- 
ships for graduate and undergraduate students working with established 
scientists. In the past, there were some problems coordinating the allocation 
of these student scholarships with general research funds and drug supplies 
for laboratory studies, but the program has improved considerably and 
appears to be making a valuable contribution to research and training in this 
area. For summer 1973, $315,000 were allocated for 180 such scholarships. 


There are other sections of the Health Protection Branch (HPB) which 
also deal with various aspects of non-medical drug use. The Drugs Unit of 
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HPB has three bureaux: the Drug Advisory Bureau, the Bureau of Danger- 
ous Drugs, and the Drug Research Laboratories. The Drug Advisory Bureau 
administers the Poison Control and Drug Adverse Reaction Programs, main- 
tains supplies of drugs for distribution for research or analytic purposes, and 
is responsible for maintaining standards of quality control in the pharma- 
ceutical area. The role of the Drug Advisory Bureau in controlling the 
medical use of methadone is discussed in detail in Appendix G.1 Methadone 
Control Program of the Government of Canada. The Bureau of Dangerous 
Drugs (BDD) monitors drug importation, manufacture, distribution and, 
in some instances, prescriptions and medical use. BDD is also involved 
in other aspects of the enforcement of federal drug laws, and keeps national 
records of certain illicit drug users and offenders. The regional labo- 
ratories of the HPB Field Operations Directorate, along with the Drug 
Research Laboratories in Ottawa, provide most of the federal forensic drug 
identification, and are also involved in certain intra-mural research projects. 


TABLE 1 


Non-MEDICAL USE OF DRUGS DIRECTORATE 
ESTIMATED EXPENDITURES* 


1972-73 1973-74 


in thousands of dollars 


Operating 
UEEP TR FOMOLAL CILTHE DTORTAIN oo... icaccavosensciucxcageasécessarsssossene 3,018 Pe V5 | 
(5) 4lobaces programe), Fi sie see, ee sssdiescseseseebe 386 400 
ey CUBE te eer aes cis. Pos. ah IETS... el REN 99 57 
dh oy a. My ew aed eines et aM Cae Pe aC Rae aR A 3,503 2,984 
Grants and Contributions 
fave IntOrmation & CQUCAHON 0.0. cb itesenasseasenccescatnonennese _- 100 
RO ee ETI ALLVe, SCL VICCS 454 Anns cactvPts scars perp sercb scp hcacncechagayuen de 3,750 3,950 
(c) Sociological & biomedical research.................:000 1,100 1,520 
LCT gS ca peck eten BR gon Ts Med feces oe oe ee 4,850 5,570 
Rie ee TN Lt ee ete BR Ne ettee wk entice scorsenanes 15 15 
TOTAL DIRECTORATE ESTIMATES...............::0ccccces: 8,368 8,569 
Services by Other Departments...........cccccccccccsccesssceessceesseeesseceses 174 262 
TOTAL COST OF PROGRAM ....w..ooccccceccecesceseceeeeees 8,542 8,831 


*Canada. Estimates for the fiscal year ending March 31, 1974. Ottawa: Information Canada, 
1972. 


Various other departments and agencies of the Federal Government, 
such as the Departments of the Solicitor General, Manpower and Immigra- 
tion, and Secretary of State, and the National Research Council Laboratories 
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have been involved from time to time in research projects relevant to the 
non-medical use of drugs. Most such studies are of a statistics-gathering 
nature or involve evaluation or monitoring of some of the agency’s activities. 
Data from many of these projects are discussed in the appendices to this 
report. In 1970-72 the Department of Agriculture and the Department of 
National Health and Welfare conducted a joint botanical research program 
in Ottawa which, in addition to exploring certain genetic aspects of cannabis, 
provided a standard Canadian supply of marijuana for research purposes. 


GENERAL OBSERVATIONS AND RECOMMENDATIONS 


In the first year of the NMUD research grant program numerous scien- 
tists communicated to the Commission that they were frustrated with various 
aspects of the Directorate’s services. The problems generally centered around 
unexpected and unexplained delays in decision-making, subsequent feedback, 
and the delivery of grant funds and experimental drug supplies after com- 
mittee approval. The major administrative difficulties underlying these prob- 
lems have apparently been resolved, but recent communication with Cana- 
dian scientists indicates that some dissatisfaction still exists, even though there 
has been substantial improvement in these services. Further effort will be 
needed to make the decision-making process more efficient and to improve the 
quality of the feedback provided to both successful and unsuccessful appli- 
cants. We feel that special effort should be made to communicate detailed 
critical and constructive comments to unsuccessful applicants to guide them 
in preparation of future proposals. New researchers in the area must be en- 
couraged and assisted in learning the essentials of “grantsmanship” within 
the context of this program. Additional effort should be made to operationalize, 
quantify and communicate the specific criteria and decision-making processes 
employed in distributing research funds. 


In principle, the NMUD research committee must deal with applications 
requesting one or more of the following: (1) authorization to possess narcotic 
or restricted drugs for research or analytic purposes; (2) standard supplies of 
such materials or a licence to obtain them independently; (3) financial sup- 
port for specific research projects. There has been some controversy regarding 
the appropriate criteria to be employed in the various situations which arise, 
and the legal obligations and limits of jurisdiction of the Federal Government 
in this regard. Researchers or analysts must obtain federal authorization for 
work with narcotic or restricted drugs, and such scientists typically also 
request supplies of the drugs and often financial support as well, but this is 
not necessarily the case. For example, a researcher may work under non- 
federal or independent support and might have other legitimate sources of 
the drugs in question. 


Because of competition among scientists for obviously limited funds, 
highly selective procedures must be employed in allocating financial support, 
with the primary criteria essentially being: (1) the relevance of the topic 
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with regard to research priorities; and (2) the scientific excellence of the 
specific proposal and researchers involved. Assuming that ethical require- 
ments have been met, these dimensions are assessed by the research com- 
mittee and its external referees—principally the applicant’s peers in the 
scientific community. 


Similarly, if a researcher has requested drugs which are in limited 
supply, a highly selective process would be indicated, as with grant applica- 
tions. However, if financial support is not involved, and only authorization 
is requested, or authorization and drugs in common supply, then a much 
simpler procedure is generally appropriate. In such situations, the obligations 
and powers of government, within the framework of the Narcotic Control Act 
and the Food and Drugs Act and related regulations, are rightly limited to 
establishing: (1) that the request involves a bona fide scientific effort; (2) 
that appropriate drug records are kept and precautions are taken to prevent 
diversion to illicit use; and (3) that the drugs are employed in a safe and 
ethical manner. With the present protocol, the responsibility for ensuring that 
the ethical requirements are met has been delegated to independent ethics 
committees—typically within the university or other institution involved. 
Approval from such a group is required before an application is considered 
by the NMUD research committee. Conditions of drug records and storage 
are subject to assessment by Health Protection Branch officials. Establishing 
that the drugs are to be used scientifically would rightly seem to be the duty 
of the research committee of peers appointed by the Federal Government, 
as is now the case. 


The Commission feels that the Government need not declare itself on 
the merit of a particular research project if only a supply of drugs and/or 
research authorization is requested. Such applications should be routinely ap- 
proved unless there is serious doubt about the credentials and qualifications 
of the scientist involved. We appreciate that there may be reasonable concern 
as to the likely value of certain research efforts, and that the temptation is 
strong to try to dictate quality at the bureaucratic level. But we feel that, in 
the long run, a substantial degree of flexibility and freedom for the individual 
researcher, within reasonable ethical and financial limits, is essential for the 
proper atmosphere for scientific advancement. In any event, the long-term 
output or quality of a researcher’s work is generally under considerable assess- 
ment and control through various other processes within the institution or 
local community in which he works and need not be the direct responsibility 
of the Federal Government. 


At the present time, authorization to conduct research with narcotic 
or restricted drugs is in some respects tied too closely to specific projects. 
Given the necessary and continual evolution of research strategy and tech- 
niques, the government should ensure that the regulations do not place undue 
restriction on the flexibility necessary for the timely and effective pursuit 
of scientific goals. We feel that some form of general licensing of qualified 
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scientists, rather than specific project authorization, may be more appropriate 
and efficient in the long run. 


Determining scientific research priorities, keeping them flexible and 
timely, and communicating them effectively to the appropriate researchers 
is a very difficult task. Priority lists, especially in the area of non-medical 
drug use, rapidly become out-of-date unless subject to continual review 
and re-evaluation. If priorities are presented too dogmatically there is a 
very real danger of precipitating a ‘bandwagon’ effect at the top of the list, 
which may drastically reduce efforts which might in the long run have 
fruitfully gone into other important topics. It is necessary that the Federal 
Government determine and communicate the general and specific areas of 
research which it feels are most in need of attention and are most likely 
to receive financial support—both immediate and long-term. It is also 
essential that there is reasonable flexibility in the granting system, and that 
procedures are developed which can provide rapid bureaucratic decisions 
and funds for work involving important emerging ideas, new approaches, 
‘crisis’ situations, and transient and unique opportunites for scientific inquiry 
which might otherwise not be effectively supported. It is important to ap- 
preciate differences in priorities at the national, provincial and local levels. 
While the major problems of non-medical drug use are clearly of national 
concern, local conditions or crisis situations may vary considerably among 
geographic areas. The Federal Government should increase its capacity to 
share the costs of provincially directed, problem-oriented research. 


In the first two years of its research program NMUD predominantly 
supported cannabis studies in the biochemical, physiological and psycho- 
pharmacological areas. Relatively little work has been initiated or supported 
in the social-behavioural fields. NMUD has changed its early emphasis on 
biomedical cannabis research and is expanding the breadth of the co- 
ordinated program. 


NMUD should continue to stress grants to scientists in universities 
and other institutions which are relatively independent of government. How- 
ever, it should include specific contract projects and also research by go- 
vernment scientists in special situations which could not be efficiently handled 
through the grant program. In certain circumstances, the Directorate should 
provide or contribute to salaries on a contract or grant basis for reseachers 
not working under traditional institutional auspices. (Note that the MRC 
grant program presently does not cover principal researcher salaries.) In 
most instances (e.g., universities and drug research foundations) senior 
researcher salaries come primarily from provincial sources. 


Many aspects of non-medical drug use research are relatively new to the 
Canadian scientific community. Although the nation’s research capabilities 
in this general field are expanding, significant areas exist where there are 
serious deficiencies in available scientific personnel—either because of an 
absence of researcher interest or a lack of appropriately trained or ex- 
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perienced investigators. This situation, of course, has significant bearing 
on the success and growth of the NMUD national research program. Con- 
sidering the present stage of development of the NMUD program, the 
Directorate’s overall budget for 1973-74 (see Table 1 on page 187) may 
be adequate. However, as the capabilities and interests of the Canadian 
scientific community expand in this area, and as the NMUD program 
becomes more complete in its coverage of drugs and research topics, a 
Significant increase in funds will be necessary. 


Compared to other research disciplines, the social sciences have tra- 
ditionally been weak in Canada. Until recently there were few, if any, ade- 
quate facilities for advanced training in sociology and anthopology in this 
country. As a result, most Canadian social behaviour researchers have taken 
the bulk of their graduate studies in other countries—primarily in the 
United States or England. Similar situations exist in other specialized areas 
relevant to the study of the non-medical use of drugs, such as psycho- 
pharmacology. The Federal Government should work with the provinces 
to generally strengthen relevant social science programs in Canada, and 
should initiate through NMUD a limited program of pre-doctoral and post- 
doctoral fellowships in various scientific disciplines specifically for advanced 
training in research in the area of the non-medical use of drugs. 


There is a general need for a coherent macroscopic approach to research 
in the field of non-medical drug use. There are significant questions requiring 
intensive investigation in relatively restricted and well-defined areas, but 
cooperative multi-disciplinary studies involving input from experts in various 
fields will be necessary for effective advancement of scientific knowledge 
of many important general topics. The Federal Government should encourage 
multi-disciplinary research efforts, and generally act as a catalyst to arrange 
or facilitate communication and cooperative studies among scientists work- 
ing in related areas. While some degree of geographic centralization is prefer- 
able for such team efforts, it is not always essential if adequate communica- 
tion channels exist. The Federal Government should work with the provincial 
governments to strengthen existing multi-disciplinary research groups or to 
develop new ones within appropriate universities, provincial drug treatment 
and research foundations, hospitals, and correctional or other institutions. 
Such efforts should include necessary financial support. A loosely coordinated, 
decentralized network of research groups across the country would seem 
preferable to a single national research institute located in one city such as 
Ottawa or Toronto, for example. 


International conventions and controls regarding psychotropic drugs are 
discussed in Sections VI and VII of this report. Unlike the Single Convention 
on Narcotic Drugs, 1961, which did not attempt to regulate conditions for 
scientific study, the Convention on Psychotropic Substances, 1971, presents 
special provisions for controlling research with certain drugs. Article 7 of the 
Convention requires strict controls on the manufacture, distribution, posses- 
sion and record keeping of hallucinogens (including THC) for research pur- 
poses. Furthermore, parties to the Convention are required to “prohibit all 
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use” of such substances “except for scientific and very limited medical pur- 
poses by duly authorized persons, in medical or scientific establishments 
which are directly under the control of their governments or specifically 
approved by them.” No attempt is made in the Convention to define the 
word “establishment”, or to specify the nature of the governmental “approval” 
to be required for non-government research bodies. We feel that this clause 
should not be interpreted so as to exclude research by bona fide scientists 
working alone or in private or independent laboratories. If such interpretation 
is considered to be unavoidable Canada should not become a party to the 
Convention without suitable amendment or reservation on this point. In our 
opinion the present Canadian provisions and protocol for authorization of 
research with narcotic or restricted drugs, as described above, satisfy the 
specific approval requirement of the Convention. The Convention provides 
for special licensing of researchers and approved establishments, and does not 
necessarily require separate specific approval for individual studies or projects 
by authorized scientists. The present Canadian system of control and regula- 
tion of drug storage and record-keeping by researchers is consistent with the 
Convention, and seems adequate to prevent diversion to an illicit market. 
With the above reservation, we feel that Canada can provide an adequate 
atmosphere for scientific inquiry within the framework of the Convention. 


Many general and specific suggestions for research are made in the 
context of the discussions and reviews presented in other sections and, in 
particular, in the appendices to this report. In addition, our previous reports 
contain research recommendations. A separate section in the Cannabis 
Report was devoted to important topics and priorities for scientific study; 
that discussion is still appropriate in spite of significant recent advances in 
certain areas. The general issues dealt with there have relevance to research 
involving other drugs as well, and should be considered in that broader 
context. 


ILLICIT ‘STREET DRUG’ ANALYSIS FACILITIES 


Systematic analysis of ‘street drugs’ for non-forensic purposes was first 
undertaken in Canada at the Addiction Research Foundation (ARF) in 
1969. Technical assistance and reference samples were provided to the 
Foundation by the Federal Food and Drug Directorate (now Health 
Protection Branch [HPB]). From time to time various other laboratories 
across the country were involved in ‘street drug’ analysis on a more limited 
and less systematic basis. The legal position of the analysts and of persons 
presenting the illicit drug samples for analysis was ambiguous, but a number 
of laboratories operated on the premise that such work was justified under 
provincial health statutes. As a result of local pressure from law enforcement 
officials, in early 1970 the ARF collection and analysis of illicit ‘street drug’ 
samples was temporarily suspended, pending legal clarification. Some critics 
felt that the services provided by the Foundation in this project facilitated 
the refinement of certain illicit drug manufacturing and trafficking activities— 
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in other words, they were concerned that such analyses and subsequent 
feedback would provide a source of quality assessment for the illicit market. 
The foundation, on the other hand, contended that the laboratory project 
had not become a service to the ‘black market’, but was a significant aid to 
medical treatment, a valuable source of epidemiological data for research 
and educational purposes, and a potentially important independent source of 
information input to the criminal-justice system. 


In our Interim Report discussion of ‘street drug’ analysis, we observed: 
It is feared by some that such facilities and information may encourage 
the use of drugs by advertising their availability and reducing dangers. It has 
been further suggested that distributors will take advantage of these facili- 
ties to have their products tested and, as it were, approved. Whatever force 
there may be in these arguments, they are outweighed, it would seem, by the 
necessity of a thorough and effective commitment to know as much as 
possible about what is happening in non-medical drug use and to make such 
knowledge available for the benefit of those who may be prudent enough to 
be guided by it. We have more to fear from willful ignorance than we do 
from knowledge in this field.... Sample analysis and wide dissemination of 
the results can only serve in the long run to deglamourize drugs and drug 
taking. [P. 228.] 


In the Interim Report, the Commission pointed out that the existing 
facilities could not meet national requirements for the analysis of illicit 
market drugs in non-medical use. The FDD and RCMP laboratory facilities 
were not considered timely or appropriate sources of information for persons 
involved in medical treatment and research. The ARF laboratory project 
had been suspended; at any rate it had been a significant service primarily 
to those in Southern Ontario only. At the time we recommended: 


...that the Federal Government actively investigate the establishment of 
regional drug analytic laboratories at strategic points across the country.... 
Such laboratories should not be connected with government or law enforce- 
ment, and should be free from day to day interference by public authorities. 
[P2262] 


In November 1970, amendments to the Food and Drugs Act and the 
Narcotic Control Act were passed which clarified the legal position of those 
involved in such laboratory operations, and provided a protocol for federal 
approval and authorization. Under these regulations, physicians were permitted 
to receive samples of narcotic, controlled, and restricted drugs from individ- 
uals under their professional care, and to transmit such samples to a 
scientist authorized to conduct the analysis. Feedback from the analyst 
regarding the contents of illicit samples was restricted to the physician. In 
1971 and 1972, certain aspects of the regulations were further altered, and, 
currently, physicians can receive drug samples for analysis from persons other 
than their patients. Applications for authorization to conduct analyses were 
considered from university, hospital, government, and private laboratories. 
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However, until recently, the Federal Government did not provide direct 
financial support for analytic projects outside of the Department of National 
Health and Welfare, since it was felt that such activities fell within the area of 
the delivery of health services and, consequently, would be more appropriately 
developed through provincial auspices and support. In the summer of 1971, 
the Food and Drug Directorate conducted workshops on illicit drug analysis 
designed to provide chemists from across the country with up-to-date informa- 
tion on standard techniques for the quantitative and qualitative analysis of 
drugs likely to be encountered on the street. A technical manual entitled 
“Some analytical methods for drugs subject to abuse” was produced and dis- 
tributed.44 Since 1972 the Federal Government has provided financial support 
for a few research-oriented, non-government ‘street drug’ projects through 
the NMUD analytical services program. 


In 1971-72, the Commission surveyed all authorized laboratories, 
requesting information on the alleged and identified contents of samples 
received, general analytic methods employed, sources of funding, and rela- 
tions with local law enforcement, medical and Federal Government 
authorities.* Today the bulk of the non-forensic analysis of illicit drugs in 
Canada takes place at the Addiction Research Foundation in Toronto, 
although many other laboratories across the country are involved from time 
to time in such work. 


By early 1973, over 100 individuals in more than 50 different laborato- 
ries had received authorization to conduct analyses of illicit drugs. However, 
relatively few are seriously involved in ‘street drug’ work, and less than half 
a dozen have a program of notable magnitude. Although they are fully 
authorized, technically qualified, and generally adequately equipped, most 
of the laboratories are not actively involved in ‘street drug’ analysis for a 
variety of reasons. Lack of adequate financial support has been a considerable 
stumbling block and, as a result, some labs either charge for the service (as 
much as $40.00 per sample) or have abandoned illicit drug work altogether. 
Those laboratories with somewhat successful programs have generally had 
to incorporate their costs into existing hospital, research or university budgets. 
In many locations, the anticipated street drug workload has not materialized, 
either because of an absence of local interest or need, or because of a lack 
of information and knowledge of such facilities by treatment personnel, illicit 
drug users and the general public. 


In order to obtain more complete information on the composition of 
illicit drugs at the street level, the Federal Government expanded the facilities 
of the Health Protection Branch laboratory in Ottawa and the five regional 
laboratories. In 1971, the HPB initiated a special police drug seizure analysis 
program concerned with exploring the strength and purity of illicit drugs. 
In addition, the HPB has continued on a relatively small scale to analyse 
‘street drugs’ for physicians “on an emergency basis”. 





* Some of the results of these studies are discussed in Appendix A The Drugs and Their 
Effects and in Tables A.8 and A.9 and note c to that appendix. 
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OVERVIEW OF ISSUES AND RECOMMENDATIONS 


As discussed in detail elsewhere,* in order for controlled laboratory 
research to have practical social relevance it is necessary to maintain accurate 
information regarding the identity, purity and potency of the drugs being 
consumed from illicit sources. Furthermore, such knowledge is necessary 
for adequate public health protection and treatment, and is essential to 
meaningful administrative control and regulation. The potential importance 
of drug analytic services to physicians in aiding them in the diagnosis and 
treatment of drug-related problems has been widely discussed. 


There is still some disagreement as to the most practical system for 
obtaining the necessary information about illicit drugs. As suggested in the 
Cannabis Report,; it is our belief that up-to-date systematic selection and 
analysis of police seizure samples, supplemented by information from a few 
medically oriented and other ‘street drug’ analysis programs in the primary 
urban centres, could provide an adequate basis for monitoring the general: 
picture as to the drugs available on the illicit market. The special HPB 
study of police exhibits represents a significant step in this direction, but 
more systematic sampling is necessary. { 


The effective use of ‘street drug’ analysis in the diagnosis and treatment 
of acute and chronic drug effects poses somewhat different problems. It is 
frequently said that rapid ‘street drug’ analysis would be of considerable 
value to the treatment of adverse reactions. However, our studies suggest 
that immediate drug identification would typically not be as significant a 
contribution to the management of psychological adverse reactions as is often 
contended, since drug-specific treatment is generally not available in any 
event. The handling of such cases is usually based on the interpretation of 
behavioural symptoms, and most commonly involves ‘talking down’ and, 
often, the administration of minor tranquilizers, regardless of the original 
drugs involved.§ In cases of severe physical poisoning, rapid identification of 
the chemicals taken would be invaluable, but traditional drug analysis methods 
are usually unable to provide the necessary information quickly enough to 
be of effective use, even in the uncommon event that adequate samples of the 
drugs taken are immediately available. Currently, emergency poisoning or 
overdose treatment is primarily based on observable symptoms and verbal 


* Appendix A.1 Introduction, individual drug discussions, and notes 5 and c to that appendix; 
Cannabis Report, pp. 25-32; and Interim Report, pp. 228-229. 

+ Cannabis Report, p. 155. 

t See Appendix A, note b, and the text of that appendix for discussion of this special study. 

What is needed to improve this project is not analysis of a greater number of samples than 

are currently included, but the development of a more systematic sample selection procedure 

and a clearer delineation of the seizure populations and samples involved. Furthermore, the 

special analysis might be expanded to include an occasional inquiry into possible herbicides, 

pesticides and toxic fungi in natural plant materials such as marijuana, and an assessment 

of insoluble particles in those drugs likely to be injected by the user. 

On the other hand, the availability of data correlating chemical identification with adverse 

reaction symptoms might well provide a basis for the subsequent development of more 

drug-specific treatment methods. 
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reports by the patient or his friends as to the chemicals involved. Immuno- 
assay of drug, blood or urine samples might require only minutes for drug 
identification, and would be extremely useful in many such emergencies, but 
very few treatment facilities in North America are presently equipped for 
such methods.* In treating the effects of chronic drug use, chemical identifica- 
tion of the substances taken is generally not of paramount importance, since, 
again, drug-specific treatment is generally not provided or available— 
particular physical disorders and symptoms, and behavioural conditions are 
treated instead. As discussed in detail in Appendix A The Drugs and Their 
Effects, even though there is considerable misrepresentation, confusion and 
fraud within the illicit drug market, the deliberate mixture or adulteration of 
single drugs with other chemicals} or the substitution of more dangerous 
chemicals for an alleged drug is relatively rare in Canada. Drug users are 
presently more likely to be cheated than injured by the information gap 
regarding the identity of illicit drugs. 


It would appear that the apparent ‘street drug’ analysis crisis of a few 
years ago is not now as important an issue as it was at the time of the 
Interim Report. However, some further attention is warranted: We make 
the following recommendations: 


(1) The Federal Government should continue, but refine, the present HPB 
special studies of police drug exhibits. 


(2) The Federal Government should continue to provide authorization, 
standard methods, and standard chemical samples for illicit drug 
analysis to bona fide scientists. 


(3) The Federal Government should continue to provide funds for a few key 
‘street drug’ analysis research projects in the main urban centres across 
the country. As suggested in the Interim Report, the financing of such 
facilities could well be a matter of federal-provincial cooperation. 

(4) The Federal Government should encourage the correlation of chemical 
characteristics of the samples with the medical, social and legal condi- 
tions leading to the analysis. In this context, the Federal Government 
should explore the feasibility of coordinating drug identification with 
certain aspects of the present Poison Control Program of the HPB. 

(5) The Federal Government should encourage uniform central reporting 
and dissemination of the results of drug analyses, and should make the 
data from the HPB police seizure studies rapidly available to researchers 
for analysis and publication. 


SCIENTIFIC AND TECHNICAL INFORMATION 


Prior to the appointment of the Commission, a small information 
program was conducted by the former Drug Abuse Secretariat of the Depart- 





* See Appendix A.2 Opiate Narcotics and Their Effects for discussion of immunoassay 
techniques. 
+ With the exception of LSD-PCP mixtures. 
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ment of National Health and Welfare. The federal Smoking and Health 
Program has been providing tobacco information, films and various teaching 
aids on a national scale for almost a decade, but almost no federal effort has 
been invested in alcohol information. Numerous provincial groups, most 
notably the Addiction Research Foundation of Ontario (ARF), but also the 
Office de la prévention de l’alcoolisme et des autres toxicomanies (OPTAT) 
of Quebec, and the Narcotic Addiction Foundation (NAF) of British 
Columbia have developed significant information and educational materials 
dealing with a wide range of drugs. In the past few years certain private 
groups, such as the Council on Drug Abuse (CODA), have also entered the 
field. ARF has for years been the primary Canadian source of scientific 
information in this area, and has regularly supplied such materials to indi- 
viduals and organizations in all provinces and in numerous foreign countries. 
There has been little specific effort to coordinate the various drug information 
resources available in Canada. 


PERSPECTIVES AND RECOMMENDATIONS OF PREVIOUS COMMISSION REPORTS 


In the Interim Report we observed that there was an urgent need for 
some coordinated system on a national scale to collect, classify, index, 
evaluate and disseminate timely information on various aspects of non- 
medical drug use.* We stressed that there must be some efficient source of 
disinterested and authoritative opinion, independent of political pressures and 
responsibilities for law enforcement, to which those seeking information could 
turn for guidance for public policy, education, medical, scientific and personal 
decisions. We recommended that the creation of an appropriate national 
information program be given high priority. We acknowledged the important 
role of the news media in this area and recommended that the Federal 
Government keep the media as fully informed as possible of its own informa- 
tion about non-medical drug use. (See also Section XIV The Mass Media 
in this report.) 


In the Treatment Report we noted the need for factual information and 
educational material for use and dissemination by community treatment 
services.+ In addition to scientific and technical data, reliable information 
is needed regarding existing agencies which deal with various specific prob- 
lems, including medical, legal, educational, and occupational situations. 
We suggested in the Cannabis Report that a centrally coordinated documenta- 
tion, information-gathering and alerting network would greatly facilitate 
effective communication among researchers.t Because of the accelerating 
growth of scientific information on non-medical drug use, traditional modes 
of publication, communication and information retrieval have become in- 
creasingly inadequate. We suggested that international cooperation and co- 


* Interim Report, pp. 224-234. 
+ Treatment Report, p. 94. 
t Cannabis Report, p. 161. 
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ordination in this area might be effectively conducted through the World 
Health Organization. 


In the Interim Report we observed that the development, collection 
and evaluation of technical information was one thing and the effective 
dissemination of processed information to the public for educational purposes 
another. These two functions typically involve different skills and expertise 
and, consequently, might best be carried out by different individuals or 
agencies. We felt that the national scientific agency which we recommended 
to conduct the Federal Government’s coordinating and financial initiative in 
research should also be responsible for the collection, evaluation and com- 
munication of the resulting technical data. We discussed a number of 
mechanisms by which this information might subsequently be used in drug 
education or otherwise effectively disseminated to the public. We noted 
evidence that many young people lacked confidence in certain official sources 
of drug information, and that to be accepted such information might best be 
disseminated by local groups or individuals having high credibility with youth. 
We also discussed the Canadian Medical Association’s suggestion for the 
formation of a coordinated network of regional non-governmental multi- 
disciplinary groups or “teams” to provide information, policy guidance and 
other services at the community level. 


The division between the collection, evaluation and distribution of 
scientific and technical information, on the one hand, and the actual prepara- 
tion of educational materials and the process of education, on the other, is 
admittedly sometimes ambiguous and necessarily arbitrary. Because of 
constitutional provision for provincial responsibility in the area of education, 
the distinction between drug information and drug education is of consider- 
able significance in determining the appropriate role for the Federal Govern- 
ment in this area. 


We noted in the Jnterim Report that: 


In the Commission’s view, the notion of drug education implies more than 
a mere random conveying of information; it implies selection, system, pur- 
pose and perspective. [P. 229.] 


The objective of the information system is to provide timely scientific 
data in usable form as objectively as possible. The goal of the educational 
process is to present these data and other relevant information in a manner 
which prepares or enables individuals to make informed and wise personal 
choices. The provision of evaluated technical information is clearly within 
the federal sphere. Further, as we suggest in Appendix F.1 The Constitutional 
Framework, provincial responsibility for formal education in the school 
system does not preclude an important federal role in communications of 
general educational value and in collaboration on the development of drug 
educational materials and techniques. As noted in the Interim Report, we 
feel that there should be a federal-provincial body for the development of 
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drug education materials and methods, making use of information collected 
and evaluated at the national level. There are further observations on drug 
education in Section XIII of this report. 


THE RANGE OF INFORMATION SERVICES NEEDED 


An ideal national information network would be capable of providing 
various services to a wide range of users: scientists; medical and other treat- 
ment and rehabilitation personnel; legislators and government administrators; 
educators, teachers and students in various levels of school and university; 
industry; other private organizations; news media reporters; justice and 
law enforcement personnel; the clergy; librarians; and other citizens, including 
drug users of all ages. The potential users of such information can be con- 
sidered in three groups with somewhat different, but overlapping, needs: 
(1) researchers and other scientific or technical experts; (2) persons who are 
not technical experts, but who deal in their work with certain aspects of non- 
medical drug use; and (3) the lay public. 


It is clear that scientists must be aware of, and have efficient access to, 
the existing scientific literature and relevant data, and must be informed as 
to new developments, ongoing and anticipated research, and scientific meet- 
ings. The second group is more likely to need secondarily prepared materials 
such as selected bibliographies and book lists, critical summaries and re- 
views, text books and other evaluated or predigested information. The third 
group, the lay public, is most likely to receive information indirectly 
through individuals in the second category. A wide variety of intermediate 
sources involving further information processing and selection would un- 
doubtedly be involved, including news media, formal drug education 
programs, and so on. 


THE NON-MEDICAL USE OF DRUGS DIRECTORATE INFORMATION PROGRAM 


As part of its overall information effort, in the fall of 1972 the Non- 
Medical Use of Drugs Directorate (NMUD) began work with the Health 
Protection Branch Library on a coordinated scientific and technical informa- 
tion network and data base in Ottawa. A computerized system was designed 
to provide specialized bibliographic searches of the scientific literature, and 
altering and up-dating services. Considerable progress was made towards 
creating the basic data bank, but many problems and issues remain to be 
resolved. The National Science Library services (e.g., Canadian Selective Dis- 
semination of Information [CAN/SDI]) are presently available to the 
NMUD system. Direct on-line connections with the U.S. National Clearing- 
house for Drug Abuse Information (NCDAI), Medical Literature Analysis 
and Retrieval Systems (MEDLARS) and other American services have 
been established. The immediate goal of the data base was to serve the 
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needs of NMUD personnel, although certain services for researchers and 
other groups were also intended and are currently being explored. 


Plans were made at NMUD for data evaluation and further processing of 
scientific information for possible use in fact sheets, review articles, text books, 
audio-visual presentations, etc. In addition to the existing government com- 
munication agencies, such as the Canadian Broadcasting Corporation, the 
National Film Board and Information Canada, new federal and provincial 
information channels are being considered for dissemination of this informa- 
tion. NMUD has distributed special bibliographies and other information 
to certain research, treatment, and education groups, and has held a number 
of national conferences and meetings designed to stimulate and facilitate 
communication among workers in various areas. However, little substantial 
progress has been made in many aspects of the anticipated information pro- 
grams, and in certain respects the NMUD system is still in the early stages 
of planning and development. 


THE ROLE OF EXISTING INFORMATION RESOURCES 


A considerable number of specialized drug information resources 
already exist in Canada and other countries. It would not be advisable to 
attempt to duplicate these collections in a central data bank anywhere. 
Instead, the Federal Government should emphasize the development of a 
coordinated network of complementary information resources in Canada, 
establish open two-way communication with information centres in other 
countries, and proceed to identify and fill gaps in the collective system on 
a multi-lateral basis. Research and information in this area clearly trans- 
cend traditional provincial and national boundaries, and a major coopera- 
tive effort must be made involving various levels of government. We need to 
improve our ability to absorb and use information from foreign sources, 
and should avoid undue duplication of resources available to us from other 
countries. Additional funds must be made available for the rapid translation 
of important foreign language articles into one or both of the official 
languages. A standard but flexible multi-lingual international thesaurus of key 
retrieval index terms dealing with non-medical drug use is clearly needed. 


The major relevant information collections and services now existing in 
Canada include: the National Library, the National Science Library and cer- 
tain federal departmental libraries and their information systems (e.g., CAN/ 
SDI); the Addiction Research Foundation (ARF), Office de la Prévention 
de l’Alcoolisme et des autres Toxicomanies (OPTAT) and certain other pro- 
vincial agencies; university libraries (e.g., Laval); the Commission library; 
and the NMUD data base currently being developed. Primary foreign re- 
sources include the various U.S. National Institute of Health clearinghouses 
(e.g., NCDAI), the U.S. National Library of Medicine (e.g., MEDLARS), 
the U.S. Library of Congress, the Student Association for the Study of 
Hallucinogens (STASH), the Rutgers Alcohol Centre (e.g., CAAAL), the 
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Smithsonian Institution, the Fitz Ludlow Memorial Library, the various 
United Nations divisions and libraries, the Institute for the Study of Drug 
Dependence in London, the Automated Subject Citation Alert (ASCA), 
Excerpta Medica, and the various sociological, psychological, biological and 
chemical abstracts. The major pharmaceutical companies in various countries 
have significant specialized information collections as well. 


The Federal Government should maintain an up-to-date inventory (e.g., 
indexed lists of project titles, researchers and abstracts) on current drug re- 
search in Canada and other countries. Considerable progress in identifying 
and listing Canadian scientific efforts has been made by the National Re- 
search Council through the National Science Library’s Information Exchange 
Center (IEC). Further efforts should be made to include provincialy and 
privately funded and conducted research as well as university projects 
financed through federal sources. The Ministry of State for Science and 
Technology (MOSST) is extending the present coverage through the phased 
establishment of an Inventory of Scientific Activities, incorporating the func- 
tions of the IEC. Descriptions of publicly funded research projects should 
be routinely published and made available to the public. 


A comprehensive catalogue of the total holdings in the various Canadian 
drug information collections must be established and an efficient referral 
system developed. The National Library and the National Science Library 
maintain a general union catalogue of major library holdings of books and 
periodicals in the country. Additional special effort will be necessary to ob- 
tain adequate coverage of the primary non-medical drug use collections in 
Canada. 


Coverage of the social science and humanities literature by the available 
technical abstracting and information services around the word is generally 
inadeqate. Attention is being focussed on this discrepancy in some countries, 
but much remains to be done to remedy this situation. The Federal 
Government should ensure that special effort is made to improve Canadian 
communication in this area. Recent efforts by the Social Science Research 
Council and the Association of Universities and Colleges of Canada to set 
up a data clearinghouse for the social and behavioural sciences should 
receive further support and guidance to ensure adequate coverage of Cana- 
dian non-medical drug use research needs in this area. 


GOVERNMENT STATISTICS 


There is a considerable body of national information on non-medical 
drug use available or potentially available to the Federal Government from its 
law enforcement, corrections, health and other statistics and activities. The 
Commission has had access to a great deal of useful information made avail- 
able by various government departments, and has been impressed with the 
potential value of some of the existing federal data sources. Of particular inter- 
est are the drug sections of the Statistics Canada publications, Mental health 
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statistics and Causes of death, the data from the Poison Control and Drug Ad- 
verse Reaction Programs, the Health Protection Branch drug analysis reports, 
various drug production, distribution and medical prescription data, and law 
enforcement and correctional statistics. Information from these and other 
federal and provincial data sources are discussed in detail in the various 
appendices which follow. Certain problems with the data are identified in 
those discussions and, in some instances, specific suggestions are made for 
improving the statistics. 


In many cases, serious methodological, technical and practical problems 
limit the usefulness of the national government statistics presently available. 
We feel that a special effort should be made to improve the quality of drug- 
related data and to coordinate the collection and interpretation of related 
federal statistics. The frequent inconsistency in format used in reporting 
associated national data, even within the same department, and alternate use 
of fiscal and calendar year summaries often renders comparison and interpre- 
tation difficult. There is a great need for more uniform reporting of law 
enforcement, justice and correctional statistics. The delays involved in the 
present systems for the collection, collation, basic analysis, and publication 
of national statistics greatly reduce the value of the information. Greater 
effort should be made to automate and otherwise speed up the processing 
of such data. 


If a major effort were made to generate more valid and useful national 
statistics, additional funds and staff would be necessary at various levels in the 
information collection and distribution process—often from the initial data 
source on up to the final analysis and publication stage at the Federal Govern- 
ment level. Such an endeavour would require considerable federal-provincial 
cooperation. In the health and criminal-justice areas, for example, national 
Statistics are, in part, based on data abstracted and coded by provincial au- 
thorities from local reports, and consequently the Federal Government has 
little direct control over many basic aspects of the data.* 


The International Classification of Diseases (ICDA) coding system, 
currently employed in the collection of much national health and death data, 
is in some respects ambiguous and inappropriate for the present North Am- 
erican phenomenon of non-medical drug use.+ The Federal Government 
should work for appropriate revision of the classification system on an 
international scale, and proceed immediately to refine the presently available 
categories for future national statistics. 


Although various collection, coding and communication limitations re- 
strict the present usefulness of the non-medical drug use data available 
through the Poison Control and Drug Adverse Reaction Programs, these 
information systems provide a potentially invaluable source of epidemiological 





* With regard to national health statistics, see Appendix A and notes e and m to that 
appendix. 
t See Appendix A and notes e and m to that appendix. 
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and pharmacological data.* We recommend that additional funds be made 
available to increase the utility of these programs, and that the Federal Gov- 
ernment explore the feasibility of an integrated non-regulatory agency with a 
broader mandate for collecting, analysing, interpreting, and disseminating 
national statistics on adverse effects of chemicals on the human body. 


In many instances there are inadequate communication channels or even 
explicit restrictions which inhibit the effective analysis and use of the available 
national statistics. In certain areas (e.g., information on drug-related deaths) 
provinces may restrict the subsequent use of detailed data provided to the 
Federal Government. Clearly, the citizen’s right to privacy must be taken into 
careful consideration before data can be released for analysis. However, we 
feel that much could be done to improve government statistics, to make them 
more openly available and timely, and to facilitate and encourage the scientific 
analysis and communication of such information by independent and 
government researchers. Federal and provincial provision should be made for 
the release of health records and vital statistics for research purposes in a 
form which does not disclose the identity of the patients or subjects involved. 


The Non-Medical Use of Drugs Directorate might usefully work with the 
various government agencies involved to monitor and improve national non- 
medical drug use statistics and to aid in their routine interpretation. 


FURTHER OBSERVATIONS AND RECOMMENDATIONS REGARDING THE NMUD 
PROGRAMS 


We recommend that the preliminary efforts of the Non-Medical Use 
of Drugs Directorate to develop a special data base and information network 
receive further support, and that NMUD be given responsibility for the 
primary Federal Government initiative in ensuring adequate non-medical 
drug use technical information services on a national basis, following the 
general principles outlined in this section of the report. 


We specifically recommend that the NMUD program provide national 
coordination among existing Canadian information resources, including both 
the specialized drug collections and the various general components of the 
overall federal STI system, and that it be responsible for identifying and 
filling the gaps in the collective network. Furthermore, NMUD should co- 
ordinate and improve access to relevant drug data collections and services 
in other countries. For example, certain major foreign alcohol and tobacco 
resources have not been tapped; they should be linked with the network soon. 

Immediate action should be taken to establish working links with the 
major Canadian non-federal resources—in particular the facilities of the 
Addiction Research Foundation and the collections of OPTAT and Laval 
University. The holdings of the library and documentation services at ARF 
have recently been combined, and are in immediate need of further uniform 





* See Appendix A and note f to that appendix. 
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indexing for retrieval. The Federal Government should provide consultation 
and financial support to ensure the efficient and continued availability of the 
ARF collection to Canadian researchers and other workers in the area. 


The services of the national information system must be available 
at low cost to the user. Access to information and referral to data sources 
must be provided in a way which minimizes the problems often caused by 
geographic distance or institutional affiliations. Reasonable service must be 
made available from coast to coast. The services should be well adver- 
tised to the various potential users, and adequate instruction must be pro- 
vided to enable users to make effective use of the system. 


Further study will be necessary to determine which aspects of the total 
national drug information system would best be administered under central 
control and which components would more appropriately be included in an 
associated decentralized network. We support in principle the overall emphasis 
on decentralization in Canada’s general STI policy. 


As noted earlier, in the Interim Report we stressed that the national 
agency responsible for research and information be free of political pressure 
and responsibility for law enforcement, and perhaps independent of govern- 
ment in general. NMUD has no law enforcement role, but is not in principle 
free from potential political interference. We feel that a system which co- 
ordinates research and data resources, and distributes technical information to 
researchers and other experts can be adequately developed within the present 
NMUD government context. However, additional effort should be made to 
ensure that the process of evaluating data and preparing summaries and 
reviews is appropriately independent. We suggest that such work be supervised, 
and the resulting materials regularly reviewed, by an independent federal- 
provincial expert committee made up predominately of non-government 
scientists. The dissemination of the information should be subject to the 
committee’s approval. 


Some form of frequent national report or newsletter providing a general 
overview of current developments in non-medical drug use information would 
be invaluable to workers in the field. The Journal, a monthly drug information 
newspaper published by the Addiction Research Foundation of Ontario, has 
filled a major communication gap in this area. With further development, in- 
cluding more specific bibliographic documentation, it could provide an even 
more effective vehicle for rapid information dissemination to a wide range 
of people. The Federal Government should explore with the Foundation and 
other provincial authorities the possibility of supporting or “nationalizing” 
The Journal on a federal-provincial basis, | 


There is an apparent lack of appropriately trained science writers and 
reporters capable of effectively communicating technical information on drug 
use to non-experts and the general public. NMUD should support specialized 
training in this important area. 
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The Federal Government should explore, with the provincial govern- 
ments and the various medical bodies, ways in which medical schools and 
associations can improve the education of physicians with respect to general, 
as well as treatment, aspects of non-medical drug use. Family doctors and 
general practitioners are commonly turned to for information in this area, in 
spite of the fact that most physicians have had little or no special education 
pertaining directly to non-medical drug use. As well, general non-science 
courses exploring the many facets of drug use in society would be a valuable 
addition to the general undergraduate and graduate curricula of universities 
in Canada. 


NMUD should support scientists in the preparation of relevant literature 
review articles and books on a regular basis, and should regularly organize or 
fund conferences and meetings to maximize rapid communication. In addition, 
the Directorate might usefully provide a concise annual public report 
summarizing significant developments in its own activities; other Canadian 
research, education and treatment efforts; government policy and adminis- 
trative regulations; various federal and provincial government statistics; and 
major foreign information. 


NMUD should actively participate in the further development of 
Canada’s general national and international scientific and technical informa- 
tion policy, to ensure adequate awareness and coverage of present and future 
needs in the field of non-medical drug use. 


We suggest that the Federal Government’s research and information 
policies and activities in this area be critically reviewed by an independent 
group, such as the Science Council, within three years of the release of this 
Final Report, and at regular intervals thereafter. Such evaluation should be 
made public. 
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Drug Education 


In the Interim Report we made certain general observations concerning 
drug education. In particular, we suggested that it was necessary to tell the 
whole truth about drugs as far as humanly possible, that it was unwise to 
base drug education on a strategy of fear, and that drug education should 
be seen as part of general education for living. We said that the purpose of 
drug education should be to provide the basis for informed and wise 
personal choice. In a similar vein, we said that drug education, as part 
of general education, should have as its objective the kind of understanding 
that will permit an individual to live wisely, in harmony with himself and 
his environment. 


Since the Interim Report we have attempted to learn about various efforts 
in Canada to develop programs in drug education and also to profit from 
experience elsewhere, particularly in the United States. In the last few years 
there has been a second look at drug education and the extent to which 
we can rely on it to achieve our objectives of social policy in relation to 
non-medical drug use. There has been difficulty in finding any broad measure 
of agreement on objectives, suitable content, and appropriate measures of 
effectiveness. In many quarters there has been severe criticism of current 
drug education efforts on this continent, and even scepticism about what 
we can hope to achieve with this form of social response. 


The Commission conducted a survey of the drug education policies of 
provincial educational authorities and local school boards across Canada,} 
made an in-depth study of the programs in certain schools,” questioned 
students on their response to drug education,? and identified some of the 
more innovative and promising programs. What the Commission learned 
from these studies is summarized here. 


Provincial authorities provide general support and guidance for local 
school boards in the development of drug education programs, but programs 
are developed at the local level and vary considerably in their approaches. 
Programs are adapted to local circumstances and requirements. When the 
Commission made a survey of 584 local school boards in 1971 (of which 
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369 or 63% responded), less than half of the respondents said they had drug 
education programs or specific policies concerning drug use in the school.® 
The proportion with drug education programs may be assumed to have in- 
creased considerably since then. 


The two main goals of drug education programs, as reported by the 
local boards, were information and counselling. Approximately half of those 
replying said they wanted to provide students with sufficient information 
so that they could make their own decisions based on knowledge. Others 
said they wanted their students to know the dangers of drug use. About 
20 per cent of the responding boards were interested not only in providing 
their students with information but in counselling them with respect to drug 
use, as well as general values and problems in living. 


About two-thirds of the boards which provided drug education did so 
through the health education course of studies. About 20 per cent provided 
it in other subject areas, usually guidance, and the remainder presented it 
as a separate course of study. 


As for methods, about three-quarters considered student counselling 
important. The same proportion favoured small discussion groups and in- 
formation dissemination in the form of lectures and pamphlets. 


With respect to selection and training of teachers for drug education, 
about half the boards which provided drug education thought in-service 
teacher training important and provided it. About half of these chose teachers 
on the basis of demonstrated empathy with students or because they 
volunteered, while the remainder simply designated certain teachers, usually 
those who taught the course of which drug education was a part. Resource 
personnel or materials used in teacher training, in the order of preference 
given by reporting boards, were the following: 


. physicians or other medical personnel; 

. printed or audio-visual materials; 

. law-related personnel, especially policemen; 

. a Specialized agency, such as an addiction foundation; 
. former and current drug users; 

. students; 


. parents; 


on nM FR WH NY 


. personnel from innovative services and street-workers. 


With respect to evaluation, about one-third of the reporting boards 
said that they evaluated their drug education programs. The main method 
of evaluation was seeking the opinions of students as to the effectiveness 
of the program. About three-quarters of the boards considered their programs 
to be moderately effective or better. The degree to which certain criteria 
of evaluation were favoured by the boards was as follows: increase in 
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students’ understanding and awareness (94.1% ); increase in parents’ under- 
standing and awareness (64.7%); students with drug-related problems 
assisted (58.8%); attainment of specified information level (47.1%); 
non-users deterred from starting use (41.2% ); overall decrease in drug use 
(29.4% ); overall decrease in harmful use of drugs (5.9%). 


The replies of the boards indicated that efforts in drug education were 
concentrated in grades seven to nine, although students in grades below and 
above this range were included by some respondents. Many of the drug educa- 
tion programs that came to the attention of the Commission were directed 
at junior high school students. 


Researchers for the Commission conducted an in-depth study, by direct 
observation and discussion with teachers and students, of the drug education 
program in certain selected schools in a large metropolitan area.® The study 
covered three high schools and one junior high school. The researchers 
concluded that drug education as a part of health education and physical 
education courses was a failure. The reasons given were that health educa- 
tion and physical education were regarded as “token” courses, and that the 
teachers were rarely found to be capable of dealing effectively with the topic 
of drugs and with the personal non-drug issues that surround drug use. The 
study was also critical of special programs of drug education in auditoriums 
with guest speakers and films, at which attendance was compulsory, and in 
which the tone was “strongly and naively anti-drug”. Most teachers who 
were interviewed agreed that there was little chance of success with this 
approach. The study concluded that drug education should not be propaganda 
for the traditional culture nor be the indoctrination of a particular value 
position. Information in the form of short, free pamphlets was thought to be 
useful. The study stressed that drug education should be placed in a more 
general perspective, related to the other problems of personal adaptation 
with which students are more generally concerned. 


The researchers were critical of certain aspects of the system of general 
education which, they felt, led to boredom and other states of mind con- 
ducive to drug use. In particular, they stressed that students should be given 
more free time to pursue study interests of their own, with assistance from 
the teaching staff. Emphasis was also placed on the need for a wide range 
of practical information. The study referred to this free period and the sup- 
porting organization for it as “The People’s Period” and “The People’s 
Department”. It also suggested an “Information Rack” to provide information 
on such matters as drugs, birth control, family problems, personal counsel- 
ling, welfare, legal aid, housing, venereal disease, and general medical clinics. 
Some of these suggestions were adopted and put into practice by a local 
school board during the course of the Commission’s work. 

A survey of the response of high school students to drug education 
revealed some interesting conclusions.’ The first was that there was a low 
rate of response to (or interest shown in) questions about drug education 
as compared to questions concerning other matters, such as the students’ 
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backgrounds, their values, and their feelings about school life and their 
teachers. The main approaches to drug education reported by the students 
were special assemblies and films and lessons integrated into health or 
physical education classes. Only about six per cent of the responding students 
said that they were satisfied with their drug education programs, although 
about 48 per cent said they thought that drug education had increased their 
knowledge of drugs. 


Students ranked drug education fourth as a source of information about 
drugs, well behind the first three choices: friends, television, and newspapers. 
The relative reliance on various sources of information differed according to 
the age of the students. More than 80 per cent of the students in junior high 
school grades relied on drug education to some extent, but only 25 to 30 per 
cent of the students in the senior high school grades mentioned it as a source 
at all. Almost 90 per cent of the senior high school students, but only 
about 60 per cent of the junior high school students, relied on their friends 
as one source of information. More of the younger students relied on their 
parents for information than did the older students, and more of the older 
students relied on their personal experiences for information than younger 
students did. (For a further discussion of this subject, see Section XIV 
The Mass Media.) 


Almost three-quarters of the students said there was no teacher to whom 
they could, or would, go if they needed information about drugs. At the 
same time, about 70 per cent of the students thought drug information was 
available to them and that it would be useful. The kind of information that 
was most desired was information concerning the effects of drugs and the 
actual risks involved in various kinds of drug use. 


As to the effects of drug education, slightly more than half of the students 
considered drugs other than cannabis to be more harmful after they had had 
drug education than they had thought before. The opinion of about a third 
remained unchanged, and the remainder considered the drugs less harmful 
than they had before drug education. Again there were variations according 
to the age of the students. Younger students were more likely than older 
students to consider the drugs more harmful than they had before drug 
education. 


The most promising education programs which the Commission was 
able to identify in Canada place drug education in a broad perspective as 
part of the development of understanding about how to live effectively. There 
is emphasis on developing the capacity for finding viable alternatives to drug 
use. One program stresses the importance of “living skills”. It suggests that 
the inability to avoid drug-related problems may be due in some measure 
to a poorly developed repertoire of the skills which enable the individual to 
fill free time with constructive alternatives to drug use.® 


There has been little progress made with the problem of evaluation of 
drug education programs. Most of what is spoken of as evaluation consists 
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of the impressions of a program’s effectiveness from students and teachers. 
Indeed, there is some question as to how far there can be effective evaluation 
of drug education. We may test retention of information. We may test appar- 
ent effects of drug education on attitudes and behaviour. For this purpose, it 
would be optimal to conduct long-term follow-up studies with matched con- 
trol groups, and even then we would be confronted with the very perplexing 
problem of assigning causal significance to the various factors which can in- 
fluence or are otherwise associated with attitudes and behaviour. Although 
great emphasis is currently being placed on the necessity of evaluating drug 
education, adequate techniques for assessing its ultimate effects upon beha- 
viour have yet to be developed and applied. In effect, we are presently acting 
on certain unverified assumptions concerning its efficacy with regard to 
various, often ill-defined goals and criteria. 


These assumptions have been increasingly challenged in recent years, 
particularly in the United States, where, it is fair to say, there have been 
signs of growing disenchantment and even disillusionment with drug edu- 
cation. It is difficult to know how far the criticisms of drug education in the 
United States would be true of drug education in Canada. Our own impres- 
sion is that there has not been in Canada anything comparable to the Ameri- 
can proliferation of drug education materials, ranging in quality from appar- 
ently excellent efforts to obviously inadequate and possibly harmful programs. 
From all accounts, there has been in the United States such a great outpouring 
of inferior materials and programs that many have called for a halt or a 
“moratorium” on drug education efforts to give time for the selection of good 
materials and the development of wider agreement on objectives and methods. 
Characteristically, Americans appear to have embarked on a great variety of 
drug education programs with greater gusto than Canadians, with the inevit- 
able excesses that such enthusiasm brings. Because of Canada’s smaller popu- 
lation and fewer jurisdictions, it is easier for good drug education programs 
to gain in influence through imitation. 


In addition to criticism of the quality of drug education materials and 
programs in the United States,1° there have been doubts raised about the effi- 
cacy of drug education as an influence on behaviour.14 Critics have said that 
we have placed too much reliance on it. They point out that information con- 
cerning the dangers of cigarettes has failed to bring about a significant de- 
crease in the amount of cigarette smoking. These critics say that people’s 
behaviour is not as much influenced by information as we might like to think. 
They point to more significant and longer-lasting influences in the personality 
and social background of the individual. There is also a suspicion that people 
may, by a process of “selective attention”, avoid the impact of information 
that does not support their choice of behaviour. In other words, we cannot 
even be sure that the information reaches those for whom it is most appro- 
priate. It has been observed, however, that we have not seriously~begun to 
make use in drug education of existing scientific knowledge concerning the 
techniques of influencing behaviour.?* 
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Apart from these questions concerning the positive efficacy of drug 
education, there is concern that it may often serve to arouse an unhealthy 
curiosity or interest in individuals who might not otherwise be attracted to 
particular forms of drug use. This is undoubtedly a danger in all discussion 
of forbidden things, particularly with young children. There is also the fear 
that while persons who are familiar with drug use are likely to have more 
credibility and therefore more effective educational impact than non-users, 
they may in many cases reinforce attitudes that are favourable to drug use. 


Notwithstanding these doubts concerning the efficacy of drug education 
and these fears that it may sometimes produce harmful results, we believe 
that we should persist with it as one of several means of helping to develop 
the understanding and the capacity required to enable the individual to deal 
effectively with the personal challenges presented by drugs. As with any other 
kind of human problem, we have more to fear from ignorance than from 
knowledge in the field of non-medical drug use. Even if drug education is 
more effective in conveying information than in influencing attitudes or 
behaviour, its informational function is essential. Individuals cannot be said 
to be adequately equipped to make wise choices if they do not have the 
requisite informational basis. Helping our young people to develop an ade- 
quate understanding of the phenomenon of non-medical drug use in its 
essential implications for personal welfare is a duty that we owe to them. 


At the same time, we must see the process of drug education in a much 
broader context than the formal program in the school system. We must not 
expect drug education in the schools to be able to overcome the lack of other 
constructive influences. Parents must be involved in drug education as well 
as teachers. Much of the knowledge about ourselves and how to live that is 
relevant to the ability to cope effectively with the challenges presented by 
drugs can only be imparted effectively in the home. This is the subject-matter 
of a later section of our report. 


Perhaps a final word about fear is in order. When we said in our 
Interim Report that we did not think drug education should be based on a 
strategy of fear we had in mind a program that started out with the stimula- 
tion of fear as its objective. The notion of a strategy of fear implies that one 
will set out to inspire fear and to shape the message accordingly. Obviously, 
one should not distort the facts to produce fear, but if the facts objectively 
stated give rise to fear this is not a consequence to be avoided. We did not 
mean to suggest that fear resulting from a consideration of the objective 
facts was a bad thing. 


There is a danger that in raising too great expectations or in being 
excessively critical about drug education we may inhibit or paralyse very 
worthwhile efforts. The same stimulation of self-doubt by a host of experts 
has played havoc in the field of child-rearing. It would be a pity if teachers 
were made unduly self-conscious or discouraged by all these second thoughts 
about drug education. It is very easy to set unreal standards. Only good can 
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come from a teacher who sympathetically assists students to develop a greater 
understanding of themselves and the problems of effective living, of which 
drugs are only one aspect. What is important in the long run is not the 
detailed, technical knowledge (although this should be imparted ‘as accurately 
as possible) but the understanding of self and the role which drugs play in 
our lives. We have to come to this understanding by ourselves; drug educa- 
tion is only one of several means by which we may acquire it. With all its 
limitations it can play a useful role if it is carried out with candour and an 
awareness of the extent to which our individual values will inevitably deter- 
mine our choices. As we said in our Interim Report the goal cannot really be 
more than to assist the individual to see where his true personal interest lies. 
In the final analysis we have no alternative but to place our faith in the 
value of this kind of understanding. 


Reference has been made in the preceding section to the federal role 
in relation to drug education. 
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The Mass Media 


In Section III The Causes of Non-Medical Drug Use, we made some 
general observations concerning the role of the mass media of communica- 
tion. As we suggested there, it is probably impossible to accurately determine 
the full effects of the media on attitudes and behaviour. An attempt may be 
made to determine how much people retain the impressions they receive from 
the media. They may be asked their opinion as to the extent they believe the 
media have influenced their conduct, but they may in fact be mistaken in 
their assignment of causal significance. Controlled experimental studies of the 
effects of the media, under natural conditions, would be extremely difficult if 
not impossible to conduct, because of the obviously complex interaction of a 
multitude of seemingly uncontrollable factors which influence attitudes and 
behaviour. 


A significant role of the media which must necessarily be regarded as 
having causal effect is to make something known that would not otherwise 
be known to the individual. Without knowledge of a thing there can be no 
curiosity or desire concerning it. Thus, an important question is the extent 
to which the media have introduced individuals to knowledge about drug 
use (and in particular, non-medical drug use) which they would not have 
otherwise obtained. 


In its national surveys! the Commission attempted to determine the rela- 
tive importance of the media as a source of first information about drugs. 
Of course, the fact that a person first learned about certain drugs from 
the media does not necessarily mean that he would not have eventually 
obtained equivalent information from other sources. The Commission’s na- 
tional adult survey (based on a sample of households) indicated that the 
media ranked in the following relative importance with friends and ac- 
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quaintances as the source of first information about certain psychotropic 
drugs: 


SOURCE OF FIRST INFORMATION ABOUT DRUGS 


From Friends and 


Drug From Media (% ) Acquaintances (% ) 
Hashish 58 8 
LSD 68 J 
Marijuana 62 10 
Speed 47 6 
Amphetamines 26 4, 
Barbiturates 37 6 
Diet Pills 29 10 
Solvents 53 9 
Sleeping Pills 34 11 


It should be emphasized that the sample in the national survey of 
households was composed mainly of adults who would presumably have less 
contact than younger people with friends using drugs whose possession is 
prohibited. The Commission’s surveys indicated that the media were less 
important for high school students as a source of first information about 
drugs. Among those high school students who had ever used drugs non- 
medically, 27 per cent first learned of drugs from the media, while 62 
per cent first learned from their friends and acquaintances. Among the 
non-using student population, 43 per cent first heard of drugs through the 
media and 28 per cent from friends and acquaintances.? 


A pilot study to attempt to determine some of the salient environmental 
influences which may affect drug use among the young was undertaken in 
1970 in California by Dr. Donald L. Kanter,* with special attention to the 
role that television advertising may play. In each of three phases of the study, 
622 students from grades five, seven and eleven were asked to: a) recall the 
advertisements they remembered in their daily television viewing and radio 
listening; b) state their attitudes towards drugs and other related factors; 
c) view six advertisements, after which their general receptivity was studied. 


In summary, the study found that advertising had very low salience 
among the students, when compared to other environmental influences. Most 
students felt that peer group influence and curiosity were more closely related 
to the first use of illegal drugs. The study also concluded that there is no 
indication that pharmaceutical advertisements were easier to recall than those 
of other heavily advertised products, although the students felt that adver- 
tising was a relatively strong influence on their feelings about medicine, 
but not about marijuana or other illicit drugs. The study noted, however, 
that fifth grade students tended to react most positively and least negatively 
towards advertisements for pharmaceuticals and cigarettes, and the same 
group ranked television programs as a relatively strong influence upon their 
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general feelings and knowledge of marijuana and other illicit drugs, a fact 
which was not stated by the older students in the study group. The youngest 
students tended to find the pharmaceutical and cigarette advertising claims 
more believable than the older students. 


A number of the students, especially those in grade seven, felt that the 
advertisements for stimulants and depressants could lead to misuse of the 
product, and users of marijuana and ‘pep pills’ seemed to be more receptive 
and less negative to the six advertisements than were the non-users. 


Kanter concluded that while advertising is not, by itself, responsible for 
student behaviour towards drugs and other products, substances and ac- 
tivities, it is potentially an influencing agent, particularly on the youngest 
students. He suggests that advertising functions as a reinforcing element in 
the entire complex of drug attitudes among the young by implying, symbolic- 
ally, to the users that: “Everyone turns on in his own way.” This, he 
points out, might be an important rationalization for the furtive user. In 
summary, he suggests that “it may just be that pharmaceutical advertising is 
one more cultural prop in the maintenance of favourable attitudes towards 
drug usage among the young”. It is, after all, the elementary school children 
who tend to be most receptive and least critical of advertisements. 


The significance of any impact that advertising may have on youth in 
relation to non-medical drug use does not appear to lie in the direct effect of 
individual commercial messages. Rather it appears to flow, as with adults, 
from the recurrence of themes which suggest easy access to material objects 
for alteration of the physical or psychological functioning of the human 
body. This message, in turn, appears to reinforce a growing reliance on the 
biochemical development of substances capable of controlling such aspects 
of human functioning as sleep, response to tension or coping with fatigue. 


Advertisers have not hesitated to use drug-related themes to promote 
their products in recent years. The use of psychedelic themes, visually or 
verbally, characterized a good deal of advertising during 1968 and 1969. 
However, by 1970, many advertisers were convinced that these themes were 
not making an impact for their products in the market-place and, to a 
large extent, they had abandoned them, recognizing that in order to be 
effective, advertising must choose the style appropriate to the audience. 


There is no evidence of direct encouragement of illicit drug use in 
advertising, but there may be some indirect influence on the phenomenon 
through the emphasis that advertising places on quick and easy solutions 
to such everyday problems as headaches, stress, fatigue and interpersonal 
strains. 


As we suggested earlier, there is little empirical evidence documenting 
the influence of advertising on the behaviour of those exposed to it, but it is 
not unreasonable to assume that there is some effect. Otherwise, the very 
large investment in advertising can only be described as wasteful and il- 
logical. In 1970, for example, Canadian advertisers invested a total of ap- 
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proximately $330 million in radio, television, newspaper and magazine 
advertising.* Of this amount, about $84 million, or 25 per cent, was spent 
on advertisements for alcohol, tobacco and over-the-counter pharmaceutical 
preparations.® 


If the objective of social policy with respect to non-medical drug use 
is to reduce such use as much as possible, the question that presents itself 
is whether controls should be imposed on the advertising of drugs on the 
assumption that advertising encourages such use. The issue arises particularly 
with reference to the advertising of over-the-counter drugs, alcoholic bev- 
erages, and tobacco. Such advertising is thought to encourage a general 
climate of acceptance of and reliance on mood-modifying substances. 


The jurisdiction to regulate advertising is an aspect of the jurisdiction 
to regulate trade and commerce, which is divided in Canada along the fol- 
lowing general lines: the Parliament of Canada has exclusive jurisdiction 
with respect to trade and commerce which extends beyond the boundaries 
of a single province, and the provinces have exclusive jurisdiction with 
respect to trade and commerce which is confined to their respective terri- 
tories. There is some overlapping in the federal and provincial jurisdictions, 
and in particular, federal jurisdiction extends to matters of intraprovincial 
trade and commerce the regulation of which is necessary to the effective 
exercise of federal jurisdiction over extraprovincial trade and commerce. 
(See Appendix F.1 The Constitutional Framework.) Conversely, enterprises 
carrying on extraprovincial trade and commerce are subject to a variety of 
provincial laws affecting the business which they carry on in a particular 
province. The Federal Parliament also has certain special bases for a regu- 
lation of advertising. It effectively controls advertising on radio and tele- 
vision in the exercise of its jurisdiction over these broadcasting media. It 
may also base the control of certain kinds of advertising on its criminal law 
power, in the interests of public morality, order, safety, health, and the pre- 
vention of fraud. The criminal law power affords a basis (in addition to 
regulation of trade and commerce) for controls over the advertising of drugs, 
including alcohol and tobacco. The extent to which there is a corresponding 
or comparable provincial jurisdiction for the protection of health is not so 
clear, but it appears to be generally recognized that the provinces may 
restrict the availability of substances in the interests of health (see Appendix 
F.1) and that restrictions on advertising may be related to such a legislative 
purpose. Provincial restrictions on liquor advertising have been recognized 
as a valid aspect of liquor regulation, and provincial restrictions on the 
advertising of tobacco have been held to be valid as a regulation of local 
trade and commerce.® 


The advertising of narcotics,’ controlled drugs, and Schedule F pres- 
cription drugs® to the general public is prohibited. In efiect, advertising of 
these drugs is confined to professional journals. Over-the-counter drugs and 
proprietary or patent medicines may be advertised to the general public, but 
subject to certain limitations. The Food and Drugs Act provides that no 
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person shall advertise any drug to the general public as a treatment, preventa- 
tive or cure for any of the diseases, disorders or abnormal physical states 
mentioned in a schedule to the Act.1° These include “anxiety state”, 
“depression”, “hypertension”, and “hypotension”. The Act further provides 
that no one shall advertise a drug in a manner that is false, misleading or 
deceptive or is likely to create an erroneous impression regarding its charac- 
ter, value, quantity, composition, merit or safety.11 The Act also provides 
that the Government may make regulations concerning the advertising of a 
drug “to prevent the consumer or purchaser thereof from being deceived or 
misled as to its quantity, character, value, composition, merit or safety or 
to prevent injury to the health of the consumer or purchaser....”!2 This 
suggests the nature of the matters with which the Government is to be con- 
cerned in its regulation of advertising. 


The Proprietary or Patent Medicine Act*® also contains provisions con- 
cerning the advertising of the substances covered by it. As with the provisions 
in the Food and Drugs Act they are chiefly concerned with truthfulness. A 
proprietary or patent medicine must not be claimed to be a cure for any 
disease, and any advertising of it must not contain any false, misleading or 
exaggerated claims.1# 


The regulations of the Canadian Radio-Television Commission require 
that the advertising on radio and television of drugs which are governed by 
the Food and Drugs Act and the Proprietary or Patent Medicine Act must 
receive the prior approval of the Department of National Health and Wel- 
fare and a representative of the Commission.® In the exercise of this review 
the Department of National Health and Welfare is chiefly concerned, in 
accordance with its legislative framework, with truthfulness and proper 
disclosure. It does not attempt to interfere with the general tone of such 
advertising, insofar as it may have a bearing on the general encouragement 
of drug use. 


The issue arises as to whether there should be a stricter control exer- 
cised over the advertising of over-the-counter drugs and patent or pro- 
prietary medicines. Many of these products, such as analgesics, cough 
suppressants and antihistamines, serve a useful function. It is not practicable 
that they all be made subject to the requirement of prescription because 
of the additional expense and inconvenience that would be caused to con- 
sumers. So long as over-the-counter preparations serve a useful function, for 
example, in the relief of pain and allergy, it is desirable that accurate in- 
formation concerning their uses and any dangers be made available to the 
public. There would be more harm than good in a lack of adequate informa- 
tion concerning these medications. On the other hand, much of the adver- 
tising of these substances, by its general tone, is calculated to encourage re- 
liance on chemicals to relieve discomfort of various kinds. While a total 
prohibition of the advertising of such substances would not appear to be 
desirable, we recommend that the federal authorities be empowered and 
encouraged to exercise a closer control over the general tone of such 
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advertising. It should be confined to a truthful, matter-of-fact description 
of the use of these substances, purely to advise people of their availability 
and not to encourage their use as such. 


The Canadian Association of Broadcasters is to be commended for their 
decision to ban all advertising of drugs, including proprietary medicines, to 
children.16 


The most significant advertising of drugs today is unquestionably that 
which is directed by pharmaceutical manufacturers and distributors at the 
medical profession. Until fairly recently, the Department of National Health 
and Welfare has not concerned itself particularly with such advertising, rely- 
ing on the medical profession to monitor it for truthfulness. There has been 
no attempt to deal with the extent to which the volume and general tone 
of such advertising encourages prescribing by physicians and the total amount 
of drug consumption for medical purposes. There is evidence, however, 
that the Department is showing greater concern about this problem. The 
Department has noted that about 75 per cent of the drugs on the market 
were not available 15 years ago, and that about 50 per cent of the doctors 
practising today have graduated within this same period.1*7 The conclusion 
that is being drawn is that doctors are receiving most of their education in 
the use of drugs from the representatives of pharmaceutical manufacturers. 
In consequence, the Department has begun to make a much closer study 
of the advertising literature and practices of these companies. We recom- 
mend that effective controls be established over the nature and quantity 
of the advertising directed by pharmaceutical manufacturers and other 
distributors at the medical profession, including the use of samples. The 
Federal Government should take steps, in consultation with the pharma- 
ceutical industry, to encourage a general reduction in this kind of promotion. 


Generally, self-regulation is to be preferred to government regulation 
because it can adjust more flexibly and realistically to operating necessities. 
Matters of taste and general tone and emphasis cannot be dealt with effec- 
tively by formal rules. They call for the continuous exercise of judgment 
within a context of general criteria or guidelines. Some consultative mecha- 
nism should be established, involving representatives of government and in- 
dustry, with the objective of developing an advertising climate that will avoid 
as much as possible encouraging reliance on drugs, whether for medical 
or non-medical use. 


The general jurisdiction to regulate the advertising of alcoholic bev- 
erages is provincial as an aspect of the power to regulate the sale of such 
substances. The provinces have adopted provisions concerning liquor adver- 
tising which vary considerably in their restrictiveness. In New Brunswick and 
Prince Edward Island all such advertising originating in the province is 
prohibited. The other provinces permit such advertising in varying degrees. 
For a short time the province of British Columbia sought to prohibit virtually 
all such advertising, but it has returned to the former state of the law, under 
which liquor may be advertised in newspapers or periodicals, subject to 


221 


Part Four Non-Coercive Influences 


prior approval of all such advertising by the Liquor Control Board. Outdoor 
advertising of liquor is forbidden, which is an example of the kind of pro- 
vincial regulation designed to minimize the impact of such advertising on the 
young. 

The Canadian Radio-Television Commission exercises control over the 
advertising of alcoholic beverages on radio and television. The regulations+® 
prohibit the advertising of spiritous or “hard” liquor altogether. They permit 
advertising of beer, wine or cider in any province in which the advertising 
of such substances is permitted by provincial law. Their advertising on radio 
and television is subject, however, to the following conditions, among others: 
the advertising must not be designed to promote the general use of beer, 
wine or cider, but this condition is not construed so as to prevent “industry, 
institutional, public service or brand preference advertising”; the advertise- 
ment must not exceed sixty seconds in duration; and it must be approved by 
a representative of the Commission prior to broadcast.?® 


The advertising of spiritous or ‘hard’ liquor appears to be heavily con- 
centrated in certain periodicals. Indeed, an examination of such magazines 
indicates that a very significant proportion of their advertising revenue must 
be derived from advertising by distillers, most of which is in the form of 
full-page colour ads. Such advertising is chiefly of the brand preference 
type, although some of it carries overtones of the association of drinking 
with distinction of various kinds. Occasionally, there is advertising of 
a public service nature, as for example, an advertisement on the need 
to seek medical help for problem drinking. In one issue which car- 
ried this advertisement, however, there were several straightforward liquor 
advertisements by the same company. A ban on such advertising would un- 
doubtedly have a very severe impact on the advertising revenues of such 
publications. The question is whether such advertising causes sufficient harm 
to warrant such a ban. The assumption on which such a ban would be based 
is that the harm caused by the excessive use of alcoholic beverages is such 
that we are justified in attempting to prevent any encouragement of their use 
as much as possible. 


It is, of course, impossible to assess the extent to which such adver- 
tising encourages the use of alcohol. One can only assume from the invest- 
ment that is made in it that it is at least considered by the advertisers to 
encourage brand preference. What other message the advertising may carry 
is far from clear. Certainly, it is highly attractive and subtly suggests the 
association of certain products with distinction and social prestige. On the 
other hand, its exposure to the young is presumably less than that of adver- 
tising on the broadcast media and that of various forms of outdoor adver- 
tising. | 

To be feasible a prohibition of such advertising would have to be intro- 
duced at the federal level. Because the periodicals which carry such adver- 
tisements are either national in scope or originate outside of Canada it is 
not feasible for individual provinces to consider such a prohibition. 
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It would be preferable if there were a total prohibition of liquor adver- 
tising but if this were not considered feasible because of the substantial 
amounts of advertising revenue involved, we recommend that advertisers of 
alcoholic beverages be required by federal law to include in their advertise- 
ments a warning of the dangers of excessive use (e.g., “Danger to your health 
increases with amount consumed”) similar to that which is included in 
cigarette advertising. The text in such advertisements should also be confined 
to truthful, matter-of-fact description of the contents of the product and its 
effects on the human body. 


At the present time there is no federal regulation of the advertising of 
tobacco products, although there is some self-regulation by the industry. 
British Columbia is the only province that appears to have introduced any 
regulation of such advertising. 


Bill C-248, for the enactment of a Cigarette Products Act, was intro- 
duced in the federal Parliament by the Minister of National Health and 
Welfare and given first reading in June 1971 but was later abandoned, 
presumably as a result of pressure from the cigarette manufacturers and their 
willingness to undertake a measure of self-regulation. Bill C-248 would have 
prohibited all advertising or “promotion” of cigarettes to the public except 
for identification of products at point of purchase. It would also have set 
limits on the amount of nicotine, tar, and other constituents which cigarette 
products could contain, and would have required that all cigarette packages 
carry a statement of the amount of such substances contained in the smoke of 
the cigarettes, as well as a warning in the following terms: WARNING: 
DANGER TO HEALTH INCREASES WITH AMOUNT SMOKED, 
AVOID INHALING. The Act would have come into force on January Ist, 
19772. 


The industry code for self-regulation, entitled “The Cigarette Advertising 
Code of the Canadian Tobacco Manufacturers’ Council’, took effect on this 
date. Unlike the Bill, it does not prohibit all cigarette advertising to the public, 
but only such advertising on radio and television. It requires that a warning 
in the following terms be clearly indicated on all cigarette packages: 
WARNING: THE DEPARTMENT OF NATIONAL HEALTH AND 
WELFARE ADVISES THAT THE DANGER TO HEALTH INCREASES 
WITH THE AMOUNT SMOKED. The Code does not appear to require 
that such warning be carried in advertising, but in fact all cigarette ads in 
periodicals appear to carry it. 


This may result in part from the fact that the regulations made under 
the Tobacco Products Act”® of British Columbia require that not only every 
cigarette package but every advertisement of cigarettes in the province must 
carry a warning in one of the following three forms: 

WARNING: Cigarette smoking is harmful to you. 


WARNING: The Department of National Health and Welfare advises 
that danger to health increases with amount smoked. 
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WARNING: The Surgeon General has determined that Cigarette 
Smoking is Dangerous to Your Health.?4 


The third alternative is for the convenience of American advertisers. 


The media in which the advertising of tobacco is permitted in British 
Columbia, subject to the foregoing condition concerning cigarettes, are news- 
papers, books, periodicals, programs, circulars, price-lists or letters, vending 
machines, and the premises of sellers. Any other form of outdoor advertising 
(such as billboard advertising) and advertising in the broadcasting media 
would appear to be prohibited. 


In summary then, the advertising of cigarettes on radio and television 
in Canada is effectively prohibited in Canada, as a result of industry regula- 
tion, and all cigarette advertising must carry a warning of the dangers of 
smoking. The warning does not, however, as was originally contemplated 
by Bill C-248, caution against inhaling. The industry code contains a number 
of rules designed to reduce the impact of cigarette advertising on young 
people, including the use in such advertising of athletes, entertainers or other 
personalities likely to have special appeal to children or adolescents. More 
generally, the Code stipulates that cigarette advertising should be of the 
brand preference type and should not state or imply that smoking “is essen- 
tial to romance, prominence, success or personal advancement”’. 


As with alcoholic beverages the issue is whether there should be a com- 
plete prohibition of such advertising. Once again, there would appear to be 
a significant reliance by periodicals (although not as great as in the case of 
liquor) on revenue from such advertising, and many of these periodicals 
originate outside the country. A total prohibition of all cigarette advertising 
would be preferable but if it is not considered feasible, for jurisdictional or 
other reasons, we would recommend, as in the case of alcoholic beverages, 
that the text in such advertising be confined to straight, matter-of-fact 
description of the contents of the product and its effects on the human body. 
Although we recognize that some protection is involved in the warning that 
is now voluntarily carried in such advertising by the tobacco industry, we 
recommend that it clearly convey the fact that the regular smoking of 
cigarettes, because of the dependence that develops, almost inevitably leads 
to the level of use that is dangerous. We further recommend that such warn- 
ing be required as a matter of law by appropriate federal provision. 


The advertising of certain hazardous products which may be used for 
purposes of intoxication, in particular volatile substances, is regulated by a 
federal statute, the Hazardous Products Act.?? The regulations made under 
the Act provide that certain volatile solvents shall not be advertised or sold 
unless the label on their container carries the required warning of the dangers 
involved in use. These warnings indicate that the vapour is harmful and that 
one should not breathe the fumes from the substance. There is little danger 
that such substances will be advertised or promoted for purposes of intoxi- 
cation. The intervention of government is to require that labelling carry a 
suitable caution of the hazards incurred when they are used improperly. 
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At the same time, if the warnings were too explicit they could encourage 
such use by what the U.S. Consumers Union report Licit and Illicit Drugs 
has called the “lure of the warning”.?° 


It is necessary now to consider the general effect of the media on non- 
medical drug use, and in particular, the extent to which the media may have 
encouraged illicit drug use. It is impossible to be certain but it is reasonable 
to assume that the publicity given to certain aspects of illicit drug use has 
aroused an unhealthy interest in it. Certain of the media appear to have 
been involved in favourable references to illicit drug use and even overt 
encouragement of it. The media that have been particularly guilty of this 
have been FM “rock” music radio stations and the “underground” press. 


Drug-oriented music may take one or both of two forms. Its lyrics may 
contain passages or expressions which can be taken as references to drug 
use, although this is at times a matter of interpretation. It may not reflect 
the original intent of the author of the song. The second form is not projected 
through the lyrics but through the music itself, which, it is claimed, often 
functions to enhance the effects of some forms of non-medical drug use. 


The modern era of drug-oriented music began about 1963 with the 
appearance of two songs “Puff the Magic Dragon” and “Walk Right In”, 
which, it is said, were running allegories about marijuana intoxication, The 
most notable proliferation of this form of music began, however, in 1965, 
with the advent of “folk rock”. Bob Dylan is generally regarded as the most 
significant pioneer of this form, with his song in that year “Mr. Tambourine 
Man”, a song full of strange, new images which told the story of a drug 
user trying to buy drugs from a Greenwich Village trafficker. 


As the use of psychedelic drugs increased both in North America and 
England over the following two years, more explicitly drug-oriented “rock” 
songs appeared. In “Rainy Day Woman”, Dylan himself decreed unam- 
biguously that “everybody must get stoned”. The Rolling Stones portrayed 
one kind of drug experience in “Get Off of My Cloud”, and publicized the 
“housewife syndrome” in a later song that dubbed the “little yellow (amphe- 
tamine) pill”, “Mother’s Little Helper”. The Mothers of Invention satirized 
the growing use of drugs in middle-class America in their album Freakout. 
The English singer Donovan wrote “Mellow Yellow”, the product of a 
rumour in circulation at the time that the insides of banana skins, properly 
prepared, would induce a drug-like ‘high’. 


The interrelationship of rock music with drug use was not confined to 
lyrics and double entendre references, A basic quality of the drug experience 
—distortion of time and spatial perception—was being captured in new 
styles of a ranging instrumentation. Increasing electronic sophistication made 
it possible, for example, to “twist and bend” the sounds from an electronically 
amplified guitar out of all recognition, 


In 1966 rock music groups who produced while under the influence 
of psychedelic drugs became prominent. The first track of a production by 
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Country Joe and the Fish was “Flying High”, a description of the musicians’ 
adventures during an LSD experience. On the West Coast of the United 
States, such groups as The Grateful Dead, who admitted to consuming large 
quantities of LSD before performances, The Jefferson Airplane and Big 
Brother and the Holding Company produced drug-oriented music, which 
became known to its devotees as “acid rock”. The Beatles, perhaps the most 
popular and widely known musical group of the 1960s, produced an album 
entitled Set. Pepper’s Lonely Hearts Club Band, about the same time in 
which there were numerous allusions to drug use and drug-oriented images. 


Throughout the period until 1969, some rock music groups proselytized 
for drug use, some were indifferent, and some like Steppenwolf, portrayed the 
‘pusher’ in terms of severe condemnation, while allowing for the relative harm- 
lessness of “pills and smoke”. Throughout 1970 drug themes in rock music 
began to lose their prominence, and a change became evident by late 1970 
after Janis Joplin and Jimi Hendrix, two of the most prominent artists 
of the 1960s, died suddenly. Shortly after their deaths there began to appear 
a number of rock productions warning the young of the dangers of non- 
medical drug use. Some productions painted frightening images of the ad- 
dict and his needle. Others expressed a disillusionment with the creative 
value of hallucinogenic drugs—for example, the following lines by John 
Lennon of the Beatles: 


I seen through junkies I been through it all, 

I seen religion from Jesus to Paul, 

Don’t let them fool you with dope and cocaine, 
Can’t do you no harm to feel your own pain 

I found out! 


The Canadian Radio-Television Commission does not specifically pro- 
vide for the control of music associated with drug use. Nor are there indi- 
cations that the broadcast industry itself would welcome such an interven- 
tion. A number of FM rock radio program directors that were interviewed 
said they drew the line at outright endorsement of drug use from any quarter 
and said they would be prepared to change their attitudes if it could be 
proven to them that drug-oriented music did in fact lead young people to 
drug use.4 


The “underground” or “alternate” press now publishes in a number of 
cities across Canada. Editorially speaking, most “underground” papers are 
positively oriented to the recreational use of drugs. There has always been a 
basic consensus in the “underground” press that certain drugs have valuable 
properties and that the existence and enforcement of federal laws concerning 
drug use are unethical and unacceptable. References to the drug experience 
find their way, without apology, into reporting, features and entertainment of 
every kind appearing in these publications. The degree to which this editorial 
policy may influence the non-medical use of drugs by the readership of the 
“underground” press is difficult to ascertain. No readership surveys have been 
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carried out in Canada but in the late 1960s such a survey was carried out 
by the East Village Other, a major “underground” publication in the United 
States. This survey showed that 98 per cent of the readership of this publica- 
tion had tried marijuana at least once and 77 per cent had tried LSD. Inter- 
pretation of these findings is difficult, since it cannot be ascertained whether 
this drug use was encouraged by the editorial posture of the publication, or 
whether the publication had a special appeal for readers who had already used 
these drugs. Although the editors of these publications assert that their 
readership expects to find in the “underground” press the ultimate con- 
firmation of ideas to which they already cling, it must be recognized that as 
early as 1968 in Canada the “underground” press was proselytizing indis- 
criminately on behalf of hallucinogenic drug use. The early history of these 
publications in North America is marked by a high degree of defiance of the 
present drug laws, and of curiosity and uncritical acceptance in relation to 
many types of drug use. 


By the spring of 1971 the preoccupation with non-medical drug use 
appeared to have diminished. Analysis of successive issues of American 
“underground” publications showed a progressive diminution in the space 
being devoted to this subject. There also appeared to have been a qualitative 
change. Stories on the morality of drug use were giving way in Canadian 
“underground” publications to advice and discussion intended to provide 
practical information to young drug-using readers. One widely syndicated 
column, written by a California physician, provided information about the 
side effects and dangers of well-known and more obscure drugs. More space 
was being devoted to the dangers of heroin and amphetamine use, and wide 
discussion was given to those rock artists who had recently expressed their 
disillusionment with the value of LSD. In Canada, one West Coast “‘under- 
ground” publication ran a highly revealing feature by Black Panther Eldridge 
Cleaver during 1970. In the article, Cleaver delivered a scathing denuncia- 
tion of LSD and of Dr. Timothy Leary, the so-called high priest of psyche- 
delics, for being what he described as death-inspired and counter-revolution- 
ary. The trend of “underground” publications in Canada in 1971 was 
described by one Commission researcher as follows: 


Drugs have not ceased to provide an orientation or a rallying point, 
but the realization has developed that an alternative social order cannot be 
founded on their use alone.” 


The question arises as to whether the law should specifically prohibit 
acts which encourage illicit drug use or exploit it as a dominant theme. 
French law makes it a criminal offence to incite a person to commit drug 
offences or to portray them in a favourable light.2® Counselling or aiding and 
abetting a criminal offence, such as trafficking or simple possession, is 
presently covered by the Criminal Code of Canada. (See Appendix F.4 
Applicable Provisions of the Criminal Code.) There is no necessity to create 
a special offence applicable to drug use to cover such conduct. The question 
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arises as to whether there should be an offence, similar to that of obscenity, 
consisting in the undue exploitation of illicit drug use. Our experience with 
the law of obscenity, which has given rise to critical re-examination, suggests 
that it would be unwise to create a new offence of this character. Direct, 
overt encouragement of conduct which is presently an offence under the 
drug laws is the matter of principal concern in this general area and is 
adequately covered by the offence of counselling.” 
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. Benson and Hedges (Canada) et al v. Attorney General of British Columbia. 


[1972] 5 W.W.R. 3 (B.C. Sup. Ct. Hinkson J.), which upheld the validity 
of a provision in the Government Liquor Act of British Columbia prohibiting 
certain forms of liquor advertising and the Tobacco Advertising Restraint 
Act of British Columbia, which prohibited certain forms of tobacco adver- 
tising in the province. Both of these legislative provisions have since been 
replaced by less restrictive measures, and the decision of the Supreme Court 
was not appealed, but it contains a useful review of the issues and the 
authorities. 


Narcotic Control Regulations, section SO. 
Food and Drug Regulations, G.01.007. 
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the general public if it is in a form not suitable for human consumption and 
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Section 8. 
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lations of the Canadian Radio-Television Commission. The Canada Gazette 
P II, Vol. 98, pp. 163, 649 and Vol. 93, p. 1198. 


In May 1973 the Broadcast Code for Advertising to Children, which is an 
industry code for self-regulation, was amended to include the following 
provision: “Drugs, proprietary medicines, and vitamins in liquid, powdered 
or tablet form must not be advertised to children.” This Code, which sup- 
plements the Canadian Code of Advertising Standards, also developed by 
the Association for self-regulation, applies to “commercial messages broad- 
cast specifically to children under 13, whether on children’s or adult pro- 
grammes”. 


Dr. A. B. Morrison, Assistant Deputy Minister, Department of National 
Health and Welfare, Health Protection Branch, Personal communication 
to the Commission, May 2, 1973. 


Section 10 of the AM Radio, FM Radio and Television Broadcasting Regu- 
lations of the Canadian Radio-Television Commission. The Canada Gazette 
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71-558, 24 September 1971. 
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trol Board and one from the Quebec Liquor Permit Control Commission. 
The Committee decides in accordance with published guidelines established 
by the CRTC. These guidelines provide in part as follows: 
1. The main criterion in the approval of scripts is adherence to standards 
of good taste. 
2. Advertising shall not 
(a) encourage the general consumption of the product, nor should it 
attempt to influence non-drinkers to drink; 
(b) be associated with youth or youth symbols; 


(c) attempt to establish a certain product as a status symbol, a necessity 
for the enjoyment of life, or an escape from life’s problems; 

(d) show persons engaged in any activity in which the consumption of 
alcohol is prohibited. 


Stat. B.C. 1972 (2nd Session), c. 13. 

Tobacco Products Regulations, adopted November 2, 1972. Order in Council 
No. 3941 dated 2 Nov. 1972. 

R.S.C. 1970, c. H-3. 
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The Consumers Union Report on Narcotics, Stimulants, Depressants, Inha- 
lants, Hallucinogens and Marijuana—Including Caffeine, Nicotine and Alco- 
hol, (Boston: Little, Brown, 1972), p. 323. 


J. David, “The Role of Rock Music and the Underground Press in Relation 
to the Non-Medical Use of Drugs,” Unpublished Commission research 
paper, 1971. 
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25. Ibid. 
26. Loi n° 70—1320 du 31 décembre 1970, art. 630. 


27. See R. v. McLeod and Georgia Straight Publishing Ltd., 12 C.R.N.S. 193 
(B.C.C.A.) in which the offence of counselling was applied against an 
“underground” paper for encouraging the cultivation of marijuana. 


231 


Section XV 


Innovative Services 


Since the publication of our Interim Report, the Federal Government 
has demonstrated its support for the innovative services in a number of ways. 
The Non-Medical Use of Drugs Directorate (NMUD) was established by 
the Department of National Health and Welfare with a section specifically 
responsible for monitoring and evaluating these services. Regional offices 
were created to provide liason between local services and the Directorate. 
The Department of National Health and Welfare has allocated an increas- 
ingly substantial number of grants for the creation and operation of these 
services. In addition, funds have been available through Opportunities for 
Youth and the Local Initiatives Program. 


In 1970, the Commission strongly expressed its support for these ser- 
vices, recommending that they be encouraged both morally and financially. 
Satisfactory progress has been made in this regard. 


In Appendix M of this report we have updated and expanded upon our 
previous observations and have expressed some reservations about innovative 
services. In following their operation and development we have seen that 
some innovative services are subject to many of the same pitfalls as the more 
traditional agencies. Some have become rigidly bureaucratic and remote from 
their clientele and original purpose; others have slipped into laxity and per- 
functory routine, losing sight of their clients’ real needs and failing to evolve 
with the changing non-medical drug use scene. 


On the other hand, the innovative services have diversified greatly since 
the publication of the Interim Report. Many of them, realizing the decreasing 
urgency of their original purposes (providing emergency drug-crisis interven- 
tion, for example) have turned their attention to other fundamental problems. 
A great number have thus become less narrowly focussed on particular devi- 
ant populations and more broadly community-oriented, attempting to deal 
with the sources of social alienation which can promote the non-medical] use 
of drugs. This broader outlook and community focus should be encouraged. 


As explained in Appendix M, we feel that the time has come for the 
innovative services to elaborate their own criteria of success, and to sys- 
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tematically undertake self-evaluation on that basis. The Commission also be- 
lieves that better evaluative criteria must be developed by funding sources. 
Among the most appropriate would be the relevance of each group’s raison 
d’étre; for example, the difficulty the clientele may have in obtaining the ser- 
vices offered from traditional agencies, or the extent of the clientele’s reluc- 
tance to turn to those agencies. Another criterion would be the degree of 
genuine client participation in decision-making and the endogenous leader- 
ship development encouraged by the service. 


The Commission feels that the Federal Government could terminate its 
financial support of innovative services less abruptly than is now the practice. 
While the provinces must have the final decision regarding continued support 
of a service after two or three years of federal funding, federal grants could 
be gradually tapered off to ease this transition. In order to obtain the maxi- 
mum benefit from federal investment in the innovative services and the ex- 
perience acquired by service leaders, there must be close cooperation between 
the Department of National Health and Welfare and the various provincial 
health departments. Priorities, criteria for evaluation and modes of financing 
should be discussed jointly. 


A more detailed description of the character and evolution of innovative 
services, a discussion of some of the problems inherent in these services and 
their funding sources, as well as the Commission’s recommendations, may be 
found in Appendix M Innovative Services. 
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The Family and Spiritual Influences 


THE FAMILY 


We made some reference to the influence of the family in Section III 
Causes of Non-Medical Drug Use, and in particular to the study by Richard 
Blum and Associates entitled Horatio Alger’s Children. Response to our 
Interim Report suggested that too little attention had been paid to the role of 
the family, and while the significance of the family was necessarily implied in 
many of our observations concerning the causes of non-medical drug use, this 
comment was probably justified. Certainly, we have become increasingly 
impressed in the course of our inquiry by the importance of the family in 
relation to the whole phenomenon of drug use, medical and non-medical, 
legal and illegal. Indeed, the family would appear to be the most important 
of the formative influences. A propensity to harmful drug use may often 
originate in the early years when the child is most susceptible to family 
influences. The example set by parents is critical, both in their own use of 
drugs and in the importance which they appear to attach generally to reliance 
on the use of drugs to relieve discomfort. The capacity to accept our emotional 
cycle, tolerate frustration and to cope with stress all owe a great deal to family 
influence. Parents also have an important role to play in the development of 
attitudes toward the law. 


A good deal of helpful instruction about drugs can be given in the 
family if parents take the trouble to inform themselves accurately on essential 
matters of fact, but the most important thing to be conveyed is general 
attitude. This has to do with the importance which drugs are to assume in 
one’s life. An example is set by the self-administration of drugs which are 
intended for medical purposes. Parents will certainly influence the drug use 
of their children by the extent to which they make use of analgesics, tran- 
quilizers, barbiturates, and stimulants to cope with the aches, stresses and 
fatigues of daily living. If they rely very heavily on the use of drugs for such 
purposes they may encourage a similar reliance in their children. Then, of 
course, their use of tobacco and alcohol can also have a critical influence, 
particularly if they are seen to be essential props to their poise and 
equilibrium. 
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Some take the view that most, if not all of these substances, can be 
taken in moderation with beneficial effect, and that the best influence that 
parents can have on their children’s attitude towards drugs is not to try to 
inculcate an unreal goal of abstinence but rather a healthy respect for drugs 
and an ability to use them wisely. This comes back to the question of what 
should be our general social objective with respect to non-medical drug use. 
We reaffirm our own view that it should be to encourage people to reduce 
their overall use as much as possible, but to the extent that they must engage 
in drug use, to assist them to make a wise use of drugs that will avoid harm 
as much as possible. The family is probably the most important and effective 
influence for laying the foundations for such an approach. 


This healthy respect for drugs—that they are potent substances with 
a potential for good and a potential for harm, and as such should be used 
with great discrimination—should be developed in the very early years. 
Essentially, it is a position that drugs are only to be used when necessary. 
The mother can have a very profound influence by the restraint which she 
exercises, for example, in the use of aspirin and other over-the-counter 
drugs for self-medication. At the same time, one must be careful not to 
develop an unreasoning distrust of drugs and a refusal to make use of the 
assistance that modern medicine can offer for a variety of conditions which 
seriously impair the capacity to function and to relate effectively to other 
human beings. Because an over-emphasis on the reliance on drugs has led 
to a general increase in the use of drugs for all purposes is no reason to go 
to the other extreme and to reject the benefits of a discriminating use of drugs 
altogether. 


There are certain factors having a bearing on non-medical drug use 
which it is more difficult for the family to cope with or influence. These 
are factors arising out of the general nature of modern life: the rapid rate of 
change with its frightening challenge to the power of adaptation; the bombard- 
ment of the nervous system by stimuli of all kinds; depression about some of 
the gigantic and seemingly insoluble problems that face humanity—over- 
population, pollution, depletion of resources, racial tension, continuous resort 
to war—and the resulting uncertainty about the future. 


The family, like other institutions, is influenced by a greater emphasis 
in the general atmosphere on pleasure, self-indulgence and enjoyment of 
the present. This is fostered by the impression that everything is changing, 
that nothing is certain, that it is useless to plan or to sacrifice the present 
for a future that may never come. There is concern about spending too 
much time in work and not getting enough fun out of life. There is not the 
same feeling as there used to be that there will be time for everything before 
life is over. There is not the same readiness to put things off. All of this 
stimulates a general desire for experience and sensation of all kinds. It is 
in this general atmosphere of emphasis on present pleasure, in the family as 
elsewhere, that drug use exerts its attraction. 
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It is difficult for parents today to assist their children to meet the 
challenge of change. Whereas previous generations could plan and prepare 
for a fairly specific future, having reason to believe that the things they 
were learning from parents and teachers would be relevant and useful in the 
future, modern youth does not have this assurance. It feels that very little 
of what the older generation has to convey will be of much use to it in the 
future. Take, for example, the older generation’s experience with the family— 
the most important formative influence and source of human satisfaction; 
this ought to be among the most important lessons which it has to transmit. 
Yet the family is under severe challenge and appears to be going through 
a profound change. This change is being brought about by (among other 
things) the revolution in the attitude towards the role of woman and the 
place of authority in the modern world. The nuclear family may continue to 
try to impart a certain sense of security and assurance but children instinc- 
tively know that they are moving into a new world. They perceive the essen- 
tial outline of its new relationships and new values but they are uncertain 
as to how successful they will be in adapting to it. Parents and children 
must meet the challenge of adaptation together, although the children have 
farther to go. Parents can help by showing their awareness of the great 
uncertainty and anxiety of this adventure and by trying to reinforce confidence 
in the future. They can also show that they understand why their children 
must experiment and otherwise develop their capacity to cope with change. 
This, of course, does not exclude the presentation by parents of their own 
values, attitudes and expectations, as in the case of Blum’s “low-risk” 
families, to which reference is made in Section III Causes of Non-Medical 
Drug Use. 


There is every reason to hope and believe that the sense of self- 
acceptance, personal security and responsibility that can be fostered by good 
family relations will continue to be serviceable in the new world into which 
the younger generation is moving. Understanding, openness and trust have 
been constantly stressed in the course of our inquiry as qualities that permit 
parents and children to communicate effectively. Such communication is 
one of the means by which family life as an important social structure can 
exert its constructive influence. 


Many of the problems involved in non-medical drug use result from 
the manner in which we react to it. The reaction of parents on discovering 
that their children have been engaged in non-medical drug use is of crucial 
importance. The first step is to try to maintain a sense of proportion about 
the relative danger and seriousness of the conduct. This, of course, depends 
on the nature of the particular drug use, and the degree of involvement. 
The second step is to try to discuss it rationally in order to bring out all 
the relevant factors and an understanding of what should be done about it. 
The third step is to avoid withdrawing personal support. We cannot think of 
any situation that can be improved by parental rejection or the denial of the 
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existence of facts and realities. There can be disapproval of specific conduct 
without rejection of the child. 


It must be acknowledged, however, that the influence of the family has 
been increasingly undermined by the difficulty which parents experience in 
being sufficiently informed in many areas in which their children have more 
sophisticated knowledge. It is for this reason that parents require drug 
education as much as their children. 


SPIRITUAL INFLUENCES 


Although there were some notable exceptions, such as the United 
Church of Canada, the organized churches as such did not play a very 
prominent part in the Commission’s public hearings. Invitations to make sub- 
missions were sent to all the official church organizations, but only a few 
of them responded. We did, however, hear from many ministers of religion 
and laymen on what they felt to be the relation of religious faith and practice 
to the challenge presented by non-medical drug use. Subsequently, the Com- 
mission conducted a survey of opinion among the administrative heads of 
various religious denominations. A general theme that emerged from the 
opinion expressed to us by ministers of religion and others involved in 
the work of the churches was an over-riding concern with what they per- 
ceived to be a decline in spiritual values and a corresponding adherence to 
materialistic or hedonistic goals and values. A characteristic expression of this 
view was the following statement by the Board of Evangelism and Social 
Service of the United Church of Canada: “We have accepted too easily the 
hedonism of our North American culture, with each person interested in 
‘doing his own thing’.” 


According to our survey, the churches and other religious organizations 
like the Salvation Army have been involved in a variety of activities aimed 
at helping people with problems related to non-medical drug use. These 
include personal counselling, cooperation with and referral to community 
services of various kinds, informational and educational programs, the pro- 
vision of shelter, and special facilities and activities for youth. Some of the 
churches have been actively involved in the sponsorship of innovative services 
of various kinds. 


Religious faith obviously has an important role to play in relation to 
non-medical drug use. This faith, and the strength that derives from it, can 
assist the individual in his struggle to avoid or overcome dependence on 
drugs. Its force has been demonstrated in the work of Alcoholics Anonymous. 
Involvement in groups or movements of a mystical, altruistic or religious 
tendency has apparently permitted many persons to renounce the excessive 
use of certain drugs. For example, a small proportion of drug users have 
found in certain eastern religious disciplines the inspiration which has helped 
them to abstain from drug use or at least to use drugs with more moderation. 
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There is another important principle involved in the work of Alcoholics 
Anonymous that should also flow inevitably from religious conviction, and 
that is involvement in helping others. It is a cardinal principle of Alcoholics 
Anonymous that alcoholics become involved in helping others as part of their 
own rehabilitation. Excessive drug use often reflects an excessive preoccupa- 
tion with self—with one’s moods, state of mind, sensations, discomforts and 
pleasures—and an insufficient involvement with others. Involvement in being 
of service to others can act as a prevention and a remedy. 


There are many manifestations of spiritual concern among young people 
today. The whole re-examination of our values, in which young people have 
played a catalyzing role, has a certain spiritual aspect. It is concerned with 
rediscovering the essential nature of our humanity and our duty to our 
fellow man. From some source of inspiration has come a strong desire in 
many young people to be of service. Perhaps they do not constitute a 
majority but they are certainly a significant minority. They increasingly seek 
a role that will help them to express their individuality but at the same time 
will give meaning and value to their lives. More and more of them are 
seeking this value in trying to be of help to others. 


There is a great potential in this spirit for constructive alternatives to 
drug use. There is much work to be done in the community to be of help to 
others: with youth, with the aged, with immigrants, with native peoples, and 
with the handicapped, the poor and the underprivileged generally. There has 
been support for many such enterprises from both government and private 
agencies. There is great scope for such service in the field of drug use itself. 
As we Said in Section XI Social Rehabilitation above, we require many more 
people—a whole new lay ministry—with the dedication, the patience and 
the practical skills to work in a one-to-one relationship on the rehabilitation 
and social reintegration of persons trying to escape from the misery and 
defeat of drug dependence. 
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Additional Conclusions and Recommendations 
of 


Marie-Andrée Bertrand 


INTRODUCTION 


I hasten to stress that I am entirely in agreement with my colleagues’ 
objectives of limitation, control and maximum possible reduction of hard 
drug use in Canada. I share their concern for restricting the use of opiate 
narcotics and strong hallucinogens, and for preventing the spread of such 
use to hitherto unaffected strata of the population. Not only do I share their 
objectives in this, but I propose even greater stringency than they with re- 
spect to the manufacture and illegal trafficking of hard drugs. My recom- 
mendations will include even more severe penalties and other measures that 
seem to me likely to be more effective in combatting illegal importation and 
trafficking than those proposed by the majority. 


Reducing hard drug use in Canada, then, is our common goal. I cannot, 
however, concur with the measures proposed by my colleagues in pursuit of 
that goal. I do not believe that the best way to restrict or discourage hard 
drug use is by retaining the present laws making possession of opiate nar- 
cotics and strong hallucinogens a criminal offence. Nor do I agree with the 
recommendation that users of opiates be subjected to compulsory treatment. 


In short, my position with regard to the handling of hard drug users 
differs from that of my colleagues on two points: 


1) retention of simple possession of opiates and strong hallucinogens as a 
criminal offence (under the Narcotic Control Act and Part IV of the 
Food and Drugs Act); and 


2) commitment of opiate-dependent persons for compulsory treatment; 
subjecting an individual against his will to measures intended to change 
his habits and life style. 


I shall first explain my opposition to retention of the criminal offence of 
simple drug possession, even for hard drugs. I shall then give my reasons for 
rejecting the use of criminal process as a point of departure in the treatment 
of opiate-dependent persons. 
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Having discussed these two points, I shall put forward measures for deal- 
ing with drug users that seem to me more appropriate than recourse to 
criminal law. In particular, I shall describe certain educational and treatment 
programs which in my opinion should be substituted for criminal law sanc- 
tions. I shall also suggest controls that might be imposed and other action 
that might be taken with respect to traffickers and importers of drugs of all 
kinds. 


THE FUTILITY OF THE OFFENCE OF SIMPLE POSSESSION 
AS A DETERRENT TO DRUG USE 


There are objections of both principle and practicality to the invocation 
of criminal law against the authors of crimes without victim; a classic exam- 
ple of such crime is the possession of drugs for one’s own use. 


Using the criminal law for controlling behaviour which amounts only to 
an individual’s personal life style, custom or private conduct is overreaching 
the intent of the criminal law, inasmuch as it overreaches the intended effect. 
Such application of the criminal law is in fact an abuse of a powerful instru- 
ment of control, with inescapable practical and moral consequences. Where 
there is no victim of a crime, and therefore no complainant, apprehension 
and prosecution take on a most singular character, requiring exceptional pro- 
cedures and methods that amount to infringement of the civil liberties of 
individuals. Search, arrest and prosecution in cases of simple possession of 
drugs are precisely of this nature. In such cases it has been the State’s will to 
set aside the normal presumption of innocence and the inviolable right to 
immunity from arrest and search of person and premises in the absence of a 
warrant; the State appears to regard the possession of opiate narcotics in 
itself as a grave danger, and persons suspected of it must at all costs 
be apprehended. Legal action against users of strong hallucinogens likewise 
involves exceptional procedures of arrest. 


The degree of deterrence and control expected in justification of these 
special measures has simply not been realized. The number of convictions for 
heroin possession has risen from 243 in 1964 to 630 in 1972. Convictions 
for possession of strong hallucinogens have far from diminished (1,014 in 
1970, 1,210 in 1972 for LSD and MDA). It is almost redundant to recall 
that convictions for cannabis possession have risen astronomically, from 25 
in 1964 to 10,695 in 1972. 


Furthermore, conviction or even apprehension statistics provide at best 
only a vague indication of the extent of use. Police reports alone record an 
increase in the number of known opiate addicts from 2,947 in 1964 to 8,958 
in 1972, and these totals do not include professionals who are addicts (largely 
medicine-related) or persons who are drug dependent as a consequence of 
medical treatment. As the majority report observes, law enforcement agents 
have endeavoured to “contain” the phenomenon by keeping it in sight. Until 
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recent years, the police knew or thought they knew most addicts and could 
identify newcomers among them. Events, however, have shown their control 
tactics to be ineffective to say the least. Nor have the penalties provided by 
law, even as severe as they are, prevented a million Canadians from smoking 
marijuana and hashish during the past year. Many people tend to think that 
cannabis users are no longer jailed, and that is one reason for the increased 
use of the drug, but in 1972 there were over 560 prison sentences meted 
out for simple possession of cannabis. 


The evidence has to be believed. Criminal law prohibition of simple 
possession, despite the high cost of its application to opiates and cannabis, 
has not prevented convictions for simple possession from tripling in the case 
of opiates between 1964 and 1972, and from multiplying over 425 times in 
the case of cannabis. Furthermore, we would probably have to multiply the 
number of convictions by 100 to have an idea of the number of drug users 
there are at any given time. Both hard and soft drugs are now being used by 
new segments of the population, and these segments are so heterogeneous and 
scattered that the old police practices have become quite ineffective, as the 
majority report observes. 


The use of the criminal law where possession and use of drugs is 
involved may strictly speaking be justified by the pedagogical intent of the 
law, as the majority report observes. The legislator, however, does not appear 
ever to have fully appreciated that aspect of the law. To be effective, the 
pedagogical intent should be clearly stated and tailored to the circumstances. 
In particular, prohibitions and penalties would need to be proportioned to 
the relative potential for harm attributable to each injurious substance. This 
is far from the case. The laws regarding possession are inconsistent and un- 
related to the gravity of the consequences entailed in the usé of the various 
drugs, for the user himself and for others. Alcohol, which is by far the most 
potentially harmful and most criminogenic psychotropic substance, is distri- 
buted under government control and enjoys great popularity. Tobacco, whose 
potential for harm is well established, is sold freely under the law except to 
‘minors. The amphetamines, which are not far behind alcohol in harmful and 
criminogenic potential, are not subject to criminal law prohibition of posses- 
sion, and it is not recommended in the majority report that they should be 
made so, in recognition of the certain ineffectiveness and extreme awkward- 
ness of such a measure—of the futility, in short, of any extention of the 
offence of simple possession. The barbiturates, which head the list in causes 
of death by suicide, are subject to no prohibition of possession and their con- 
trolled distribution does not work as intended. Prescription control is no deter- 
rent for anyone who really wants them; recent polls carried out in Toronto 
show that young people obtain them with great ease. The minor tranquilizers 
are very accessible, prescription control being once again ineffective. Cannabis, 
whose real potential for harm is not established, is still classified as a narcotic. 
Though many courts tend to give relatively light sentences for possession of 
marijuana and hashish, under the law the possession of these drugs remains 
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a punishable offence, and during 1972 there were still well over 500 incar- 
cerations for simple possession. Volatile solvents, which have a high poten- 
tial for harm, are subject to no legal prohibition whatever, and, desirable 
though it might be, control of their distribution and use would be quite impos- 
sible due to their wide normal use for household and other purposes. The 
strong hallucinogens, whose abuse can be extremely harmful but which are 
not apparently criminogenic and do not cause dependence, are subject to a 
prohibition of possession, but only under the Food and Drugs Act, whose 
“moral” impact certainly appears less onerous that that of the Narcotic Control 
Act. This impression is reinforced by the large number of witnesses appear- 
ing before the Commission who have recommended that cannabis be reclassi- 
fied under the Food and Drugs Act rather than left under the Narcotic Control 
Act, on the ground that cannabis is not pharmacologically an opiate narcotic 
and does not warrant inclusion in the more “incriminating” statute. 


As can be seen, the contradictions and inconsistencies in the legal 
classification of drugs are considerable, weakening the pedagogical value of 
the classification. Any lesson that might be drawn by Canadians from the 
inclusion of a substance in a strictly controlled category of drugs or medica- 
tions is therefore lost. The ordinary citizen, seeing the assertions implied by 
the law frequently belied by pharmacological fact or the effects that he him- 
self experiences in the use of drugs, has long since ceased to look for a 
relationship between the harmfulness of a substance and its classification 
under criminal law. In this domain, it must be said that the criminal law is 
thoroughly outdated and outworn. 


It seems particularly illogical, ineffective and inhumane to use the 
criminal law against opiate dependents. If there is anything which ordinary 
citizens and scientists unanimously recognize, it is the high dependence- 
creating potential of the opiate narcotics. And yet in flagrant self-contra- 
diction, on the one hand we define heroin and other opiate addicts as 
vulnerable and dependent individuals with a compulsive physiological or 
psychological drug need (or perhaps both), and on the other, we react to 
their dependence with police searches, apprehension, detention in folice 
cells, criminal trials, fines and incarceration. We make criminals out of 
people whom we consider to be suffering physical and psychological dis- 
orders; we impose punishments which further alienate people who are 
already alienated enough, and often suffer quite sufficiently from that alone. 
What the opiate-dependent person needs is not harassment but compassion, 
not imprisonment but education and medical and psychiatric treatment. 


Not only is criminal law prohibition proving ineffective in curbing the 
rising use of opiate narcotics and strong hallucinogens, but it creates illicit 
markets in which the cost of these drugs is exceedingly high and fluctuating 
and the supply uncertain. Since an opiate dependent’s need for his drug is 
compulsive, most street addicts commit crimes against property and even 
crimes of violence when they no longer have the drugs they crave or the 
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money to obtain them. And in this atmosphere of clandestinity and illegality, 
the black market, we can be sure, takes full advantage of the demand. 


The State’s expenditure of public funds in detecting, apprehending and 
convicting users of opiates and strong hallucinogens is not justified, in final 
analysis, by the results obtained. Until recent months, the police have claimed 
to know most heroin addicts, and have made a policy of arresting them from 
time to time. But many drug-dependent persons learn to live with this police 
harassment, which in any event does nothing to relieve them of their 
dependence. The inconvenience and risk of apprehension seem to be amply 
outweighed by the pleasurable effects and satisfaction to be had from con- 
tinued use of opiate drugs. We have seen, furthermore, that today there is 
a whole new population of addicts who are unknown to the police. The same 
applies with slight variations in the case of strong hallucinogens. 


COMPULSORY TREATMENT: AN ILLUSION 


With the criminal law process as justification and point of departure for 
intervention, my colleagues propose that persons apprehended for simple 
possession of opiates and proven to be drug-dependent be subjected to a 
controlled course of treatment. The measures they suggest are certainly an 
improvement over the present situation; their inspiration is indeed a more 
humane philosophy than that underlying simple apprehension and incarcera- 
tion, or methadone maintenance without alternative. 


Nevertheless, in my opinion the process of catchment they propose, 
and its underlying principles, are irreconcilable with the intended goals. 


What my colleagues envisage is that the dependent opiate user will be 
compelled to give up his dependence or transfer it to something else. It must be 
remembered, however, that drug dependence factors are of two kinds, 
physical and psychological. 

It would seem that there are only two ways of overcoming the physical 
factors. The first is through a medication or substance which blocks the 
effects of the opiate, particularly heroin; this, called an antagonist, would 
be one additional weapon in the chemo-therapeutic armamentarium. The 
second is a substitution program, generally using methadone. Strictly speak- 
ing, substitution of one drug for another is not treatment. 


The psychological factors of drug dependence are no less problematical. 
They are many and, depending on the individual, greatly varied. 


It is illusory, in my opinion, to expect to overcome all these factors 
without the complete cooperation of the patient. Therapists attached to penal 
institutions are well acquainted with the dilemma. The best individual and 
group programs of compulsory therapy have failed so far because of the 
necessarily authoritarian framework and lack of free choice for patients. The 
compulsory confinement for education and possible treatment of the 


245 


Part Five 


dependent person recommended by my colleagues is predicated on prior 
arrest, with imprisonment to follow, of course, if the patient will not accept 
any of the modes of treatment offered him during the period of his or her 
confinement. But apprehension and threat of imprisonment are generally 
regarded as a form of arm-twisting by opiate dependents, which is hardly 
conducive to any real change of attitude, and it is essentially change of 
attitude that my colleagues hope to achieve in order to bring about a change 
in habits and relief from the physical and psychological craving for drugs. 


Compulsory treatment therefore seems to me to be a contradiction in 
terms. Furthermore, results obtained by the most highly regarded programs 
in the field are unimpressive. For example, the latest evaluation of Corona 
(California Rehabilitation Centre) shows that barely 20% of patients trans- 
ferred from confinement to supervised outpatient status remain drug-free for 
as long as three years. There is reason to wonder whether a success rate 
of this order justifies our launching such a complex program, or the coercion 
to which thousands of patients would have to be subjected in order to achieve 
it, to say nothing of the social, moral and financial costs involved. 


In inducing abstinence, the therapeutic communities appear to have 
the best record, but their capacity is very limited and they attract only a 
small percentage of chronic drug users, particularly since most impose total 
abstinence from the moment of admission; many of them, moreover, require 
that their clientele be strictly voluntary. 


Methadone maintenance treatment (“treatment” being a misnomer 
here, since methadone is an opiate with equal or even greater dependence- 
producing potential than heroin) may be effective in preventing a patient 
from escalating his use of other drugs, given adequate supervision. Some 
parolees and probationers on methadone maintenance apparently work and 
lead relatively normal lives. Nevertheless, it must be admitted that metha- 
done is simply the State’s drug (the one tolerated and even offered by the 
State), whose major advantage over heroin is that it seems to enable some 
patients to function and hold more or less regular jobs. This raises the 
question of whether the State has the right to force substitution of one 
dependence-producing drug for another, particularly when it is known that 
there is illicit marketing and use of the substitute. 


We should take a hard, unbiased look at the objectives of therapeutic 
intervention in the case of chronic opiate users. What are we treating them 
for, what are we aiming for, and why? Do we want dependent persons to 
become total abstainers, transfer their dependence from one substance to 
another, or to something quite different? What right has the State to dictate 
the substitution of one dependence for another? In short, what do we mean 
by “treatment”? 


Take compulsory treatment; its very principle is highly questionable. 
There are serious ethical and socio-political implications in the State’s in- 


246 


Additional Conclusions and Recommendations 


trusion on the private lives of Canadians on the pretext that their health is 
endangered. Surely there should be limits to the State’s responsibility in the 
private lives of citizens. Otherwise we risk having the State stoop to a legalistic 
moralism as unwholesome and invidious as that exercised by churches and 
commercial interests at certain periods of history. 


CONTROL AND LIMITATION OF HARD DRUG USE 
WITHOUT RECOURSE TO CRIMINAL LAW 


I believe in the necessity of controlling and limiting hard drug use, but, 
contrary to my colleagues, I do not believe that this will best be achieved 
through recourse to criminal law with respect to users. I do not think that 
branding drug users with criminal records will induce them to break their 
habit or persuade others not to begin. It seems to me that the time has come 
for a more humane, more realistic, and in fact probably more practical attitude 
toward those who use hard drugs, particularly opiates. Criminal law prohibi- 
tions and other such measures should be supplanted by controls of other 
kinds reflecting a less punitive approach. 


First of all, simple possession of opiates and strong hallucinogens should 
cease to be considered criminal acts. There should be no offence of possession 
or use for any of the drugs. This does not of course mean that hard drugs 
should be decontrolled completely; what we need is to replace the present 
system with a new set of more effective and more humane controls. 


If there were no offence of possession, in what other ways could the 
State control the use of hard drugs? As I see it, there are five: 


1. Limits on the importation, manufacture and marketing of drugs for medi- 
cal purposes, whose abuse has created a climate that encourages the use 
of psychotropic substances in general. 


2. Effective controls over the importation, manufacture and distribution of 
opiates and strong hallucinogens and safeguards against the diversion of 
legally manufactured drugs to illicit markets. 


I shall return to these first two points later. 


3. Confiscation of opiates and strong hallucinogens found in the possession 
of persons apprehended for reasons other than drug possession, and of 
large quantities of medical drugs for which no justification can be pro- 
duced (a medical prescription, for example). This would involve no 
search, arrest without warrant or prosecution of drug users as such. 
However, just as a motor vehicle driver for a variety of reasons may be 
called upon to show his vehicle registration and driving permit, and 
possibly to demonstrate his fitness to drive, so persons found to be 
in possession of substantial quantities of injurious substances should 
have to show a medical prescription or other proof of recognized and 
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legitimate need for them. Unauthorized possession, that is to say, the 
fact that they could only have been obtained illegally, would justify con- 
fiscation. 


4. Information and education, the best of all methods for promoting desir- 
able habits and attitudes. Well run, realistic and convincing publicity 
campaigns would help Canadians to make informed and sensible judg- 
ments about drug use. The slogan “speed kills”, spread by the drug cul- 
ture itself in Canada and the United States, has diverted many a speed 
user or potential user from this type of drug use (amphetamines taken 
intravenously). In Sweden, the dangers of speed have been very effec- 
tively publicized through graphic roadside billboards. The abuse of bar- 
biturates and certain tranquilizers would justify such tactics. The torment 
of opiate dependence and the unenviable future in view for the heroin 
addict could be depicted in this way too. 


5. Controlled, legalized sale of opiates. In view of the high relative depen- 
dence-producing potential of opiate narcotics, these drugs cannot continue 
to be prohibited as rigidly as they are at present. Provincial or regional 
clinics should be established for dispensing opium, heroin, demerol, 
methadone and other synthetic opiate derivatives to authorized purchas- 
ers at very moderate prices. A drug-dependent person who agrees to have 
his dependence determined and recognized, and to submit to monitoring 
(urinalysis or examination of needle traces on the skin), would be 
authorized to obtain the drug on which he is recognized to be depend- 
ent, or another, possibly less harmful one. If the chances of his being 
freed of his dependence were real, the clinic staff would try to convince 
him of it; they would propose gradual withdrawal through controlled 
reduction of dosage, or a substitute, which in turn he would try to give 
up progressively, or else various forms of individual or group therapy. 
Or it might be suggested that he swap his preferred drug for another, 
providing the substitution would be of real benefit both socially and for 
the user himself. The clinic should have no coercive power, however. 


The patient would be required to take his drug at the clinic, for the first 
three or four months at least, to prevent the drugs dispensed from being 
trafficked; but the clinic would not insist that he take it orally instead 
of intravenously, since, if he did not feel capable of making the change, 
such a requirement might drive him back to the illicit market. 


Clinic personnel, besides psychiatrists and other members of the medi- 
cal profession, should include young people, former opiate dependents, 
psychologists and social workers who would research the patients’ depen- 
dence histories. On the basis of the research, the psychiatrists and psy- 
chologists, assisted by the ex-addict staff, would propose forms of therapy 
likely to reach the true roots of each patient’s dependence. 


When I stress that drugs dispensed by these clinics should be very 
moderately priced, it is not to make them more easily obtainable, but to 
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eliminate discrimination against the socio-ecnomically disadvantaged and 
to minimize the temptation to resort to illicit markets. 


There are four important arguments for controlled availability of all 
opiates: 


(a) The interrelation of two factors; the dependence-producing charac- 
teristic of these drugs, leading to compulsive efforts to obtain them, 
and the absence of legitimate supply. This is at the root of a great 
many crimes and other antisocial conduct on the part of users. The 
poor health suffered by many heroin addicts, besides, is more often 
attributable to the disordered life an addict must lead in order to 
satisfy his habit than to the drug effects themselves. 


Criminal activity related to the obtaining of drugs would be con- 
siderably diminished with the existence of legitimate sources of sup- 
ply. I am not under the illusion that all drug-dependent persons 
would accept the conditions of using the legitimate clinics for their 
drug supply, but, according to responsible observers, over 60% of 
the opiate-dependent population would be attracted to such a plan 
and would respect its strictures, and the percentage could be higher. 


(b) The illicit markets would be deprived of two-thirds of their clientele, 
with obvious salutary consequences. 


(c) The rather mystical qualities and overblown virtues of opiates 
(in the eyes of users) would assume more realistic proportions in 
a context of controlled legal distribution, and these drugs would 
thus lose much of their exotic appeal. 


(d) If it is true, as some observers claim, that the early heroin user 
will often press his friends to try the drug, for both psychological 
and financial reasons (selling the drug to help finance his own 
supply, in particular), the incidence of such “contagion” could 
diminish greatly with the existence of legitimate sources of supply. 


These clinics should be kept under continual surveillance and evaluation 
during at least the first three years of their operation. For this purpose 
a special committee or board should be given a mandate to examine 
the following in particular: 


(a) the number and characteristics of those who identify themselves 
as drug-dependent persons; 

(b) the operating costs of these “opiate-dependence clinics”, in com- 
parison with the costs of surveillance, apprehension, prosecution 
and incarceration of addicts under a system in which they must 
lead a deviate and criminal existence; 

(c) year-to-year changes occurring in the clinic clientele; and, 


(d) the extent of continued contact with and recourse to illicit markets 
among clinic clientele. 
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MEASURES FOR COMBATTING ILLEGAL IMPORTATION, 
MANUFACTURE AND SALE OF HARD DRUGS 


BETTER USE OF POLICE RESOURCES 


It is cynical, or at best singularly inept, for the State to keep police 
forces busy detecting and apprehending cannabis users, even opiate and 
strong hallucinogen users, while large quantities of hashish, marijuana, 
amphetamines, hallucinogens and heroin are being smuggled into the country 
every day and every week, and large quantities of legally manufactured 
amphetamines are being stolen or diverted from their original destinations 
and sold on the black market. It defies comprehension how the police can 
believe it useful, as they claim, to concentrate on arresting heroin addicts, 
whom they know and who are not necessarily causing any serious harm, while 
large thefts of medical drugs are being perpetrated and illegal importation 
of opiates goes on apace, virtually unchecked. The present manner in which 
police manpower and resources are being employed suggests that the State 
hhas no serious policy for the control of drug importation, manufacture and 
trafficking. 


The money and time spent on police surveillance and apprehension of 
drug users could be much more usefully employed: 


1) in larger police formations than the present narcotics squads, composed 
of more highly specialzed police personnel with reliable, up-to-date 
knowledge of the illegal drug transfer and distribution networks (see 
Appendix B Legal and Illegal Sources and Distribution of Drugs); 


2) in surveillance of pharmaceutical manufacturers, including analysis of 
foreseeable surplus production and what is done with it; and, 


3) in detection of illicit laboratories. 


Sporadic, spectacular (but all too infrequent) seizures of large quan- 
tities of heroin and cannabis* can hardly obscure two facts: 


1) there is no shortage of these drugs in Canada; and, 


2) on the admission of Interpol itself, barely ten per cent of the traffic in 
opiates is suppressed by law enforcement. 


The demand for hallucinogens is apparently being met by imports and 
illicit laboratories. 


As for amphetamines, used non-medically, we see from Appendix B 
that a significant proportion comes from legitimate Canadian and American 
manufacturers. We therefore cannot escape the fact that large surpluses of 
stimulants are being knowingly produced by recognized firms. 





* For 1972, the B.D.D. registers 2 convictions for importing heroin and 33 for importing 
cannabis; in the same year the courts handed out /1,431 convictions for simple possession of 
the various drugs prohibited under the Narcotic Control Act. 
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We have seen that, in the United States, not only have law enforcement 
agencies been unable to stop the illegal importation, manufacture and traf- 
ficking of drugs, but certain of their agents have been party to these criminal 
activities, with large sums of money passing into their hands. The possibility 
of a similar situation in Canada should be given close scrutiny. 


ADDITIONAL PENALTIES FOR ILLEGAL IMPORTATION, MANUFACTURE AND 
DISTRIBUTION 


Fines and penalties for tax evasion should apply as a matter of course 
to persons convicted of large-scale illegal importation, manufacture or dis- 
tribution of drugs. 


Criminal law penalties for illegal importation, manufacture and distri- 
bution of drugs should be reconsidered and proportioned: 


1) to the real relative potential for harm of the various drugs; 
2) to the quantities illegally imported, manufactured or distributed; and, 


3) in the case of traffickers, to the youth and vulnerabiliy of the population 
reached by the illegal distribution. 


The illegal manufacture of amphetamines or the shipment of legally 
manufactured amphetamines to fictitious customers or customers of uncertain 
identity should be punishable by from two to five years’ imprisonment and 
heavy fines. Manufacturers who cannot account for thefts or disappearance 
of drug inventories should be liable to the same penalties as importers. 


THE DANGERS OF IMMODERATE USE OF MOOD-CHANGING 
SUBSTANCES 


The non-medical use of drugs in Canada is largely attributable to the 
very casual attitude throughout the country toward mood-changing sub- 
stances in general. 


1. The prescribing practices among physicians, spurred by the pharma- 
ceutical industry and its salesmen, have encouraged a “pill-popping” 
mentality among Canadians. 


2. Brewers and distillers have been wooing the populace with assurances 
that alcohol counteracts a great many evils. 


3. Tobacco manufacturers have outdone themselves with their advertising, 
urging us to smoke for the same reason. 


4. The Canadian and provincial governments, either directly with policy 
and legislation or through administrative decisions by senior officials, 
have on occasion helped to create and foster a climate in which the use 
of drugs, medicines and psychotropic substances of every description is 
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taken for granted; what is worse, they quite commonly authorize peni- 
tentiary and prison wardens, and also medical and administrative 
authorities of hospitals, mental health services and homes for the aged 
to use or permit the use of tranquilizers, barbiturates and “sedatives’’ 
in all forms, gas, liquids, tablets, capsules and injections, daily and 
excessively, to a degree unjustifiable either medically or morally. Some 
institutions no longer even feel it necessary to justify multiple drug use 
for controlling or calming their inmates or putting them to sleep. 


Both the State and the medical profession seem more obsessed with 
keeping control over the use of mood-changing substances than con- 
cerned about their harmfulness or the health and well-being of the 
people. Availability and use are supposedly controlled by prescription, 
but prescribing practices are ill-founded to say the least; the young and 
the poor, for instance, are denied access to medical drugs that well- 
heeled adults can and do have prescribed for them when and how they 
want, with the result that the privileged often make unnecessary, exces- 
sive and careless use of them, while the rest look on, and naturally 
enough are tempted to use them too if the opportunity arises. 


RECOMMENDATIONS 


At the close of three and one-half years of study, inquiry and reflection, 
my most urgent recommendation is that a permanent COMMISSION FOR 
THE SUPERVISION OF THE MEDICAL USE OF DRUuGs be established at 
the earliest possible moment, under the authority of the Governor- 
General-in-Council, to examine the prescribing practices current in the 
medical profession and rectify them. It is also urgent that it inquire into 
the use of medical drugs in prisons, penitentiaries, mental hospitals and 
institutions for the aged and for disturbed and hyperkinetic children. 
Thirdly, this commission should exercise close and continued surveil- 
lance over all aspects of the importation and manufacture of drugs for 
medical purposes, especially amphetamines, barbiturates and tran- 
quilizers. 





(a) Simple possession of opiate narcotics and strong hallucinogens 
should cease to be classed as a criminal offence under Canadian criminal 
law statutes. 

(b) There should be no offence subject to criminal law sanctions for 
possession or use of any of the drugs. 

(c) Opiate narcotics should be legally classified with the controlled 
drugs. 

(d) Opiate narcotics and strong hallucinogens found during police in- 
vestigation of a suspected crime or misdemeanour should be subject to 
confiscation, failing production of a medical prescription or other justi- 
fication of possession. 
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3. Provincial or regional clinics should be established in Canada with 
responsibility for the clinical and scientific determination of the true 
state of opiate dependence of any person who consents to submit to the 
tests necessary for the purpose. 


4. These clinics, having determined a person to be a drug-dependent, should 
also be responsible for providing him with the substances necessary to 
him, at very moderate prices. 


5. Special committees or boards should be appointed by federal and pro- 
vincial health ministers to assure strict supervision of the operations of 
these clinics and to carry out a continuous evaluation of them during 
at least their first three years of operation. 


6. Genuine efforts should be made by the various levels of government, in 

cooperation with the medical profession, colleges of pharmacists and 
parent and teacher assocations, to create in Canada a climate of moder- 
ation, restraint and control with regard to the use of drugs for medical 
purposes, tobacco, alcohol and other drugs. 
The pharmaceutical, brewing, distilling and tobacco industries, having 
contributed to the current popularity and abuse of pharmaceutical prod- 
ucts and psychotropic substances, should take steps to inform the 
public fully and effectively in future, with particular emphasis on the 
importance of moderation in the use of these harmful substances. 


Educational campaigns, to be effective, must observe three conditions: the 
information must be strictly accurate; the authority of those communicating 
the information must be beyond question; information directed toward drug 
users must be couched in language current in their milieu, reflecting accurate 
and unpatronizing understanding of them. 
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Additional Conclusions and Recommendations 


of 


Ian L. Campbell 


INTRODUCTION 


The major point of difference between my colleagues and myself is the 
matter of the most appropriate response to the problem of the opiate narcotic 
user. 


Before presenting my conclusions I have reviewed at some length prob- 
lems concerning the control of the illicit production and distribution of the 
opiate narcotics and the role of the user of these drugs as a pernicious influ- 
ence leading others to use them. These subjects are dealt with in Appen- 
dices B, C and D. I refer to them here not to suggest that my colleagues are 
any more optimistic than I about the prospects for control of production and 
distribution or that they treat less seriously than I the social dangers of the 
user. We are, I am sure, in full agreement on these matters. I raise them, 
in summary form, simply to set the context of my recommendations and to 
underline the factors which have been particularly important in leading me 
to my conclusions. 


THE CONTEXT FOR SOCIAL POLICY 


THE RAPID INCREASE IN THE USE OF AND ADDICTION TO THE 
OPIATE NARCOTICS 


Notwithstanding the real inadequacies in our statistics it is clear that 
there have been recent alarming increases in the non-medical use of the 
opiate narcotics, particularly heroin and methadone. Not only has the popu- 
lation of users and addicts increased, but it appears to be growing at an 
accelerating rate. For instance, the number of ‘street addicts’ reported by 
D.N.C. rose in 1968 by 123, in 1969 by 275, in 1970 by 918, in 1971 by 
1,728 and in 1972 by 2,460. The actual number of new users was no doubt 
very much larger in each year. There seems little reason to believe, on the 
basis of either Canadian or American data and experience, that the problem 
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has peaked. Moreover, rather large populations at high risk of beginning 
opiate narcotic use are present in Canada. 


It is evident that over an extended period of time increases in heroin 
use often come in waves. For example, in Chicago there was a marked in- 
crease in use immediately following the Second World War. This particular 
epidemic reached its peak in 1949. There was then a decline in the numbers 
beginning heroin use during the 1950s and an increase again in the later 
1960s. This pattern has been observed in a number of other cities. The 
phenomenon is mentioned here because of the risk that any drop in the 
numbers of new users appearing in the statistics of a particular year might 
be too readily taken as an indication that the problems of opiate narcotic 
use are coming under control. 


It must also be pointed out that a study of national or even provincial 
statistics can be misleading. For instance, an increase of five hundred users 
in British Columbia might mean that a steady increase in use had occurred 
in a localized part of Vancouver. However, it might also mean that heroin 
use had entered fifteen communities where it had not been present before 
and had spread explosively within these communities with a high probability 
of becoming endemic in them. The second possibility would perhaps be far 
more serious than the first because of the potential for a spread of use to 
neighbouring communities and because the endemic presence of opiate nar- 
cotic use provides a base for a rapid increase in use and dependency at a 
later date. 


PRINCIPAL CAUSES OF THE INCREASE OF OPIATE NARCOTIC USE 


It is clear that we lack any full understanding of the causes of opiate 
narcotic use. Indeed what may be said accurately of the causal pattern in one 
area may not apply in another and causal patterns change through time. The 
same problem exists in generalizing about drug-using careers. Details of career 
descriptions may be wholly valid only for a particular locale at a particular 
time. 


However, two important, obviously valid generalizations about the neces- 
sary conditions for a spread of opiate narcotic use are possible. Use only 
spreads when the drugs are available and when there is a population of 
users present as a pernicious influence. A third generalization can be made 
with only slightly less confidence; the new opiate narcotic user is more likely 
to influence non-users to experiment with these drugs than is the person with 
a long-standing pattern of use and addiction. 


The Availability of Opiate Narcotics 


In the nature of things the ability of the Government to control the 
entry of opiate narcotics into Canada will be very largely dependent on the 
ability of the American Government to control the general flow of these 
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drugs into North America and its ability to influence other governments to 
inhibit the growth of the opium poppy, the production of opium derivatives 
or the production of synthetic narcotics and the movement of drugs within 
and across their borders. 


The Americans have achieved increasing success in a number of their 
policies. Their influence has reduced the production of opium in Turkey. At 
least partially as a result of American pressure, the Government of France is 
now taking effective steps to attack the manufacture of heroin. The United 
States appears to have gained an increased cooperation from some South 
American governments in making the shipment of drugs through South Amer- 
ica more difficult and in breaking up some trafficking rings. 


However, even the total elimination of poppy growing in Turkey will 
not now produce any significant shortage of raw opium. Some of the opium 
that has come out of Turkey in recent years has not been grown in that 
country. There are millions of acres of land available in other countries which 
are suitable for poppy cultivation, and much of that land is within the borders 
of states not clearly subject to American influence or indeed under the effec- 
tive control of the national government concerned. In some regions, such as 
South East Asia, poppy acreage can presumably be expanded. In other 
regions, for example South America, there is little reason to think that poppy 
cultivation cannot be introduced. Consequently, I cannot be confident that 
in the foreseeable future the American posture of curtailing poppy cultiva- 
tion will have much more than a disruptive influence on the production of 
raw opium. 


The new enforcement activities of the French police in moving against 
the manufacture of heroin have had a disruptive effect on the flow of the 
drug from Europe to North America. However, it would be naive, on the 
basis of existing evidence, to think that this will be more than a relatively 
short run dislocation of production. It is not difficult to think of countries 
to which European manufacturing operations could be moved either in 
Europe or North Africa. There are a number of European states that do not 
have strong anti-drug police operations and there are a number which cannot 
be assumed to be sympathetic to the American case or receptive to American 
pressure. It is also noteworthy that the impact of the French moves was 
blunted by an increased flow of heroin to North America from other sources 
—notably South East Asia. In other words, the world supply of heroin seems 
more than adequate to compensate for even a major blow to production 
potential. I would expect that the lost French production will be replaced in 
Europe or North Africa very quickly indeed. 


It must also be pointed out that the total eradication of the opium poppy 
would not eliminate the availability of narcotics in North America because 
of the substitutes for opium and its derivatives that are or could be made 
available. First, there are drugs such as methadone and pethidine (Demerol®) 
which are wholly synthetic. The processes by which they are manufactured 
are available in the chemistry and pharmacology journals. The raw materials 
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required for the production of these synthetics are readily available and not 
potentially subject to rigorous international or national control. While skilled 
chemists are needed to supervise or carry out production, there is no reason 
to think that the billion dollar narcotics industry would have difficulty in 
buying whatever skill are needed. 


Unfortunately, natural or semi-synthetic narcotics can also be produced 
from poppies other than the opium poppy (Papaver somniferum). Thebaine 
is found in the opium poppy but also in many other forms of poppy that do 
not yield opium. As is pointed out elsewhere in this report, some thebaine 
derivatives have morphine-like effects and have a potency of up to more than 
1,000 times that of morphine or heroin. Some of these derivatives are in 
commercial production. Leaks of these drugs from legitimate manufacturers 
are bound to occur in time. But far more important, there is a source of 
narcotics apart from the opium poppy that can be exploited. 


For these reasons, and others, I think it would be less than prudent to 
assume any long-term decrease in the international availability of heroin or 
equivalent drugs. Indeed a persuasive case can be argued that we should 
assume an overall increase in production or productive potential. 


The international heroin distribution system has grown rapidly. There 
has been a marked proliferation of routes and networks and of smuggling 
techniques. Consequently, the overall impact of arrests for trafficking is 
reduced. Profits are more than high enough to ensure that there will be no 
problems of recruitment. The world heroin supply system, while not mono- 
lithic, has demonstrated that it has the reserves and the flexibility to respond 
quickly and effectively to any injury that has so far been inflicted. There is 
no evidence at hand to suggest that this will not continue to be the case. 
International officials concerned with the enforcement of drug laws admit 
that only a very small proportion of narcotics in transit can be intercepted. 


Reluctantly I am forced to the conclusion that our best efforts to control 
opiate narcotic production and international trafficking can do little more 
than be a costly nuisance to the international market. I do not conclude that 
these efforts should be reduced, but only that it could be dangerously naive 
to expect significant results in terms of reducing the long-term availability of 
illicit narcotics in North America. 


At the national level there are further reasons to feel pessimism 
about our ability to control availability of opiate narcotics. One of the most 
important of these is the enormous growth in the number of drug distribution 
systems both for heroin and for other drugs. We already have evidence in 
Canada of individuals who have been multi-drug dealers now handling 
heroin. Similarly in the United States there seems to have been an increase 
in the number of dealers, at various distribution levels, who handle a variety 
of drugs including heroin. We also have illicit drug distribution operations in 
far more centres than ever before which are capable of making heroin avail- 
able to almost any city, town or village in Canada. 


257 


Part Five 


It therefore seems virtually certain that one of the two necessary condi- 
tions for a continued increase in the use of opiate narcotics is and will continue 
to be present in a form that will facilitate increased use in all parts of the 
country. 


Ordinarily there must be the presence of a supply of opiate narcotics 
and the presence of a population of users for there to be a significant increase 
in use. However, there are exceptions. The most important exceptions ap- 
pear to be instances where either some dealer moves to ‘push’ the drug, that 
is to say, actively sell the drug to non-users, or where there is a population 
of non-users who are curious about heroin and anxious to experiment with 
it. Overall the ‘pusher’ appears to have played a less important role than the 
public has assumed. A major reason has been the danger of detection and 
arrest to which the ‘pusher’ is exposed in approaching anyone other than 
a known user. However, this danger is to some extent attenuated where there 
is a population of known illicit drug users and we have had reports of heroin 
being introduced to the illicit drug-using population by dealers. We have also 
had reports of an increasing curiosity about heroin that has acted to create 
a demand. This has been found, for instance, among some populations of pro- 
miscuous, multi-drug using teenagers. Consequently, the fact of a steady 
availability of heroin in an increasing number of centres will in itself assure 
some increase in heroin use and hence of addiction. It is, of course, difficult to 
estimate the extent of the increase which will result. 


The Presence of Opiate Narcotic Users 


The evidence available indicates clearly that the overwhelming majority 
of those who use heroin began their use subsequent to and very largely as a 
consequence of association with users. Whether we designate the users as 
being infectious or contagious or a pernicious influence is not of great im- 
portance in this context. The fact of the matter is that their presence contri- 
butes to the use of opiate narcotics by those who have not previously used 
these drugs. 


The role of opiate narcotic users as a pernicious influence fostering the 
spread of use of these drugs is discussed in Appendices C and D. As we 
report there, research has been consistent in finding that almost invariably 
the new user is introduced to opiate narcotic use in a small group setting of 
friends. Often the new user’s presence is fortuitous although, clearly, some 
curiosity about the drugs and a readiness to experiment must usually exist. 
It appears that the experienced user is often admired as a person or for his 
life style by the beginner. There are certainly instances when group pressure 
is applied by users, and particularly new users, to encourage non-users to 
experiment. 


It seems that typically heroin use begins in a community or neighbour- 
hood by the return of one or two individuals who have begun use elsewhere. 
These foster interest in the drug and introduce use to a few friends. These 
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friends in turn introduce others or at least play a role of maintaining interest 
by their own example and presence and often by facilitating local access to 
opiate narcotics. At first use seems to spread slowly, but as the number of 
users grows there is the risk of an explosive increase in use. Studies in the 
United Kingdom of the spread of heroin use that have now been replicated 
in the United States have found a pattern of heroin use initiation that is 
represented in Figure 1 below. 


The evidence overwhelmingly supports the opinion that the use of heroin 
is spread through contact with those who actively use the drug. Indeed, the 
evidence is conclusive enough to probably warrant a generalization that the 
presence of opiate narcotic users is almost always a necessary condition for 
a significant increase in the use of these drugs. 


Among users it is also clear that the new user is most apt to be the 
contagious or pernicious agent. The user who has not yet become addicted 
or who does not recognize the fact of his addiction seems more prone to 
counsel others that heroin can be used ‘wisely’ with little or no risk of 
addiction and to hold himself up as living proof of this fact. Again, there 
is much in the research literature to support this position. For example, 
Hughes and Crawford in their Chicago study report, 


...the disorder tends to be most contagious during the early stages, i.e., it is 
spread by new users and the newly addicted. This suggests that new out- 
breaks must be identified early. 


INCREASE IN THE SIZE OF THE POPULATION AT RISK TO 
OPIATE NARCOTIC USE 


The sharp increase in the rates of opiate narcotic use and addiction are 
in themselves indicators of the increase in the size of the population that has 
been at risk to the use of these drugs. There is, however, no reason to think 
that their use will not continue to spread in Canada for some time to come. 
There is evidence appearing that the use of heroin is levelling off in the 
United States. But it is levelling at a point that involves a much higher 
proportion of the total population than has as yet become involved here. 
Even if we note that much of the heroin use in the United States has been 
in ‘ghetto’ populations and that comparable populations do not exist to any 
great extent in Canada, we are still well below the levels of American non- 
ghetto use. Given time, Canada’s rates of drug use tend to move towards 
those reached in the U.S. Hence, it would not appear prudent to expect that 
the spread of heroin use is about to level in Canada. 


There are certain populations that appear to be particularly at risk. 
Perhaps the most obvious are the regular, high-dose, intravenous ampheta- 
mine users — the ‘speed freaks’. As noted elsewhere in this report, the ‘speed 
freak’ population has not decreased markedly although it has dispersed and 
become far less visible than it was in the summer of 1970. Much of this 
population is apparently replaced approximately every two years since that 
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seems to be the maximum period for amphetamine use for most individuals. 
It would appear that many of these persons have become involved in the 
use of heroin. 


There have been a steady series of reports of curiosity about heroin 
among young, promiscuous multi-drug users. While there may be some taper- 
ing off of the size of this population, it remains significant and constantly 
draws new recruits. We know far too little about the epidemiology of non- 
medical drug use to predict with any degree of confidence that it will not 
blossom again or at least maintain roughly present levels. These young people, 
because of their naivety or lack of concern with the consequences of their 
drug use, are at high risk to heroin use and dependence. 


During the past two years there have been reports of heroin use among 
populations that do not have a history of illicit non-medical drug use. In 
particular this has been noted among the children of Italian immigrants in 
Toronto. In the past such populations have been at risk to many forms of 
delinquent and deviant behaviour. There seems no reason to be sanguine 
about the possibility of wider opiate narcotic use among such people—and 
certainly their numbers have increased in Canada. 


In summary then, there exists in Canada a number of populations that 
appear at particular risk to a further spread of heroin use. 


THE NATURE OF THE OPIATE NARCOTICS 


The psychological effects of the opiate narcotics and the consequences 
and risks of their use are set out fully in Appendix A. In this context it is only 
necessary for me to note the particular qualities of these drugs that lead me 
to believe that their use should be treated in law rather more severely than 
that of other drugs in current non-medical use. 


Many attempts have been made to rank drugs in an order of relative 
potential for harm. If a single criterion of harm is accepted it is perhaps not 
difficult to construct such an order. For example, if we accept as the focus of 
our concern the probability of continuing general physiological deterioration 
as a direct result of the use of the drug, then alcohol and tobacco must be 
taken as among the most dangerous drugs in current non-medical use, and 
heroin and the other opiate narcotics as among the least dangerous. If we 
make the criterion the probability of continuing general physiological deter- 
ijoration as an indirect consequence of dependent use of a drug, then alcohol 
and the opiate-narcotics would stand together as among our most dangerous 
drugs. If we take short-run physiological deterioration as a direct and in- 
direct consequence of the use of a drug, then the amphetamines would prob- 
ably stand as our most dangerous drug, the opiate narcotics and alcohol 
would occupy a much lower place and tobacco a lower place still. If we 
focus on probable use as a means of suicide then the barbiturates have 
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probably the greatest potential for harm and the opiate narcotics and alcohol 
are relatively safe. If we give a high priority in determining potential for 
harm to such criteria as the risk of accidental death associated with use or 
the risk of virtually incurable drug dependency developing quickly as a result 
of use for even a short period of time, then the opiate narcotics are certainly 
among the most dangerous, if not the most dangerous. If a high priority is 
given to a drug’s capacity to produce socially undesirable behaviour such as 
theft or prostitution, then the opiate narcotics are among the most dangerous 
drugs in the present North American social context. The amphetamines and 
alcohol, on the other hand, are ordinarily far more prone to lead to crimes 
of violence. If we are concerned with the potential of drug use to profoundly 
alter personality and character, and with the consequences of such changes 
for the user and those close to him, then the opiate narcotics are among our 
most dangerous drugs. Overall, I doubt that a single, meaningful rank order 
of the potential for harm of drugs in current non-medical use can be created. 
It is probably wiser to point to particular dangers associated with the use of 
a drug or family of drugs. 


In coming to my conclusions about appropriate social policy with 
respect to the opiate narcotics, I have given weight to the following facts. 


The opiate narcotics are virtually unique in their capacity to produce a 
state of severe dependence quickly and insidiously. Once established, opiate 
narcotic dependency can be managed but for all practical purposes, at this 
time, is virtually incurable. 


It is obviously true that dependency is not an inevitable consequence of 
the experimental or occasional use of opiate narcotics. There are some few 
individuals who have used these drugs for years and have not become depen- 
dent. Virtually all addicts believed, when they began use, that notwithstanding 
the dangers of addiction they could avoid this consequence. Virtually all 
believed that their use was still ‘under control’ when they in fact had become 
dependent. While data is not available from which it is possible to estimate 
the proportion of those who ever used these drugs non-medically who later 
became addicted, it can be said that the proportion is high. All who use 
these drugs non-medically must be considered to be at significant risk of 
becoming dependent. 


Those who became dependent on the opiate narcotics have as a result 
become significantly diminished in their capacity to act as free men—more 
than is the case with virtually any other form of dependence. The greatest 
part of their loss of freedom comes from the simple necessity of devoting a 
large proportion of their time to acquiring (usually illegally) the money to 
buy drugs. Thus the range of choices open to them vocationally, intellectually, 
recreationally, socially and geographically is severely curtailed. This loss of 
freedom to determine the course of one’s own life and the use of one’s own 
potential is surely a loss that renders them effectively less human than they 
would otherwise be. 
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The nature of opiate narcotic dependence in the present social context, 
and in any social context which I care to contemplate, virtually ensures that 
the addict will maintain and increase the criminality that usually precedes 
his addiction or will develop criminal habits. Insofar as most addicts were 
criminals before they became addicted it is not proper to assert that the 
whole of their criminality is a consequence and a cost to be attributed to 
their drug use. But it is clear that the amount of their predatory crime 
increases subsequent to addiction. An important result is the further loss of 
freedom that follows from conviction for these crimes. 


Moreover, their criminality, typically in the form of drug peddling, 
burglary, shoplifting and other forms of boosting, pickpocketing and pan- 
handling and of prostitution in the case of females is a heavy cost to society. 
The fact that as much as half their illicit income may come from selling 
opiate narcotics presents a serious problem in facilitating use among others. 


While it is true that the total cost of crime attributable to alcohol 
exceeds that attributable to the opiate narcotics, it is clear that the probability 
of an opiate narcotic-dependent person supporting himself by crime is far 
greater than in the case of dependency on any other drug, including alcohol. 


The life style that is the virtually inevitable consequence of illicit opiate 
narcotic dependency has other costs. Most addicts suffer from malnutrition 
and are particularly subject to diseases associated with malnutrition and 
lack of hygiene. These consequences probably follow mainly from the life 
style of the addict but can certainly be attributed in part to the psychological 
effects of the drugs. 


I am also concerned with the impact of the adoption of their life style 
on the relatives and friends of the addict. I find it hard to conceive of more 
dreadful information than the news that one’s child has become addicted to 
these drugs. I suspect that perhaps unconsciously much of our fear of the 
opiate narcotics springs from the knowledge or well-founded suspicion that 
dependency on these drugs profoundly and irrevocably changes the person— 
they become different not only in life style but in personality and spirit, 
their reactions can no longer be predicted by those who have been close to 
them, their promise and whatever was hoped for them is gone, and their 
future is at best bleak. 


Some of these undesirable consequences of addiction could no doubt be 
prevented if opiate narcotics were made readily and cheaply available to the 
user and the addict without stringent controls and monitoring. But in view 
of the marked increase in use and hence addiction that would certainly 
follow, the costs would clearly far outweigh any possible benefits. 


More than other drugs used non-medically, the use of opiate narcotics 
is likely to produce accidental sudden death. While most deaths associated 
with drug use by addicts are clearly not due to a simple heroin overdose, 
as is generally believed, the fact is that a large number of heroin users die 
suddenly while injecting this drug. 
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THE OBJECTIVES OF SOCIAL POLICY 


THE PRIORITIES OF SOCIAL POLICY 


In my opinion the proper order of priorities in developing social policy 
with respect to the opiate narcotics user is: 


1) The prevention, as much as is possible, of the further spread of opiate 
narcotic use and addiction. 


2) The treatment of the user or addict to render him less socially dangerous. 


3) The treatment of the user or addict for the purpose of improving his 
chances of being a useful member of the community and of improving 
the quality of his life. 


Since, in virtually all cases, the presence of opiate narcotic users is a 
necessary condition for the spread of use, it follows that isolating users or 
otherwise reducing their capacity to influence perniciously and assist others 
to use these drugs is a necessary step and probably the most important single 
step that can be taken by a country such as Canada in the prevention of an 
increase in opiate narcotic use and addiction. 


Clearly, short of placing all users in indefinite quarantine, there are no 
means of ensuring that they will not be a pernicious and contagious influence. 
However, if they could be officially identified and if their drug use could 
then be eliminated or controlled so that they could no longer stand as directly 
observable models of free opiate narcotic use, and incidentally a source of 
supply to the prospective user, the danger would be significantly lessened. 
If they could be prevented from presenting themselves as living examples 
of the fact that opiate narcotics can be used without serious consequences, 
the danger would also lessen. 


It is obvious that these ends can only be achieved by making it highly 
probable that those who use the opiate narcotics can be brought to official 
attention in a way that renders them subject to control, and by having the 
means of monitoring and controlling their behaviour. 


I believe that these ends can be achieved, that this can be done without 
recourse to police state methods, with adequate safeguards to the innocent 
and in a manner that serves the long-run best interests of the opiate nar- 
cotic user. 


However, unless the steps that I propose are implemented in the near 
future I am not sure that they provide a practical solution to the problem. 
The present population of heroin and methadone users is of a size and 
geographic distribution that makes it conceivable to exert a close control 
over its members, albeit with a heavy expenditure of resources. However, 
if the numbers involved continue to increase at present rates, or even rather 
more slowly, and if we approach American rates of use or if the present 
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population or a larger one disperses geographically, then the outlook for 
effective action would be far more bleak and the price far higher. 


THE EFFICACY OF EXISTING LAWS AS A DEVICE OF CONTROL 


The existing laws relating to the possession of opiate narcotics seem to 
me to lack the potential to ensure early official detection of opiate narcotic 
use and to lack the potentiai to exert control over a significant proportion 
of users and addicts. The necessity of proving possession presents the police 
with a virtually insuperable problem in bringing most users before the courts. 
As has been pointed out elsewhere in this report, many users have the drug 
in their possession for a very short time indeed—often for only a few 
moments in the course of a day. Unless they are apprehended during those 
moments no evidence is available to the police. Moreover, when the drug is 
in the user’s possession it is frequently carried in the mouth and is swallowed 
at the first sign of police intervention. This fact necessitates the rough action 
that the police take towards users in attempting to make arrests and adds 
greatly to the difficulty of securing evidence. 


The arrest and conviction statistics presented in this report, if compared 
to the estimates of use, provide convincing testimony of the inadequacy of 
the present laws as a device for detecting and controlling the opiate narcotic 
user. It is likely that fewer than four per cent of the addicts in Canada are 
currently being convicted each year and that this number may be fewer 
than one per cent of all who are addicts and occasional and experimental 
users. | 


RECOMMENDATIONS WITH REFERENCE TO THE LAW 
RESPECTING THE OPIATE NARCOTIC USER 


So long as the law only prohibits the unauthorized possession of opiate 
narcotics, I can see no way in which it can become an effective device to 
control the opiate narcotic user and hence a really effective device to curtail 
the further spread of the use of these drugs. This would remain true even 
if the police were granted very large reinforcements. Moreover, as use 
spreads, it seems to me that the relative effectiveness of the police is bound 
to decline. 


Consequently, I recommend that the law be amended to make the 
unauthorized use as well as the unauthorized possession of opiate narcotics 
an offence. The unauthorized possession of opiate narcotics or the presence 
of an opiate narcotic in the urine, blood or other body fluid without lawful 
excuse should be taken as proof of opiate narcotic use. To enforce adequately 
such legislation, it would be necessary to authorize the police to require 
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those whom they believe, on reasonable and probable grounds, to be using 
these drugs to submit a sample of urine, blood or other body fluid for 
analysis.* Continuing association with known opiate narcotic users, the clear 
appearance of being under the influence of an opiate narcotic (on the nod) 
or the otherwise inexplicable presence of injection marks visible on the body 
would certainly be reasonable and probable grounds to presume the use of 
opiate narcotics. 


Clearly a number of safeguards would be required in such legislation. 
I would strongly recommend that at least the following be included: 


a) A part of any sample taken should be returned to the donor in a 
_ sealed container for use by the defence if a charge is laid and the result 
of the analysis is submitted as evidence. 


b) Those required to give a sample should be given, on request and 
before the sample is taken, a written statement of the reasonable and 
probable grounds on which the police are acting. 


c) The police should be required to submit the details of their use of 
such authority, including a statement of the grounds on which it was 
used, to a judicial body for a regular and public review. 


Those whose urine, blood or other body fluid is found to contain an 
opiate narcotic should be charged with the unauthorized use of these drugs. 
Those arraigned on this charge should, in all cases, be remanded in custody 
for one week for the purpose of determining whether or not they are 
dependent on the opiate narcotics. 


Those subsequently found guilty of the unauthorized use of opiate 
narcotics but who are not dependent on these drugs should on the first and 
second conviction receive a one- to three-year sentence with the possibility 


* It is clear that thin-layer chromotography (TLC) as presently generally used in Canada 
is not sufficiently accurate to provide grounds, by itself, for conviction because of the risk 
of a false positive result. However, this method remains the best technique for widespread 
use. I would recommend that until better methods are available it should ordinarily be 
used, but when an opiate narcotic is detected by this method further tests should be applied 
and a positive result on two tests should be required for conviction. Consequently, enough 
fluid should always be taken to allow two analyses to be performed. 


There is good reason to believe that within a short time the radioimmunoassay, FRAT 
and related methods will be able to meet all reasonable demands for accuracy, discrimina- 
tion, economy and speed. When this is the case a positive result by one of these methods 
alone should be taken as adequate grounds for conviction. 


The extremely sensitive immunoassay methods have other advantages as well. Using such 
techniques, it may be possible to detect the presence of opiate narcotics in the system for 
several days after use. Urine, blood or, possibly, saliva and sweat samples may be employed. 
At the present these techniques do not efficiently distinguish codeine from morphine, but 
it is expected that this difficulty will be overcome shortly. 

Since heroin is converted to morphine and other metabolites in the body, it is generally 
difficult to efficiently discriminate between the use of these two drugs. However, I find that 
this is no problem since I would regard the illicit use of morphine as being as serious as 
the illicit use of heroin, methadone or the other narcotics excepting the low-dose use of 
codeine. 
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of immediate release on parole at the discretion of the court, after appropriate 
consultation with the Parole Board, with the following conditions at least:* 


1) That they refrain absolutely from the unauthorized use of opiate 
narcotics, cocaine and amphetamines. 


2) That they submit urine, blood or other fluid samples for analysis as 
often as necessary to determine any opiate narcotic use for a period of 
six months and thereafter as required during the period of probation.+ 


3) That they refrain from association with opiate narcotic users and 
others as required. 


4) That they accept counselling or other appropriate care as required. 


Those who are unwilling to sign a statement accepting the terms of 
parole should not be released from custody. 


Those responsible for the supervision of parole must be given reason- 
able authority to excuse occasional breaches of the terms. However, those 
brought before the Parole Board for parole violation should be liable to be 
imprisoned for the balance of the period of their sentences. 


Conviction a third or subsequent time should render the offender liable 
to imprisonment for a period of two to five years. If the offender is subse- 
quently released on parole, terms similar to the terms above should be applied. 


Those found guilty of the unauthorized use of opiate narcotics and who 
are shown to be dependent? on these drugs should on the first and second 
conviction receive a three- to ten-year sentence with the possibility of immedi- 
ate release on parole at the discretion of the court, following appropriate 
consultation with the Parole Board, with the following conditions, at least:§ 


1) That they refrain absolutely from the use of unauthorized opiate 
narcotics, cocaine and amphetamines. 


* A one- to three-year sentence with immediate parole is specified in this recommendation 
to ensure continuous supervision for a lengthy period of time. I have no objection in 
principle to providing this supervision by means of suspended sentence and probation but 
under existing law suspension of sentence and probation can be applied only when an 
offence carries no minimum sentence. While I am concerned with the lightness of sentences 
that have recently been imposed on many of those found guilty of opiate narcotic possession, 
I recognize real advantages in allowing the courts some measure of flexibility in dealing 
with these cases. However, available evidence strongly suggests that drug users require 
lengthy periods of close supervision if their rehabilitation is to be achieved. 

+ Until methods of analysis are improved, body fluid samples should be required daily or at 

least every second day. Hopefully methods will soon be available to accurately find opiate 

narcotics in the system several days after use. When this is the case, longer intervals 
between samples could be safely allowed. 

The determination of dependency must be based on clinical evidence. The decision as to 

whether dependency exists should rest with the court and should be based on evidence from 

physicians with special competence in the matter and others appropriately qualified. 

§ All available evidence suggests that a lengthy period of supervision is imperative if there 
is to be any real hope of success in dealing with those dependent on the opiate narcotics 
(see Appendix K). The relatively low levels of success that have been achieved with 
addicts on probation and parole in Canada (see Appendices J and K) point to the need 
for lengthy periods of close control and supervision. 


++ 


267 


Part Five 


2) That they submit urine, blood or other body fluid samples for 
analysis as often as necessary to find any opiate narcotic use for a period 
of two years and thereafter as required during the period of their 
probation.* 


3) That they accept counselling and treatment as required by those 
responsible for their probation. 


4) That, if after other treatment approaches have been tried for a 
reasonable period and they are unable to remain drug-free, they accept 
high-dose methadone maintenance indefinitely, 


It has frequentiy been found that continued association with opiate 
narcotic users is a major barrier to the successful rehabilitation of those 
who are opiate narcotic dependents. Consequently, the courts and parole 
officers should have the authority to require the offender to change his place 
of residence. 


In the case of those with longstanding or severe addiction, the court 
should have authority to impose high-dose methadone maintenance as an 
initial condition of parole. Unwillingness to accept the terms of parole or 
violation of the terms of parole, when brought to the attention of the Parole 
Board, should render the offender liable to imprisonment for the balance of 
his sentence. 


Those found guilty of unauthorized opiate narcotic use a third or sub- 
sequent time and who are found to be dependent on these drugs should 
receive a sentence to indefinite imprisonment with the possibility of parole 
on conditions similar to the conditions of parole noted above. 


Wherever possible a separation should be made between the personnel 
responsible for parole supervision and those responsible for the treatment of 
persons under sentence, although there should be cooperation and consulta- 
tion between them and both should come under a single agency. If treatment 
personnel are made responsible for the collection and analysis of urine or 
blood samples, the resuits of these tests, if they show the presence of a pro- 
hibited drug, should be automatically reported to the parole authorities. 
The supervision of opiate narcotic users requires specialized knowledge and 
experience. Therefore personnel should be specially selected and irained for 
this work. 


Those imprisoned for the use or possession of opiate narcetics should, 
whenever possible, be confined apart from other prisoners, preferably in 
separate institutions, and should be further segregated according to the extent 
of their involvement in and commitment to the opiate narcotic-using culture. 
Clearly, a basic purpose of their incarceration should be quarantine. 





* Until methods of analysis are improved, body fluid samples should be required daily or at 
least every second day. Hopefully methods will soon be available to accurately find 
opiate narcotics in the system several days after use. When this is the case, longer intervals 
between samples could be safely allowed. 


268 


Additional Conclusions and Recommendations 


Provision should be made in the case of those charged with the use of 
opiate narcotics to conduct the trial in camera at the request of the accused 
and at the discretion of the court. The purpose of this provision is to keep 
secret the identity of the accused and hence to facilitate rehabilitation, 
particularly in the case of those who appear to have been experimental users 
of the opiate narcotics. 


Those convicted of unauthorized opiate narcotic use who remain abso- 
lutely drug-free while on parole or otherwise at large during a period equal 
to the length of their sentence should be authorized to withhold the fact 
of their arrest and conviction in such matters as employment applications. 
If at some time during the course of the sentence an opiate narcotic or other 
illicit drug is found in a urine or other body fluid sample, then an opportunity 
should be provided for them to continue submitting samples beyond the end 
of their sentence to establish a drug-free period equal to the length of the: 
sentence and to thus qualify for the benefits of these provisions. 


My recommendations require the enactment of special parole provisions 
for opiate narcotic offenders. At the present time the courts in Canada play 
no role in the decision to release a prisoner on parole. This decision, except 
in cases of murder, is exclusively under the jurisdiction of the National 
Parole Board. While the Board may release an offender at any time, it » 
extremely unusual for it to do so until a significant portion of the sentence has 
been served in prison. I see no reason to require the imprisonment of all 
found guilty of opiate narcotic use; however, I am convinced that all require 
a prolonged period of supervision and control. Consequently, my recom- 
mendation requires that the courts be granted authority to grant parole at 
the time of sentencing. An alternative approach would have been to recom- 
mend the use of suspended sentence and probation. I have rejected this 
alternative for a number of reasons. For instance, a suspension of sentencing 
can only be granted when an offence carries no minimum sentence, and 
I am strongly of the opinion that a minimum sentence is absolutely required 
in dealing with opiate narcotic users. 


The efficacy of my proposals is clearly dependent upon the ability of 
the police to identify a significant proportion of opiate narcotic users and to 
secure convictions against them. The development of new techniques for 
the analysis of body fluids which will detect the presence of narcotics many 
hours after use, and potentially several days after use, gives reason for 
confidence on the latter point. The identification of users is a different matter. 
Six or seven years ago the police knew the identity of a very high pro- 
portion of heroin users. Since they were concentrated in distinct areas of 
a very few cities their task was relatively easy. Today this population has 
not only grown but has dispersed to many communities, principally in 
British Columbia, Alberta and Ontario. However, both Canadian and 
American evidence indicates that within a given community the opiate 
narcotic users tend to cluster in ‘copping areas’ which are not difficult to find. 
While this population may not be as visible as was that of the speed freaks 
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in 1970, it is very much more visible than most other illicit drug-using 
populations. In the case of addicts the necessity of regular and frequent 
purchases helps to maintain visibility. Occasional and experimental users, 
coming as they do largely from the ranks of the speed users or the promis- 
cuous multi-drug users, also should not be very difficult to detect, granted 
adequate police personnel and special undercover operations. 


It will no doubt be argued that these recommendations are extremely 
severe. This is obviously true. But I regard the opiate narcotic user as posing 
a potentially grave danger to society. His presence is often an essential 
condition for the spread of opiate narcotic use. New users pose a special 
threat because of the greater risk that they will proselytize and make state- 
ments minimizing the risk of opiate narcotic use. Their presence as opiate 
narcotic users clearly constitutes a real threat to the health, welfare and 
operative freedom of others. Unless a very high proportion of them are 
detected and brought under rigorous control, as regards their drug use, I see 
the real probability of a further significant spread in opiate narcotic use. 


I believe that my recommendations provide the opportunity for those 
convicted of opiate narcotic use to limit drastically the impact of their sen- 
tence on their own freedom. So long as they are prepared to refrain from 
the unauthorized use of opiate narcotics, cocaine and the amphetamines they 
can be at liberty to lead perfectly normal lives. The limitation of freedom 
imposed by the requirement to submit urine, blood or other fluid samples is 
not in itself a severe penalty or hardship and is certainly in their best inter- 
ests. To be an effective check on unauthorized drug use, it is necessary that 
the sample be always provided in the presence of a witness. But there should 
be no great difficulty in making arrangements for the sample to be taken 
close to the offender’s residence or place of work at a hospital, pharmacy, 
physician’s office or other appropriate site. 


It may be argued that requiring urine, blood or other fluid samples 
from those suspected of unauthorized opiate narcotic use is a violation of 
proper civil liberty or forces an individual to provide evidence against him- 
self. However, we have accepted a strikingly similar precedent with the 
compulsory use of breathalyzers for the detection of alcohol intoxication. In 
the case of a urine, blood or other fluid sample, it should be readily possible 
to provide the suspect with a part of the sample in a sealed container to 
prevent any risk of evidence being fabricated and to allow for independent 
analysis. This safeguard is not as yet possible when breath samples are 
taken. 


It is clear that the implementation of my recommendations would be 
costly. Some large number of additional police will be required as well as 
specially trained parole and probation officers. However, great as these costs 
would be, I am convinced that they would, in the long run, be far less than 
the direct and indirect costs of a further significant increase in use. 
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I would further submit that the level of control of the opiate narcotic 
user that my recommendations could provide would strike a very severe blow 
at the illicit opiate narcotic distribution system by drastically reducing 
demand. The result would probably be a lessening of the availability of 
heroin. This, in itself, could contribute further to the prevention of a further 
spread of use. 


It has been pointed out in this report and in our Interim Report that 
the existing laws compel the police to deal with those suspected of opiate 
narcotic possession in a rather rough manner that typically involves breaking 
down doors and ‘throttling’ suspects to prevent the loss of necessary evi- 
dence. While the necessity of such actions cannot be denied, it must be re- 
gretted. The change from a possession of narcotics to a use of narcotics em- 
phasis would eliminate the need for virtually all such police acts since surprise 
would no longer be of the essence except in cases of suspected trafficking. 


I believe that my recommendations would, if implemented, have an 
immediate deterrent effect of reducing the amount of opiate narcotic use 
among non-addicts. This reduction would in all probability be significant 
enough that it should be taken into account in a calculation of the costs of 
implementation or of feasibility. It is my opinion that my recommendations 
can be applied with a high probability of success to a population of users of 
opiate narcotics of the size which we estimate with its present pattern of 
distribution. I would be far less sanguine about their probable success if 
there is a marked increase in the size of that population and a more general 
geographic distribution of use. It is much more difficult to conceive of 
control measures that would be effective and acceptable in a free society if 
use were to reach the levels found in the United States. 


My proposals rest on the assumption that, given adequate reinforce- 
ments, the police would be able to find new users and subject them to urine, 
blood or other testing. If the opiate narcotic-using population were much 
more widely dispersed, this would become extremely difficult. 


THE TREATMENT OF OPIATE NARCOTIC USERS 


I am in substantial agreement with the majority opinion on the matter 
of the treatment of the opiate narcotic user. While I share their view that 
in general the treatment of the user and the addict is a proper matter of 
provincial responsibility, I believe there are four roles that the Federal 
Government should play. 


First, the use of opiate narcotics in treatment should be subject to con- 
tinuing federal regulations. There are obvious advantages of uniformity. 
But my principal concern is to assure rigorous control over the use of these 
drugs. While the recent performance of the Federal Government is disap- 
pointing in the level of control that has been imposed on the prescribing of 
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methadone, I believe that there is a greater probability of adequate controls 
on these drugs being maintained by the Federal Government than by ten 
separate jurisdictions. The evidence is clear that the improper prescribing of 
these drugs by only a very few physicians can quickly produce an epidemic. 
Such was the case in the United Kingdom where fewer than one-half dozen 
physicians, who were either fools or knaves, contributed significantly to the 
increased use of heroin and amphetamines. The effects of a lessening of 
proper controls in any one province could not likely be contained within its 
borders and could have serious material consequences. For example, much 
of the recent opiate narcotic problem in Windsor occurred as a result of 
improper methadone prescribing and dispensing in Detroit. The national 
border with its checks on movement was not an effective barrier. Provincial 
borders would present no barrier at all. 


Second, the Federal Government should be prepared to establish, at 
the request of a provincial government, a full range of treatment facilities 
for opiate narcotic users. 


Third, in the absence of adequate provincial treatment facilities for the 
care of users on parole, such facilities should be provided by the Federal 
Government. Presumably this is constitutionally possible insofar as they 
would be, in the context of my recommendations, under a sentence the length 
of which would place them under the control of the Federal Government. 


Fourth, the Federal Government should organize training programs to 
be made available for provincially employed personnel concerned with the 
care and treatment of opiate narcotic users. 


The Government and the various colleges of physicians and surgeons ap- 
pear to have failed in adequately policing the prescription of opiate narcotics 
by physicians. They tend perhaps to be somewhat more effective in curbing 
malpractice by knaves than by fools or by physicians who are uninformed 
about the opiate narcotic problem. I recommend strongly that a greater vigi- 
lance be maintained over the prescribing of these drugs and that much more 
rigorous steps be taken to prevent unwise prescribing. Canadian, British and 
American experience amply demonstrates that three or four physicians can, 
through their prescribing practices, produce an epidemic of opiate narcotic 
or amphetamine use. There is little reason to feel confidence that existing 
mechanisms to control and regulate medical practice are adequate. 


ADDITIONAL RECOMMENDATIONS CONCERNING THE 
OPIATE NARCOTICS 


THEBAINE 


The Bentley Compounds, derivatives of thebaine, an opium alkaloid, 
have not as yet become significant among the opiate narcotics used non- 
medically. However, because their potency is as much as 1,000 times that 
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of morphine or heroin, they could become a serious problem. Consequently, 
I recommend that the Government of Canada treat the potent thebaine 
derivatives as heroin is now treated and urge other governments to follow 
suit. 


COCAINE 


In the course of inquiry we have heard many criticisms of existing law 
for its want of descriptive accuracy. In particular, the inclusion of cannabis 
in the Narcotic Control Act has been criticized, for clearly this drug is not a 
narcotic. This Act at present also deals with cocaine, which is no more a nar- 
cotic than cannabis. In fact the drug is much closer, in its effects, to the 
amphetamines than to the opiate narcotics. 


At the present time cocaine is not in widespread use in Canada, although 
much more commonly used and far more readily available than was the 
case a few years ago. Curiosity about and interest in the drug have very 
markedly increased, and with them demand. Availability has also increased, 
and there is no reason to believe that it can be effectively curbed. 


Unfortunately cocaine has become a status drug—the drug of the elite 
among the non-opiate-addicted, serious illicit drug users. Its use will almost 
certainly increase steadily. 


I recommended that it be removed from the control of the Narcotic 
Control Act simply for reasons of accuracy, and that this be done before use 
has spread further. 


In many ways it would be logical and consistent to classify it with 
the amphetamines. However, it would certainly not be wise to remove the 
possessional offence. Consequently, I suggest that cocaine be placed in a 
separate and distinct classification schedule under the Food and Drugs Act 
with penalties identical to those at present available under the Narcotic 
Control Act. If the use of this drug begins to reach alarming proportions, 
then consideration should be given to making use an offence enforceable by 
body fluid analysis. 
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Appendix A 


The Drugs and Their Effects 


A.1 INTRODUCTION 


OVERVIEW 


The primary purpose of this appendix is to provide a critical review of 
the current scientific knowledge concerning the effects of the major psycho- 
tropic drugs used non-medically in Canada. Separate sections are devoted to 
the following topics: Opiate narcotics; Amphetamines and amphetamine-like 
drugs; Cocaine; Hallucinogens; Alcohol; Barbiturates; Minor tranquilizers and 
non-barbiturate sedative-hypnotics; Volatile substances; and Tobacco. Each 
section summarizes the history of the drugs and their medical and non-medical 
use, the chemical characteristics of illicit samples in Canada, how the drugs 
are taken and the physiological processes by which they are distributed in the 
body and finally eliminated, the major physiological, behavioural and psycho- 
logical effects, including tolerance and dependence-producing potential, and 
interaction with other drugs. As well, much information bearing on motivation 
and causal factors and various epidemiological aspects of non-medical drug 
use is discussed, which can be considered supplementary to the separate 
appendicies of this Report devoted specifically to these topics. 


This appendix is the result of re-examination and more comprehensive 
study of topics discussed in Chapter Two The Drugs and Their Effects of the 
Commission’s Interim Report. Since the Interim Report, we have kept abreast 
of new scientific developments and have had the opportunity to examine the 
past literature in greater depth. These data were integrated with the findings 
of the Commission’s own research program. Because the Commission has 
devoted a separate final report to the topic of Cannabis, discussion of mari- 
juana, hashish, THC and related cannabinoids is included here only to the 
extent to which it is important to the examination of the other drugs and 
general issues. This review is based primarily on information available to the 
Commission up to January 1973, although progress in certain areas of prin- 
cipal concern was further monitored and assessed through to March 15, and 
any major new findings were incorporated. In this appendix, footnotes are 
indicated in the text by superior letters within brackets and are presented in a 
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single general list at the back, followed by a separate reference list and selected 
bibliography for each drug section. 


The remainder of this introductory section is primarily based on the 
Introduction to Chapter Two of the Interim Report. In addition to defining 
some technical terms, certain general concepts are introduced here which may 
be helpful to the understanding of some of the potentials and limitations of the 
scientific method as applied to the study of human drug use. 


THE DEFINITION OF PSYCHOTROPIC DRUGS 


A certain amount of the current controversy and lack of communication 
regarding the ‘drug problem’ has been attributed to the multitude of meanings 
that the term ‘drug’ has to different people, and to the often arbitrary way in 
which our society defines, and endeavours to solve, the problems arising from 
man’s persistent use of chemical substances to alter his existence. To some 
people the word ‘drug’ means a medicine used in the prevention, diagnosis, or 
treatment of an abnormal or pathological condition. In other situations, it is 
often used to refer only to illegal or socially disapproved substances. Some 
individuals employ the word in a manner suggesting dependence or addiction, 
regardless of whether it refers to some chemical substance or to other pre- 
occupations such as television, music, books, or sports and games. Some con- 
sider alcohol, tea and coffee as drugs, while to others these are simply normal 
beverages not to be confused with the more foreign and unfamiliar substances 
viewed as drugs. Furthermore, the terms ‘drug’ and ‘narcotic’ are given special 
meanings in legal areas. Even scientists frequently disagree as to the precise 
definition of the term ‘drug’. 


Modell has suggested a comprehensive pharmacological definition of 
drugs which the Commission has adopted.?? A drug is considered to be any 
substance that, by its chemical nature, alters structure or function in the living 
organism. Modell observed that: 


Drug action is therefore a general biological phenomenon... pharmacologic 
effects are exerted by foods, vitamins, hormones, microbial metabolites, 
plants, snake venoms, stings, products of decay, air pollutants, pesticides, 
minerals, synthetic chemicals, virtually all foreign materials (very few are 
completely inert), and many materials normally in the body.” 


While this interpretation may be too broad for certain practical purposes, 
it provides some perspective into the ubiquitous nature of our internal and 
external chemical environment, and the complexity of the question of human 
drug use. In the context of this report, substances which are typically required 
for normal functioning (such as food) are excluded from the definition. The 
Commission’s primary concern is focussed on the use and effects of drugs 
taken for their psychotropic or psychoactive properties as defined by their 
capacity to alter sensation, mood, consciousness or other psychological or 
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behavioural functions. As noted earlier, the Commission considers non-medi- 
cal drug use to be use which is not indicated or justified for generally accepted 
medical reasons, whether or not under medical supervision. 


The use of psychotropic drugs seems to be an almost universal phenome- 
non and has apparently occurred throughout recorded history, in almost all 
societies. Some scholars have suggested that this use of drugs may have been 
among the earliest behavioural characteristics distinguishing man from the 
other animals. Blum, in the United States Task Force Report (1967), has 
stated: 


Mind-altering drug use is common to mankind. Such drugs have been 
employed for millennia in almost all cultures. In our work we have been 
able to identify only a few societies in the world today where no mind- 
altering drugs are used; these are small and isolated cultures. Our own 
society puts great stress on mind-altering drugs as desirable products which 
are used in many acceptable ways (under medical supervision, as part of 
the family home remedies, in self-medication, in social use [alcohol, tea 
parties, coffee -klatchs, etc.] and in private use [cigarettes, etc.]) In terms of 
drug use, the rarest or most abnormal form of behaviour is not to take any 
mind-altering .drugs at all... If one is to use the term ‘drug user’, it applies 
to nearly all of us.‘ 


‘THE ROLE OF SCIENCE 


It has been suggested that the potential role of science in the solution of 
the ‘drug problem’ is to provide information to better enable individuals and 
society to make informed and discriminating decisions regarding the avail- 
ability and use of particular drugs. Unfortunately, considerable disparity often 
exists between the need for such information and the capacity of science to 
acquire and communicate it. 


Helen Nowlis has noted: 


There are many reasons why the ‘facts’ invoked in non-scientific discussions 
of drugs are often not facts at all. They may be second or third-hand quota- 
tions of statements attributed to scientists. There is a readiness on the part 
of many to accept as ‘scientific fact? any statement made by, or attributed to, 
someone labelled as scientist, whether it is a statement based on research, 
on uncontrolled observation, or merely on personal opinion.” 


While science may be able to serve as a useful guideline and source of 
information, science itself is not a policy-making process, but merely a 
practical system designed to explore and test notions of a certain abstract 
nature. Even though the aim of science is to maximize objectivity, the inter- 
pretation and application of scientific data is usually a subjective venture 
regardless of the controls maintained in the formal analyses. The practical use 
of such information in the social sphere often entails economic, legal, philo- 
sophical and moral issues which are not easily amenable to scientific analysis 
as we know it today. 
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Pharmacology is the scientific study of the effects of drugs on the living 
organism; psychopharmacology is the branch of this discipline specifically 
concerned with the interaction of drugs with behavioural and psychological 
activity. Even though considerable progress has been made in advancing our 
knowledge of biology, science has provided only a minimal understanding of 
the essential nature of psychological and behavioural functions and their 
relationship to underlying physiological processes. Consequently, psycho- 
pharmacology today must be content with exploring the interaction of 
chemicals with a largely unknown human psychobiological system of enor- 
mous complexity. 


THE CLASSIFICATION OF DRUGS 


Drug classifications based on a variety of different considerations have 
been developed and there appears to be little general agreement as to the 
optimal scheme for ordering the universe of biological active substances. For 
example, drugs might be organized according to chemical structure, clinical- 
therapeutic use, potential health hazards, liability to non-medical use, public 
availability and legality, effects on specific neural or other physiological 
systems, or influence on certain psychological and behavioural processes. 
The classification systems developed from these different approaches may 
show considerable overlap, although there are often striking incongruities. 
For example, some drugs which appear very similar in chemical structure 
may be quite different in pharmacological activity and vice-versa. The most 
useful organization depends on the intended use of the classifications. 


Since our major concern here is with the effects of psychologically 
active substances, our classification system is based primarily on general 
psychopharmacological considerations. In Table A.1 eight major classes are 
presented along with some examples of drugs from each group. (Throughout 
this report the symbol “®” is used to indicate a registered drug trade name.) 
While the categories are not considered to be exhaustive, the general system 
is applicable to the majority of drugs used for their psychological effects. 
Since the effects of drugs depend on a vast number of psychological and 
physiological components, many of which seem unpredictable, these categories 
are to some extent based on a typical reaction by an average subject to a 
common dose. Large variations in any of numerous factors can greatly alter 
the effects and may reduce the reliability of the descriptions. 


I. The sedative-hypnotics (e.g., alcohol, barbiturates, ‘sleeping pills’ 
and minor tranquilizers) generally decrease central nervous system (CNS) 
activity, although some psychological stimulation may result at low doses. 
These drugs are used medically primarily to reduce anxiety and tension, to 
produce general sedation and, at higher doses, sleep. Barbiturates are often 
considered the prototype of the sedative drugs. 


II. The stimulants (e.g., amphetamines or ‘speed’, ‘diet’ and ‘pep’ pills, 
caffeine, and cocaine) generally suppress appetite, increase activity, alertness, 
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tension and general CNS arousal, and, at higher doses, block sleep. Ampheta- 
mine may be considered the prototype of the stimulant drugs. Nicotine 
(tobacco) is often categorized as a physiological stimulant although a variety 
of mixed effects are common, and there is some ambiguity as to the appropri- 
ate classification of tobacco. 


III. These drugs are often described as psychedelic (mind-manifesting), 
hallucinogenic, (hallucination-producing), psychotomimetic (psychosis-imitat- 
ing), illusinogenic (illusion-producing), or psychodysleptic (mind-disrupt- 
ing). While these terms refer to somewhat overlapping effects alleged to occur 
with the drugs in this class, the various labels emphasize different character- 
istics which are neither synonymous nor necessarily mutually exclusive. 
Probably none are entirely adequate as descriptive terms. These drugs may 
produce profound alteration in sensation, mood and consciousness at doses 
which result in comparatively slight peripheral physiological activity. LSD is 
often considered the prototype of this drug group. The Commission has classi- 
fied cannabis with the hallucinogens. The medical value of these drugs is the 
subject of considerable current controversy. 


IV. The drugs in this category have traditionally been referred to as 
narcotics or opiates, and include the natural psychotropic alkaloids of 
the opium poppy, the semi-synthetic derivatives of these substances, and 
the wholly synthetic compounds with similar pharmacological properties. 
Examples of these three types are morphine, heroin and methadone. The word 
‘narcotic’ has been used inconsistently in scientific as well as lay language and 
has been the subject of considerable disagreement in legal matters. (For 
example, marijuana, cocaine, and other non-opiates are frequently controlled 
under laws regulating narcotics, in spite of the fact that they are pharma- 
cologically different from this group.) The term ‘opiate’ is usually more 
specific, although its application has not always been limited to these drugs. 
Consequently, the specific term opiate narcotic is generally used in this report 
to reduce ambiguity. These drugs are used medically mainly for their pain- 
relieving effects. 


V. This is an aggregate of chemically diverse substances perhaps best 
described on a physical basis as volatile solvents and gases. They are usually 
inhaled and include the vapours. of such common materials as airplane glue, 
nail polish remover and gasoline. Some of these drugs have been called 
deliriants although delirium is only one of many potential effects and is clearly 
not restricted to these substances. Many are quite similar in effect to the 
sedative group and might be considered in a sub-class of that category. Some 
have certain psychedelic or hallucinogenic effects. Most of these substances 
are not used medically, although several have been employed as surgical 
anesthetics. 


VI. The non-narcotic analgesics (e.g., Aspirin® and phenacetin) are 
primarily used to reduce aching pain and to lower fever. They have little, if 


281 


A The Drugs and Their Effects 


TABLE A.1 


CLASSIFICATION OF MAJOR PSYCHOTROPIC DRUGS 


I Sedative-Hypnotics* 
Alcohol (ethanol) 
beer, wine and liquor 
Barbiturates 
amobarbital (Amytal®)) 
pentobarbital (Nembutal®) 
phenobarbital (Luminal®) 
secobarbital (Seconal®) 
Minor tranquilizers 
chlordiazepoxide (Librium®) 
diazepam (Valium®) 
meprobamate (Equanil®) 
Others 
anticholinergics (scopolamine§ ) 
antihistamines (hydroxyzine [Atarax®]) 
bromides (Nytol®) 
chloral hydrate (Noctec®) 
ethchlorvynol (Placidyl®) 
glutethimide (Doriden®) 
methaqualone (Mandrax®) 
methyprylon (Nodular®) 


II Stimulants* 

Amphetamines 
amphetamine (Benzedrine®) 
dextroamphetamine (Dexedrine®) 
methamphetamine (Methedrine®) 

Amphetamine-like compounds 
cocaine (Erythroxylon coca) 
diethylpropion (Tenuate®) 
ephedrine (Ephedra vulgaris, Ma Huang) 
methylphenidate (Ritalin®) 
pipradrol (Meratran®) 
phenmetrazine (Preludin®) 

Others 
caffeine (coffee, tea and cola; Wake-Ups®) 
khat (Catha edulis) 
strychnine (nux vomica) 
nicotine (tobacco) § 


Ill Psychedelic-Hallucinogenst 
Cannabinoids 
cannabis (marijuana, hashish) § 
THC (tetrahydrocannabinol ) 
Pyrahexyl (Synhexyl), DMHP 
Datura-Belladonna alkaloids 
atropine (hyoscyamine) 
scopolamine (hyoscine) 
Indole tryptophan derivatives 
DMT (dimethyltryptamine) 
harmine (Banisteriopsis caapi) 
LSD (lysergic acid diethylamide-25, lysergide) 
psilocybin (Psilocybe mushrooms) 
Phenethylamines 
MDA (methylenedioxyamphetamine) 
mescaline (peyote cactus) 
nutmeg (mace, myristicine) 
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TABLE A.1 (continued) 


PMA (4- [or para-] methoxyamphetamine) 

STP (DOM, dimethoxymethylamphetamine) 
Others 

Amanita muscaria (‘fly agaric’ mushroom) 

LBJ (methylpiperidyl benzilate) 

PCP (phencyclidine, Sernyl®) § 


IV Opiate Narcotics* 
Natural 
codeine (methylmorphine) 
morphine 
opium (paregoric, Pantopon®) 
Semi-synthetic 
heroin (diacetylmorphine ) 
hydromorphone (Dilaudid®) 
Synthetic 
methadone (Dolphine®) 
pentazocine (Talwin®) 
pethidine (meperidine, Demerol®) 
propoxyphene (Darvon®)) § 


V_ Volatile Substances: Solvents and Gases* 
Active compounds 
acetone, amyl nitrite, benzene, carbon tetrachloride, chloroform, ether, 
freon, naphtha, nitrous oxide, toluene (toluol), trichloroethylene. 
Common sources 
fast-drying glue, cement and paint; paint and polish thinner and remover; 
lighter and dry cleaning fluid; gasoline; aerosol cans. 


VI Non-Narcotic Analgesicst 
Salicylates 
acetylsalicylic acid (A.S.A., Aspirin®) 
sodium salicylate 
Para-aminophenol derivatives 
acetaminophen (Tempra®)) 
phenacetin (acetophenetidin) 


VII Anti-Depressantst 
Monoamine oxidase (MAO) inhibitors 
phenelzine (Nardil®) 
tranylcypromine (Parnate®) 
Tricyclics 
amitriptyline (Elavil®) 
imipramine (Tofranil®) 


VIII Major Tranquilizerst 

Butyrophenones 

haloperidol (Haldol®) 
Phenothiazines 

chlorpromazine (Largactil®) 
Rauwolfia alkaloids 

reserpine (Serpasil® ) 
Thioxanthenes 

chlorprothixene (Taracton®) 


* Used both medically and non-medically. 

+ Significant non-medical use, but little or no medical use. 
t Wide medical use, but little or no non-medical use. 

§ Classification equivocal. 

® Registered drug trade name as an example. 
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any, direct pleasurable effect and are, consequently, rarely used non-medically 
for their psychotropic properties. 

VII. The anti-depressants (e.g., Tofranil® and Elavil®) are used 
medically to improve mood in severely depressed patients, but are rarely used 
for non-medical purposes since they have little immediate pleasurable effect 
on normal mood states. Some of the stimulants have been employed medically 
as anti-depressants, but their effects in this regard are inconsistent. 


VII. The major tranquilizers or neuroleptics (e.g., chlorpromazine 
and reserpine) are primarily used to reduce the symptoms of psychosis (as in 
schizophrenia) and certain other severe psychiatric disorders. While these 
drugs have initiated a widespread revolution in chemotherapy in psychiatry, 
they are rarely involved in non-medical use since they lack euphoric properties 
and generally produce some unpleasant side effects. 


THE IDENTITY OF ILLICIT DRUGS 


In order for controlled laboratory research to have practical relevance 
to the social situation of ultimate interest, it is necessary to acquire an ade- 
quate picture of the present (and likely future) patterns of use, and accurate 
information regarding the identity, purity and potency of the drugs being con- 
sumed from illicit sources. Furthermore, detailed knowledge of the chemical 
characteristics of the drugs actually being used is necessary for public health 
purposes. Although much non-medical drug use involves legally manufactured 
pharmaceutical compounds, often diverted at some level from legitimate 
channels, completely clandestine production and distribution of certain drugs 
is common. Drugs obtained from the illicit market are often incorrectly 
identified, of inconsistent and unknown quality and strength, may be diluted 
or contaminated, and occasionally mixed with other drugs. Consequently, it is 
often difficult to generalize from controlled experimental studies employing 
known quantities of clinically pure compounds to situations involving the use 
of illicit drugs. Because of the uncertain identity of some of the drugs used, 
epidemiological data based on self-reports of illicit drug use may contain 
errors of considerable proportions. As well, drug identification in medical 
reports is nearly always based on the verbal report of the user, rather than on 
chemical analysis of the drugs involved, and erroneous classification of such 
cases frequently occurs. Samples of the drugs taken are not usually available 
for chemical analysis, and accurate detection of these drugs in body fluids is 
often beyond the capacity of the clinical laboratory. 

Police drug seizures, although in some respects a biased sample because 
of the selective nature of law enforcement, are probably more representative 
of typical ‘street drugs’ than are the substances brought in to special health or 
analytic facilities for identification. Unless a specific attempt is made to obtain 
a random sample of drugs from the ‘street’, the unsolicited materials brought 
for analysis (for example, to the laboratories of the Addiction Research 
Foundation of Ontario or to the Commission) by outside individuals are 
often submitted because of suspected oddities, and, consequently, as a group, 
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probably contain a disproportionate number of deviant samples. In one 
Commission study of illicit drugs, special effort was made to obtain analysis 
and identification of alleged rare or unusual drugs or combinations. General 
police seizures are not selected on any pharmacological basis, but data 
obtained from them provides a basis for direct generalization only to those 
sectors of the population which are the primary subjects of police attention. 
The Health Protection Branch of the Department of National Health and 
Welfare has conducted further analysis of police seizures suspected of 
adulteration. Data from these studies are presented in the specific drug 
sections below.!%1. [el 


PSYCHOLOGICAL CONSIDERATIONS 


The general effect of most drugs is greatly influenced by a variety of 
psychological and environmental factors. Unique qualities of an individual’s 
personality, his past history of drug experience, his attitudes towards the drug, 
his expectations of its effects and his motivation for taking it are extremely 
important and in some instances may completely obscure the typical pharma- 
cological response to a drug. These factors are often referred to collectively 
as the person’s mental ‘set’. The ‘setting’ or total environment in which the 
drug is taken may also be a factor of major significance. 


A few drinks of alcohol may produce drowsiness and fatigue in some 
situations, while the same individual under different circumstances may feel 
psychologically stimulated and aroused by the same dose. It appears that the 
set and setting may be of greater significance with the psychedelic-hallucino- 
genic substances than with other drugs, and it has been suggested that psycho- 
logical factors may often be the primary components in determining the 
quality or character of the psychedelic drug experience. 


The so-called placebo effect is a striking example of the importance of 
set and setting in determining the drug response. A placebo, in this context, 
refers to a pharmacologically inactive substance which elicits a significant 
reaction, entirely because of what the individual expects or desires to happen. 
In certain individuals and settings a placebo substance may have surprisingly 
powerful consequences. The placebo effect is specific to the individual and the 
setting, and not to any chemical properties of the substance involved. There- 
fore, in spite of an apparent ‘drug effect’, the placebo is not considered a drug 
since it does not alter function “by its chemical nature”. 


Placebos have been reported in therapeutic situations to significantly 
relieve such symptoms as headache and a variety of other pains, hay fever, 
colds, seasickness, neuroses, and a number of gastrointestinal complaints.” 
Some scientists have suggested that the bulk of medical history may actually 
have been a history of the placebo, since many ‘effective cures’ of the past 
have been shown to be without relevant direct pharmacological action, and 
are today of no value as therapeutic agents. 
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To control for the influence of such psychological factors in drug re- 
search, testing is usually done under at least two conditions: an assessment is 
made using the actual drug of interest, and a separate measurement is taken 
after a placebo is given under identical circumstances. By comparing these 
two conditions some of the effects of set and setting can often be controlled 
and the actual drug effect uncovered. 


PHARMACOLOGICAL CONSIDERATIONS 


In studying how drugs affect the body, pharmacologists generally divide 
the analysis into several processes: 
1. Administration: how does the drug enter the body? 


2. Absorption: how does the drug get from the site of administration 
into the physiological system of the body? 


3. Distribution: how is the drug distributed to various areas in the body? 
. Action: how and where does the drug produce its effects? 


5. Physiological Fate: how is the drug inactivated, metabolized, and/or 
eliminated from the body? 


L 


Different routes or modes of administration can have considerable in- 
fluence on the latency, duration, intensity and the general nature of the drug 
effect. Many drugs are well absorbed from the stomach and intestines after 
ingestion while others are poorly taken up or may be destroyed by the gastric 
juices. Certain drugs may be injected, with a hypodermic syringe for example, 
just under the skin (subcutaneous or S.C.), into the muscle (intramuscular or 
I.M.), or into a blood vein (intravenous or I.V.). The effects are generally 
most rapid and intense after intravenous injection and, consequently, this 
mode of administration can be quite dangerous. In addition, certain volatile 
substances can be rapidly and efficiently absorbed from the lungs by in- 
halation. 


Often certain consequences or health problems associated with drug use 
can be traced directly or indirectly to the mode of administration employed 
by the user. Such factors may operate independently of the pharmacological 
properties of the drug or may interact in some way with specific drug effects. 
Examples include respiratory disorders associated with tobacco smoking, nasal 
damage due to chronic cocaine sniffing, gastrointestinal dysfunction from 
heavy alcohol drinking, plastic bag suffocation during solvent inhalation, skin 
absesses and infections such as tetanus and hepatitis due to unsterile injection, 
and cardiovascular or pulmonary damage arising from improper intravenous. 
or intra-arterial injection. A drug’s potential for producing tolerance and 
dependence may vary considerably with the mode of administration. For 
example, ingestion of opium typically entails considerable less risk of physical 
dependence than intravenous morphine use. 


The action of a drug is in many cases terminated by chemical changes 
which it undergoes in the body. Certain organs (often the liver) metabolize 


286 


A.1 Introduction 


or ‘break down’ the original substance into other chemicals which are usually 
(but not always) less active and more easily eliminated from the body. This 
process may also be called biotransformation. Some drugs may be excreted 
unchanged in the urine, feces or breath. Action is not always terminated by 
excretion, however, and the effects of some drugs greatly outlast the actual 
presence of the chemical in the body. Numerous physiological factors alter 
absorption, distribution, action and fate, and must therefore be taken into 
consideration in the study of drug effects. 


The details of cellular physiology are largely unknown and with few 
exceptions there is little information as to the specific mechanisms by which 
any particular drug changes the activity of the central nervous system. At the 
simplest level, it appears that a drug alters the functioning of the living cell 
by entering into some sort of chemical combination with substances already 
present. It is thought that this interaction typically takes place at a specific 
receptor site in the tissue. Even if this molecular process were well under- 
stood, it would not provide a straightforward basis for predicting the overall 
effects of the drug on a group of interacting cells or, at higher level, on 
the total nervous system (comprising billions of cells) and associated psycho- 
logical and behavioural processes. 


Age may be an important factor influencing drug distribution, physio- 
logical fate and action. Effects which are significant at one stage of maturation 
may be inconsequential or non-existent at another level of development. 
As examples, in recent years there has been particular concern over drug 
effects on the fetus in pregnant women, and the possible psychological effects 
of heavy drug use on adolescent maturation. Furthermore, certain drugs may 
have differential effects on old people. 


The Importance of Dose 


One of the basic principles of pharmacology is that specific statements 
about drug effects can not be made without consideration of the quantity or 
dose of the drug involved. With all drugs, the response differs both in the 
intensity and the character of the reaction, according to the amount of the 
drug administered. The relation between the dose and the intensity of an 
effect is often referred to as the dose-response or dose-effect relationship. 


Although the magnitude of the effects of some drugs may increase in 
a rather uniform (monotonic) fashion as dose is increased, other drugs 
may show a bi-phasic response and actually produce behaviourally opposite 
effects at some doses compared to others. Low doses of alcohol may, in 
certain instances, be somewhat stimulating, while high doses generally have 
a strong sedating effect. Scopolamine (a belladonna alkaloid) may produce 
sedation at low doses, and excitation, delirium and hallucinations with 
larger quantities. Very toxic doses produce coma and death. 


_ For every drug there is a dose low enough so as to produce no notice- 
able reaction, and at the opposite extreme, some degree of toxicity or poison- 
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ing can be produced by any substance if enough is taken. The concept of a 
poison, in fact, really refers to a quantity of a drug which exceeds the body’s 
capacity to cope with it without harm. No drug can be designated either 
safe, beneficial, or harmful without consideration of the dose likely to be 
consumed. Chlorine, for example, which is present in most urban drinking 
water in concentration so low as to have little or no pharmacological effect 
on humans, is intended to poison harmful bacteria. The same substance, 
highly concentrated in gaseous form, was developed during World War I as 
an extremely potent respiratory poison. Even the concept of a psychotropic 
drug implies some notion of the range of doses likely to be consumed, since 
almost any drug can, in high quantities, affect psychological function. In 
many instances, however, considerable physical toxicity or poisoning develops 
before significant psychological effects occur. 


It is usually essential to study a drug’s effect over a range of doses 
in order to obtain an adequate understanding of the nature of the response. 
It is also important to consider doses which have some relevance to existing 
or potential patterns of use if social implications are to be inferred from 
experimental findings. 


The Importance of Time 


Another important pharmacological concept is the time-response rela- 
tionship or the relation between the time which has elapsed since administra- 
tion and the effect produced. Such a temporal analysis may be restricted 
to immediate or short-term (acute) effects of a single dose, or on the other 
extreme, may involve the long-term effects of persistently repeated (chronic) 
use of a drug. Studies of shorter periods of repeated administration are often 
referred to as sub-chronic. 


The intensity and often the character or quality of the overall drug 
effect may change substantially within a short period of time. For example, the 
main intoxicating effects of a large dose of alcohol generally reach a peak 
in less than an hour, then gradually taper off. An initially stimulating effect 
may later change to one of sedation. With some drugs, an initial state of 
tension or anxiety may later turn into one of relaxation and sense of well- 
being, or vice-versa, as a function of time. Consequently, it is often essential 
to obtain measures at several points in time. | 


It is generally important to consider the long-term consequences of 
chronic use (especially at higher doses). Usually such effects can not be 
readily predicted from what is known of the immediate response. For 
instance, while there is little doubt that the smoking of a few tobacco cigarettes 
has no lasting detrimental effect on lung or cardiac function, there is in- 
creasing scientific evidence that long-term heavy use of this substance has 
serious consequences. As another example, the clinical picture of the chronic 
alcoholic involves psychological and physiological disturbances which do not 
develop with moderate drinking. In simple terms, it is essential to ask: “How 
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much?”, “How often?”, and “For how long?”, as well as, “By whom?”, and 
“Under what conditions?” when discussing the long-term reaction to repeated 
drug use. 


Main Effects and Side Effects 


It is highly unlikely that any drug has only a single action on a particular 
behavioural or physiological function. Most drugs can produce an almost 
unlimited number of effects on the body, each with a somewhat unique dose- 
response and time-response relationship. The relative strength of the different 
responses to a drug generally varies with the amount taken, and a particular 
effect which is prominent at one dosage level may be quite secondary at 
another. 


In a therapeutic or clinical setting, one is usually interested in a single 
or perhaps a small number of the many possible effects. Those which are 
desired are generally considered main effects whilst the other unwanted but 
concurrent drug responses are labelled side effects. This distinction between 
main and side effects is a relative one and depends on the purpose or the 
anticipated use of the drug. A response which is considered unnecessary or 
undesirable in one application may, in fact, be the main or desired effect in 
another. For example, in the clinical treatment of severe pain, the analgesic 
(pain-reducing) properties of morphine are considered the main effects, and 
the psychological euphoria and the intestinal constipation also produced are 
undesirable side effects. To certain non-medical users, however, the euphoric 
properties are the main effects, and the analgesic and constipating effects may 
be irrelevant or undesired. Certain opiate compounds such as paregoric are 
used in treatment of diarrhea and, in this instance, the constipating effect of 
the drug is desired and the other responses are considered side effects. It is 
universal that drugs have undesirable and toxic side effects if the dose is 
sufficiently increased. 


Drug Interaction 


Even in cases where the individual effects of different drugs are well 
known and reliable, if several substances are taken at the same time, the inter- 
action may produce a response which is quite unpredictable on the basis of the 
knowledge of the individual drugs alone. Sometimes a particular interaction 
effect may be anticipated. If the drugs normally have similar properties, they 
may often have an additive effect if taken together, resulting in a general 
increase in response similar to that produced by a proportionately larger single 
dose of either one. There are also instances in which one drug may potentiate 
the action of another, and the two together produce a greater effect than 
would be expected by merely adding the individual reactions. Some drugs 
have antagonistic effects, and one may counteract or inhibit certain normal 
responses to the other. 
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TOLERANCE, DEPENDENCE AND ADDICTION 


Tolerance 


Tolerance is said to develop when the response to the same dose of a 
drug decreases with repeated use. With many tolerance-producing drugs, the 
intensity of the effects can, to a certain extent, be retained on continued use 
if the dose is increased. The extent of tolerance, and the rate at which it is 
acquired, depend on the drug, the individual using it, and the magnitude, 
frequency and mode of administration. It should be noted that the concepts 
of tolerance and dose increase are often mistakenly used interchangeably, 
when one does not necessarily imply the other. Tolerance may develop to 
various effects of a drug at different rates and to different degrees. Self- 
administration of increased doses might be expected if tolerance had devel- 
oped to those specific aspects of the drug reaction which were reinforcing or 
rewarding its use. Tolerance or adaptation to some effects of a drug might 
occur independently from those responses which are sought by the user. 
Increased usage might also result if tolerance developed to unpleasant side 
effects. Most, but not all, aspects of tolerance dissipate with abstinence from 
the drug. 


A moderate degree of tolerance to most effects of alcohol and barbitu- 
rates develops and a heavy drinker may be able to consume two to three 
times the alcohol tolerated by a novice. Less tolerance develops to the lethal 
toxicity of these drugs, however, and a heavy user of sedatives is still very 
susceptible to death by overdose. Opiate narcotics, such as morphine, are 
capable of producing profound tolerance, and heavy users have been known 
to take many times the amount which would normally produce death. By 
contrast, no noticeable tolerance develops to cocaine (a short-acting stim- 
ulant). 


The exact mechanisms by which the body adapts, or becomes tolerant, 
to different drug effects are not completely understood, although several 
processes have been suggested. Certain drugs (e.g., barbiturates) stimulate 
the body’s production of the metabolic enzymes which inactivate them. In 
addition, there is evidence that a considerable degree of central nervous 
system (CNS) tolerance may develop to certain drugs independent of changes 
in the rate of absorption, metabolism or excretion. An individual tolerant to 
alcohol, for example, can be relatively unaffected by a large dose even though 
the resulting high level of alcohol in his blood may accurately reflect the 
magnitude of his intake. It is uncertain as to whether this represents some 
general molecular adaptation to the drug at the level of the individual nerve 
cell, or perhaps a specific response by the central nervous system to counter- 
act the sedating effects and maintain normal function. Learning factors often 
appear to play an important role in changing the individual’s response to a 
drug after experience with it. Effects which initially may be strange or 
frightening may later be accepted without reaction or concern, or perhaps, 
even be desired. There is evidence that people may learn to control some drug 
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effects, or otherwise come to function’ normally in the presence of certain 
responses which might originally have been distracting, or otherwise disrupt- 
ing of behaviour. 


A phenomenon often referred to as “reverse tolerance” or sensitization 
has been noted with some drugs (notably the psychedelics) in which the 
desired effects may reportedly be achieved with smaller doses after experience 
with the drug. Both learning and pharmacological mechanisms have been 
suggested to underly this process. 


In many instances, after an individual becomes tolerant to the effects 
of one drug, he will also show tolerance to others with similar action. This is 
called cross-tolerance. For example, a heavy drinker will normally show a 
reduced response to barbiturates, minor tranquilizers and anesthetics, as well 
as to alcohol. 


Physical Dependence 


Physical dependence is a physiological state of adaptation to a drug, 
normally following the development of tolerance, which results in a charac- 
teristic set of withdrawal symptoms (often called the ‘abstinence syndrome’), 
when administration of the drug is stopped. These symptoms may be of an 
intense nature after persistent heavy use, and with some sedatives and opiate 
narcotics, may include tremors, vomiting, delirium, cramps and, in severe 
cases with certain sedatives, convulsions and death. There are generally no 
overt signs of physical dependence if the drug level is kept high enough to 
avoid the withdrawal syndrome. In a sense, the body comes to depend on the 
drug for ‘normal’ functioning after adapting to its presence, and when the 
drug is absent, considerable disruption of essential physiological processes 
occurs until readjustment develops. The opiate narcotic withdrawal syndrome 
may also be elicited without abstinence in dependent users, by the adminis- 
tration of a substance which specifically antagonizes or blocks the effects of 
the original drug. 

Withdrawal symptoms can be prevented or promptly relieved by the 
administration of a sufficient quantity of the original drug or, often, one with 
similar pharmacological activity. The latter case, in which different drugs 
can be used interchangeably in preventing withdrawal symptoms, is called 
cross-dependence. As an example, barbiturates and minor tranquilizers 
can be used in treating the abstinence syndrome associated with chronic 
alcoholism. 


Often the recovery phase associated with different drugs is characterized 
by a rebound phenomenon dominated by activity opposite to that produced 
by the drug. For instance, withdrawal from the sedatives generally results in 
symptoms of acute and toxic hyperactivation and physiological arousal, while 
the pattern following intense stimulant (e.g., ‘speed’) use usually involves 
sedation, depression and sleep. 
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Although physical dependence can develop with such common drugs as 
alcohol and barbiturates, it is not a factor in the drug-taking behaviour of 
the vast majority of regular users. In those individuals who become physically 
dependent on these particular drugs, serious social, personal and physiological 
consequences of drug use usually precede the physical dependence. Therefore, 
although physical dependence is a serious medical problem in a minority of 
sedative users, the abstinence syndrome itself is not the cause of major 
public health problems. The potent opiate narcotics tend to produce pro- 
nounced tolerance and physical dependence early in the history of regular 
frequent use, in part because of the tendency of users to take large doses by 
injection. These features then soon become an integral part of the particular 
drug problem typically presented by the chronic use of the opiate narcotics. 
However, with these and other drugs, psychological factors in the dependence 
are often more significant in the long run. 


Psychological Dependence 


Psychological dependence, often called behavioural, psychic or emotional 
dependence, or habituation, is a much more elusive concept and is difficult to 
define in a satisfactory manner. A report in the Bulletin of the World Health 
Organization defined psychic dependence as follows: “In this situation there 
is a feeling of satisfaction and a psychic drive that require periodic or con- 
tinuous administration of the drug to produce a desired effect or to avoid 
discomfort.” ® A major problem with this definition is the difficulty in 
operationally defining and objectively identifying the characteristics of the 
dependence in a practical situation. By contrast, some scientists have identified 
behavioural dependence as repeated self-administration of a drug.?’ This 
approach seems far too broad for most purposes, since it only indicates that 
the drug is in some way reinforcing or rewarding to the user, and merely 
restates the observation that he takes the drug. It has also been suggested that 
psychological dependence might be defined in terms of acute “behavioural 
withdrawal symptoms” (for example, anxiety, restlessness, or irritability) in 
a fashion analogous to the classical definition of physical dependence.”® This, 
of course, has the disadvantage of not allowing identification of the condition 
until drug use is terminated. 


Extreme instances of psychological dependence are easier to identify and 
may be characterized by an intense craving or compulsion to continue the 
use of a drug, with obvious behavioural manifestations. In many instances, 
psychological aspects are considerably more important than physical 
dependence in maintaining chronic drug use. The major problem with severe 
amphetamine, opiate narcotic or alcohol dependence, for example, is not the 
physical aspect, since withdrawal can be successfully achieved in a few weeks, 
but the great likelihood that the individual will return to chronic use for 
psychological reasons. 
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Generally, even regular use of most drugs does not result in such intense 
psychological dependence. However, more subtle psychological and social 
factors usually have persistent effects in maintaining the behaviour of drug 
consumption. 


In talking about dependency in any context, whether dealing with drugs 
or not, it would seem useful to specify what it is that is being depended upon 
and for what reasons, and to identify the consequences of its presence or its 
absence. The significance of dependency changes considerably if the entity is 
relied upon, for example, for the maintenance of life (e.g., insulin for the 
diabetic) or for the escape from an unpleasant or intolerable situation 
(e.g., the need for privacy) or perhaps for a feeling of well-being or satis- 
faction with life. In one sense psychological dependence may be said to exist 
with respect to anything which is part of one’s preferred way of life. In our 
society, this kind of dependency occurs regularly with respect to such things 
as television, music, books, religion, sex, money, favourite foods, certain 
drugs, hobbies, sports or games and, often, other persons. Some degree of 
psychological dependence is, in this sense, a general and normal psychological 
condition. 


A statement in the brief to the Commission from the Addiction Research 
Foundation of Ontario reflects the complexity of interpreting the question of 
dependence: 


It should be recognized, however, that dependence is not necessarily bad in 
itself, either for the individual or for society. The question to be evaluated, 
therefore, is not whether dependence can occur, but whether dependence 
in a given case results in physical, psychological or social harm.” 


The Concept of Addiction 


The term ‘addiction’ has had a variety of meanings, and a consensus 
as to the proper definition seems unlikely, even in scientific circles. Often it 
has been used interchangeably with dependence (psychological and/or physio- 
logical), while at other times it appears to be synonymous with the term 
‘drug abuse’. The classical model of the addiction-producing drug was based 
on the opiate narcotics, and has traditionally required the presence of toler- 
ance, and physical and psychological dependence. However, this approach 
has not been generally useful since only a few commonly used drugs (e.g., 
alcohol and other sedatives), in addition to the opiates, seem to fit the model 
satisfactorily. It is clearly inappropriate for many other drugs which can 
cause serious dependency problems. For example, amphetamines can produce 
considerable tolerance and strong psychological dependence with relatively 
limited physical dependence, and cocaine can produce psychological depend- 
ence without tolerance or significant physical dependence. Furthermore, in 
certain medical applications, morphine has been reported to produce toler- 
ance and physical dependence without a significant psychological component. 
A review of the history of the concept of addiction and its various com- 
ponents was prepared for the Commission by Amit and Corcoran.’ 
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Recognizing the problems with the concept of addiction, Eddy and 
associates, in the Bulletin of the World Health Organization (WHQ), pro- 
posed the following: 


It has become impossible in practice, and is scientifically unsound, to maintain 
a single definition for all forms of drug addiction and/or habituation. A 
feature common to these conditions as well as to drug abuse in general is 
dependence, psychic or physical or both, of the individual on a chemical 
agent. Therefore, better understanding should be attained by substitution of 
the term drug dependence of this or that type, according to the agent or 
class of agents involved. ...It must be emphasized that drug dependence is a 
general term that has been selected for its applicability to all types of drug 
abuse and thus carries no connotation of the degree of risk to public health 
or need for any or a particular type of drug control.° 


The WHO committee presented short descriptions of various different 
- types of drug dependence which may occur in some individuals and situations. 
The list identifies drug dependence of the morphine type, the barbiturate- 
alcohol type, the cocaine type, the cannabis type, the amphetamine type, the 
khat type, and the hallucinogen type. However, identifying discrete categories 
of dependence is often difficult in practice due to the growing prevalence of 
multiple drug use by drug-dependent persons. 


In this report the word dependent is typically used rather than the 
descriptive term ‘addict’, to refer to an individual who has developed signifi- 
cant dependence on one or more drugs. 


SCIENTIFIC METHODS 


The Role of Statistics and the Problem of Sampling 


Statistical techniques can be helpful in collecting and handling numerical | 
or quantified information, interpreting data, and making inferences or 
generalizations from it. The simplest use of statistics is to describe or sum- 
marize certain abstract characteristics of a group or sample. For example, 
the average height of players on a basketball team provides a shorthand 
description of the group. The numerical mean is a common index of the 
average. The median is also frequently employed. Considerably more in- 
formation could be communicated if some idea of the variability of heights 
within the team were known. The range of measures, for example, is a crude 
index of the variance or ‘spread’ in the distribution. The standard deviation 
from the mean provides additional descriptive information on variability. 

A second function of statistics is to provide a system for inference about 
some population on the basis of a smaller group or sample selected from 
that population. For example, the patterns of tobacco use in a group of 
50 students randomly selected from a school with 500 individuals might 
provide a reasonable approximation to the smoking behaviour of the entire 
student population of that school. The success of such generalization or 
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extrapolation depends on the relative size of the sample and the accuracy 
or fidelity with which the group studied represents the overall population 
of interest. Any bias in sampling which reduces the similarity between the 
selected group and the population to which the results are to be generalized 
reduces the validity of such extrapolation. 


Statistics may also assist in distinguishing between the differences in 
measurements resulting from random variation and the variance due to the 
factor which is being studied. By obtaining an estimate of the natural 
variability in a population, it may be possible to distinguish, with some con- 
fidence, between a ‘real effect’ associated with a particular condition or 
treatment, and the difference which might be expected by chance alone. The 
phrase “statistically significant” may be used to indicate a change or difference 
in some measure which is considered significantly greater than that likely 
due to chance. 


However, statistical techniques, at best, can only indicate the presence 
or absence of an association between different variables and can not actually 
identify cause and effect. Such causal inferences must be based on an overall 
consideration of the research design. In many laboratory experiments, the 
stimulus and its response may be readily identified, but in less tightly con- 
trolled social studies (e.g., surveys) and clinical observations, it is often 
very difficult or impossible to positively identify the causal variable in a 
complex pattern of associations among different characteristics of the sample. 
For example, the demonstration that persons who are heavy users of tranquil- 
izers also tend to be regular alcohol drinkers does not necessarily indicate 
that one causes the other. It may well be that a third factor (e.g., the desire 
to avoid or escape anxiety and tension) may be responsible for both be- 
haviours. Interpretation of the data generally requires considerations beyond 
that involved in the statistical analysis. 

It is important to realize that an adequate demonstration of the absence 
of a relationship between two variables is an extremely difficult scientific 
task. Simply not finding a significant effect or correlation in a study is not 
necessarily equivalent to demonstrating that no such relationship actually 
exists, but might be indicative of the methodological limitations of the re- 
search instead. The investigators may have asked the wrong questions, em- 
ployed inappropriate or insensitive measures, failed to adequately control 
for confounding extraneous factors, used inadequate analytic and statistical 
techniques, or committed other errors in their research. Many factors must 
be taken into consideration in interpreting negative findings. 


Experimental Methods 


Details of research design would not be appropriate here, although some 
further review of basic experimental techniques in psychopharmacology may 
be worthwhile. A major methodological goal of scientific research is to elimi- 
nate or control for all factors, other than those to be studied, which can 
influence or bias measurement. 
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As discussed above, the subjects of the study must be sufficiently 
similar to the general population of ultimate interest to allow generalization 
from the data. Extrapolation from one animal species to another, from one 
human society to another, or from one social group to another is often quite 
tenuous and must be viewed with extreme caution. Variables such as age, 
sex, genetic background, education, socio-economic status, nutritional and 
hygienic conditions, patterns of drug use, and a variety of other ethnic and 
cultural factors often exert considerable influence on psychological and 
physiological measures, and must be taken into careful consideration. 


Animal studies of drug effects have often focussed on species, doses 
and measures of questionable applicability to humans. The assumption is 
often made in toxicology studies that one can accurately estimate the effects 
of long-term use of moderate amounts of a drug on the basis of sub-chronic 
administration of massive doses to lower species. The predictive validity of 
such procedures has not been clearly established and is the subject of much 
controversy. In many situations, one has little choice but to experiment on 
animals; such studies have often led to significant advances in human phar- 
macology, but in most behavioural areas this has been the exception rather 
than the rule. 


It may be important to note that the vast majority of general human 
and animal pharmacological studies have employed only male subjects. With 
few exceptions, when general information about the effects of a drug is 
sought, males are used—females have not commonly been studied scientif- 
ically except when some specifically female characteristic was under con- 
sideration. To be sure, there are often justifiable biological, social and 
practical reasons for excluding female subjects in certain studies, but the 
information gap which exists in some areas is significant. Many studies have 
employed only prison inmates or psychiatric patients, and generalizations 
must be limited accordingly. 


In order to determine the effect of a particular condition or treatment, it 
is necessary to have a reference or control condition for comparison, which 
has been treated identically to the experimental situation except for the fac- 
tor under analysis. These data may be obtained from a separate group of 
control subjects, which is sufficiently similar to the experimental group, or 
from the same subjects studied at a different time. Due to the great variation 
between individuals in response to drugs, the latter approach is often most 
efficient in experimental studies although it is sometimes inappropriate or im- 
practical. Using subjects as their own controls requires special statistical 
techniques for handling the data, since repeated experience in the situation 
will affect the subject’s subsequent performance through such mechanisms 
as general adaptation, practice and other learning variables, and often 
fatigue. 


Care must be taken to control or eliminate the possible effects of the 
subject’s and researcher’s expectations and biases. Since set and setting play 
an important role in determining drug effects, an inactive placebo substance 
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should be tested in a control situation under conditions which are identical to 
those present when the drug is studied. Sometimes, however, if the subject has 
had previous experience with the experimental drug, he may soon realize 
whether he was given the active drug or an inactive substance despite his 
initial lack of information, and consequently the placebo control may not be 
complete. An experimental design in which the subject is not informed as to 
which treatment is being investigated is called a single-blind study. 


Since the scientist’s bias and expectations can also influence the subject’s 
performance and the interpretation of his behaviour (as well as the later data 
analysis), the validity of the measurements can often be further increased if 
the researcher is also unaware of which treatment condition is in effect at the 
time of the experiment. A study in which neither the subject nor the re- 
searcher knows which of the experimental treatment variables are operating is 
called a double-blind design. There are certain circumstances where a double- 
blind is inappropriate or impossible, although it is often the most efficient way 
to acquire specific information about drug effects in an experimental situation. 


Clinical Observations and Adverse Reactions 


The term adverse reaction, as traditionally applied to the medical use of 
drugs, refers to significant undesirable or negative side effects of the drug. 
Drug adverse reactions in traditional medical treatment are not at all unusual. 
In one study in Montreal, a total of 524 psychiatric patients experienced 730 
physiological and/or psychological adverse reactions to therapeutic drugs.’® 
This represents an overall incidence of close to 10% of the more than 5,000 
patients studied over a one-year period. 


In the area of the non-medical use of drugs, defining adverse reactions 
becomes considerably more complicated. With many drugs, personal and 
social attitudes and norms often dominate in the interpretation of psycho- 
logical effects. What may be a desirable or pleasurable effect to one individual 
in a certain situation may be considered an adverse response in another 
Situation or to another individual. For example, drug effects that are sub- 
jectively considered “psychedelic” or “peak” by certain persons are often 
defined as “psychotic” by others. Feelings of “increased sensitivity to humour” 
with a drug, may be viewed as “unnatural hilarity” or “loquacious euphoria” 
by other individuals. A “conscious rejection of the materialistic work ethic” 
may be seen as an indication of an “amotivational syndrome”. What some 
would consider “exploration of inner consciousness” might alternatively be 
called “escape from reality”. Clearly, the labelling of certain aspects of a 
drug experience as adverse, neutral or positive is often a function of individ- 
ual and social constructs and concepts of normality, morality and reality, 
and generally implies a definite value judgment beyond the objective report- 
ing of behaviour and experience.?° 


Even if agreement is reached as to whether a particular drug-associated 
condition is positive or negative, in practice one is often left with the diffi- 
cult task of determining whether the behaviour or condition under considera- 
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tion is in fact a response to the drug, whether the drug use is the result of 
the condition, whether the two are merely randomly coincident, or if a com- 
bination or interaction of these possible situations might exist. For example, 
some observers contend that only individuals with serious psychiatric dis- 
orders become heavily involved in non-medical drug use, while others might 
argue from the same data that drugs are primarily responsible for the 
pathology. Alternatively, some investigators have suggested that the psychoses 
attributed to certain drugs in the literature are actually endogenous schizo- 
phrenia occurring in the drug-using population, independent of drug use. 
Furthermore, it is often very difficult to isolate the alleged effects of any 
single drug from the possible influence of others, since heavy drug users are 
almost invariably multi-drug consumers. 


Surveys of clinicians and treatment services have generally inquired 
vaguely about instances of drug use which have come to professional attention, 
and typically encompass a range of undifferentiated cases covering a variety 
of social, psychological and physiological conditions. They often include 
non-medical involvement in cases rising, for example, from parental con- 
cern over adolescent usage, rather than from any direct drug effect per se. 
In general, little information can be gained about the ‘normal’ user of drugs 
through patient or treatment service sampling, since the subject population 
is defined a priori as pathological. Treatment facilities make contact with 
relatively few people who are not patients, and their resulting experiences 
and attitudes are generally biased accordingly. 


With few exceptions, hospital records are not kept in a form which 
enables an efficient search of treatment cases, and ethical considerations 
regarding the patients’ right to privacy often impose further restrictions on 
easy access to data. Furthermore, the reliability and validity of psychiatric 
diagnosis, especially in drug-related cases, is often not adequate for survey 
purposes. Polling individual clinicians and simply counting cases seen med- 
ically in a community can be misleading since many such patients are refer- 
rals, seen by different doctors, and consequently, may appear several times 
in the final totals. In addition, many clinicians are not well informed in the 
area of non-medical drug use, and surveys of such individuals often reflect 
personal attitudes as much as the epidemiological aspects of the situation. 


Since most cases of adverse reaction are probably not brought to med- 
ical attention, accurate diagnostic and treatment statistics must be considered 
underestimates of the overall incidence of the less severe conditions. Most 
negative effects are handled by the user, his friends or other non-profes- 
sionals. Fear of legal and social repercussions undoubtedly prevents many 
from seeking formal assistance. In any event, the number of drug-related 
clinical cases must ultimately be interpreted in terms of the overall patient 
population, and more importantly, in terms of the extent and patterns of 
drug use in the general population from which the patients were drawn. 


Psychological problems often emerge in adolescence, which is also 
the period of greatest drug experimentation. Consequently, a variety of forms 
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of psychological disorder would be expected to occur by chance in the youth- 
ful drug-using population. Some observers estimate that 10-30% of adoles- 
cents experience temporary or long-lasting psychological disorders or ad- 
justment problems. Consequently, one would expect to see on a chance basis 
alone, a significant number of young people who were psychologically dis- 
turbed and using various drugs at the same time. In a small number of these 
individuals, the onset of both acute psychological problems and drug use 
would be expected to coincide. 


The clinician, in treating cases of concomitant drug use and psycholog- 
ical disorder, is left in a very perplexing position. Armed with diagnostic 
and therapeutic concepts and techniques which are of questionable reliability 
and validity in even traditional non-drug cases, he must attempt to untangle 
the undoubtedly intricate and multi-dimensional causal and predisposing 
factors. It is clear that highly systematic and carefully controlled clinical 
research is necessary to parcel out causal variables, since most drugs do not 
typically produce easily identifiable chronic conditions of psychopathology. 
When such conditions are described, they often appear to be shaped as much 
by the prior personality of the individual as by the specific pharmacological 
effects of the drug. It is unlikely that important etiological questions will be 
answered by anecdotal clinical reports of psychopathology or personality 
change coincident with drug use in ill-defined sub-groups of patients. How 
ever, accurate clinical reports, put into proper population context, can pro- 
vide valuable clues for subsequent systematic study. (Further discussion of 
theoretical and methodological issues relevant to the study of drug adverse 
reactions appears in the various drug sections which follow and, in particular, 
in Chapter Two of the Cannabis Report.) 


A.2. OPIATE NARCOTICS 


INTRODUCTION 


The term narcotic has had wide and inconsistent usage in lay, legal and 
scientific circles. Some use the word to characterize any drug which produces 
stupor, insensibility or sleep; many apply it only to derivatives of the opium 
plant (‘opiates’); others consider the term equivalent to ‘addiction-pro- 
ducing’; and in legal matters, ‘narcotics’ may refer to almost any allegedly 
dangerous drugs, (for example, marijuana and cocaine are often included 
with opiate compounds in narcotics regulations in spite of the dissimilarity 
of their effects). To reduce some of this ambiguity, the specific phrase opiate 
narcotic is used in this report and is restricted to opium, morphine and 
related alkaloids obtained from the opium poppy plant (Papaver somni- 
ferum), and the semi-synthetic derivatives of these alkaloids and wholly 
synthetic substances with similar pharmacological properties. Opium is 
prepared from the dried juice of the unripe seed pod (capsule) of the poppy 
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plant, obtained soon after the flower petals begin to fall; the alkaloids are 
obtained from opium by various extraction processes. 


In 1803, the major active constituent in opium was isolated—an alkaloid 
given the name morphine after the Greek god of dreams, Morpheus. Raw 
opium is about ten per cent morphine by weight. In the next half century, 
various other active alkaloids, such as codeine (methylmorphine), were 
discovered.143, 145. 218 Since then, hundreds of semi-synthetic and wholly syn- 
thetic morphine-like drugs have been developed. Heroin (diacetylmorphine) 
and hydromorphone (Dilaudid®) are semi-synthetic compounds derived from 
morphine. Fully synthetic drugs in this class include methadone (Dolophine® 
in the U.S.), piminodine (Alvodine®) and pethidine (also called meperidine 
or Demerol®). These various natural and synthetic compounds have the 
potential of producing qualitatively similar actions (at different doses), al- 
though there is considerable variability among them in the potency of their 
various effects. With a few exceptions they will be dealt with as a group, with 
morphine as the prototype. 


Heroin is several times more potent on a weight basis than morphine, 
but is otherwise not significantly different in action from it.6? 19°, 147, 226 
Heroin was originally considered ‘non-addictive’ when first introduced at the 
end of the 19th century, and was even suggested as a cure for opium and 
morphine dependence.®: 718 Heroin is usually the choice of the chronic opiate 
narcotic user in North America today, although members of the medical and 
related professions who use these drugs non-medically, as well as others 
who have become dependent as a result of medical use, usually take morphine 
or the synthetics. Methadone, first used for its analgesic properties, has become 
important in the management of opiate narcotic dependence, and has recently 
gained some popularity among illicit users. Although methadone will be 
mentioned from time to time in this general opiate narcotic discussion, a 
separate overview of methadone and its long-acting derivatives is presented 
later in this section. Heroin is often referred to as ‘H’, ‘junk’, ‘smack’, ‘scag’, 
‘horse’ or ‘jazz’. Methadone may be called ‘don’ or ‘dollies’. 


Thebaine is an opium alkaloid, present in a number of poppy varieties, 
which has little morphine-like activity itself. A series of hundreds of semi- 
synthetic derivatives of thebaine have been developed which are referred to 
as the Bentley Compounds. Many of these compounds have morphine-like 
effects, and range in activity up to more than 1,000 times the potency of 
morphine and heroin. Some are equally effective opiate narcotic antagonists. 
One highly active drug, M-99 (Etorphine®) and a corresponding antagonist, 
M-5050 (Diprenorphine®) have received considerable attention and are 
available for veterinary use in the United States.+. °4. 17. 221 As yet, there are 
no indications of thebaine derivatives entering the illicit market. 


Propoxyphene is a synthetic compound, chemically related to metha- 
done, which is primarily used medically to relieve light or moderate pain, 
typically in combination with acetylsalicylic acid (A.S.A.) as in some 
Darvon® preparations. Although originally introduced as a “non-narcotic 
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analgesic”, there is growing evidence that propoxyphene is more like the 
narcotic analgesics than was formerly realized. Its psychological effects are 
similar to those of codeine in many respects. The appropriate pharma- 
cological classification of propoxyphene is still a matter of some controversy, 
but it is considered with the opiate narcotics in this report. Similarly, penta- 
zocine (Talwin®) was once heralded as an effective non-narcotic analgesic, 
but it is now recognized that this drug has significant morphine-like properties 
and can produce dependence. Dextromethorphan is often referred to as a 
non-narcotic antitussive and is present in some cough medicines such as 
Romilar®. The drug lacks significant analgesic properties and has little 
dependence liability, although it is sometimes used non-medically for its 
mild euphoric effects. 


The earliest unambiguous description of opium to which we have access 
was written in the third century B.C., although some scholars have cited 
references to the medical and non-medical use of opium or opiate-like drugs 
dated more than 5,000 years ago. 145.718 Many believe that Homer’s 
‘Nepenthe’ was opium. More modern authors, such as De Quincy in 1821, 
have written extensively of the perils and pleasures of opium.®?: 1°” 


Although opium eating has been known in Asia for thousands of years, 
common use of the drug did not occur until the development of the British 
East India Company’s wholesale opium empire in the 18th century. The 
practice of smoking opium developed later in China after American tobacco 
was introduced to the Orient. Chinese attempts at prohibition of the British- 
Indian opium precipitated the Opium Wars in the 1840s and 1850s, which 
forced China to open its doors to British (opium) trade.?4. 48. 145, 189, 216, 218 
The majority of the illegal opiates on the North American market today 
come originally from Southeast Asia in areas of Burma, Thailand and Laos, 
and from parts of the Middle East. However, India remains the major legal 
producer of opium. (See Appendix B.2 Sources and Distribution of Opiate 
Narcotics. ) 


Prior to the 19th century, opium was taken orally in various forms or 
smoked, and both practices have continued in some areas. There is a 
decidedly lower dependence liability with these modes of use than with 
practices which followed, and it was not until the isolation of morphine and 
the invention of the hypodermic needle that opiate narcotic use became 
a serious problem in the Western World. Morphine was widely acclaimed 
among medical practitioners, and injections were used freely to treat pain 
during the American Civil War, sometimes producing a dependence called, 
in those days, the ‘army disease’. Tincture of opium was employed in many 
patent medicines and household remedies (such as Laudanum and Pare- 
goric), and the quasi-medical oral use of such opiate preparations was a 
common practice in North America during the last century. While some 
degree of dependence is reported to have often developed as a result of this 
symptomatic treatment, the associated abstinence syndrome was typically 
mild and often not recognized as a product of drug use. The actual extent 
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of opiate narcotic use and associated problems at that time is difficult to 
ascertain, since little systematic reporting was done; however, it would 
appear that the use of these drugs was not a major moral or legal issue. 
On the West Coast, the influx of Chinese labourers, some of whom smoked 
opium, apparently stimulated non-medical use to some degree. In the latter 
part of the 19th century and early part of the 20th century, restrictions on 
manufacture and trade of opiate products were instituted in North America. 


In many cases, non-medical possession was prohibited by criminal law. 
26, 145, 218 


The first special notice of opium use in Canada was the indirect result 
of the anti-Asiatic riots which took place in Vancouver in 1907.49 Mr. 
Mackenzie King, then Deputy Minister of Labour, was sent to British Co- 
lumbia to process claims from the Chinese community for financial com- 
pensation. Two claims appeared from opium merchants for losses sustained 
in the riots. This prompted Mr. King to inquire into the opium trade as well 
as the causes of the labour unrest. In his opium report, he noted that the 
drug was making headway, “not only among white men and boys but also 
among women and girls’, and recommended immediate and strict legal 
action. 


Still little public notice was given to the opiate narcotics in Canada until 
the 1920s. At that time, Emily Murphy, a Winnipeg police magistrate and 
judge, wrote a series of articles on “the drug menace” (for Macleans Maga- 
zine) which were later expanded and published in a book entitled The Black 
Candle. Opium smokers were described as “ashey faced, half-witted droolers” 
with no more blood in their bodies “than a shrimp’’.1®6 


Historically, the popular conception of the ‘narcotics addict dope fiend’ 
has established an image of the non-medical drug user which persists and 
intrudes into almost every examination or investigation of drug use today. 
Furthermore, the opiate narcotics have played an important role as a model 
in much of the past and present drug legislation and in the general crimino- 
legal approach to the control of socially disapproved drug use. Although 
many important questions about the opiate narcotics are still unanswered, 
it is clear that much of what has commonly passed for fact is fiction. 


Until recently, many observers did not consider the opiate narcotics to 
be the cause of a major public health problem in Canada. In the last few 
years, however, increasing attention has been given to reports of growing 
use of these drugs by young people both here and in the United States. (See 
Appendix C Extent and Patterns of Drug Use.) 


MEDICAL USE 


Most of the current medical uses for the opiate narcotics were fairly 
well understood and established in Europe by the middle of the 16th century 
and were probably well known in certain areas long before that time. These 
drugs are primarily used in the relief of suffering from pain, in the treatment 
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of diarrhea and dysentery, and to reduce cough. They were also once com- 
monly used as tranquilizers and antidepressants.14%. 145. 218 Hundreds of related 
compounds have been synthesized in attempts to retain the clinical benefits 
but reduce the dependence liability of the opiate narcotics. These efforts to 
develop substitute drugs which do not produce dependence have not been 
very successful, and morphine and related compounds are still considered by 
physicians to be among the most valuable drugs available to the practitioner 
today. Heroin is rarely used medically in Canada, and no new stocks can be 
produced or imported. 


A recent report from a World Health Organization scientific group 
concluded that the natural and semi-synthetic opiate narcotics are not indis- 
pensable in the practice of modern medicine, since wholly synthetic drugs are 
now available which are in many respects equivalent or superior to the 
natural compounds.?3¢ However, none of the synthetic alternates are free from 
adverse effects, and the report did not suggest that the natural and semi- 
synthetic opiate narcotics be replaced at this time. 


CHEMICAL ANALYSIS OF ILLICIT SAMPLES IN CANADA 


Opium is uncommon in Canada, and only 42 samples were identified by 
police analysts during a 12-month period ending in March 1973.°4 Metha- 
done, morphine, codeine and pethidine are occasionally noted in seizure 
reports. These latter drugs are generally of high purity and are presumed to 
result from the diversion of legally produced materials. 


A study of police seizures of heroin in 1959-60 indicated that the 
illicit heroin available in Canada was of surprisingly high quality.6° Ninety- 
five per cent of the 229 seizures examined contained between 24 and 68 
mg of heroin per capsule, with a mean of 46 mg. The mean purity of these 
samples was 53%. Lactose (milk sugar) had been used to dilute the heroin 
in almost all cases. Nine samples (4% ) also contained quinine. There were 
no other indications of deliberate adulteration or any unidentifiable sub- 
stances. 


The Comission has investigated the chemical properties of illicit heroin 
available in Canada in recent years.1°*.1"7 In one study, 90 samples from 
20 different police exhibits of heroin (seized between February 1968 and 
May 1970) were selected from the vaults of the Bureau of Dangerous Drugs 
and were analysed in the Health Protection Branch laboratories.1™: [#1. 1] Ma- 
terial packaged in unit doses (capsules or envelopes) ranged in total weight 
from 9 mg to 143 mg with a median of 77 mg. The actual quantities of pure 
heroin in these units ranged from 0.6 mg to 94 mg with a median of 25.6 
mg. The purity of these samples covered a range of 0.5% to 96% heroin, 
with a median of 35%. Although a few large seizures showed exceptional 
uniformity among capsules, considerable variation in heroin content within 
single bulk seizures was typical. For example, the content of 10 capsules 
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selected randomly from a total of 60 seized in a single package varied 
between 21 mg and 62 mg of pure heroin. In another case, the content of 
five seemingly identical capsules from the same source ranged from 0.6 mg 
to 30 mg of heroin. In this study, in only one case was another drug (pro- 
caine) identified in the heroin samples. No quinine was reported. Non-drug 
materials (diluents) used to dilute or cut the heroin were not positively 
identified. 


The Health Protection Branch of the Department of National Health and 
Welfare provided the Commission with data on 168 police seizures of heroin 
quantitatively analysed during the period of June 1971—October 1972.* 
The results of these analyses are generally similar to those just presented. The 
actual heroin content per packaged unit dose ranged irom 5.4 mg to 92.5 
mg with a median of 33 mg, and the purity of bulk powder samples ranged 
from 1.4% to 100% heroin with a median of 25.6%. Many of these samples 
were selected for special analysis because of previously detected impurities 
and consequently cannot be considered representative. The purity of ran- 
domly selected samples might be significantly higher. Products of faulty or 
incomplete synthesis (such as monoacetylmorphine) were often found. A 
few mixtures of heroin with other non-opiate drugs, such as caffeine, metha- 
qualone and MDA were identified, but such cases did not make up a signifi- 
cant proportion of the total number of police seizures. Quinine was found 
in only three instances. Non-drug diluents were not positively identified. 


In the Commission’s collection of illicit drug samples and survey of 
‘street drug’ analysis facilities in Canada (1971-72), 18 samples had been 
presented as heroin.'°®: '¢] Of these, only nine contained any opiate narcotics. 
In addition, out of almost a thousand drug analyses reported, opiates were 
identified in only eleven cases where the substance had been unspecified or 
alleged to be another drug. No case of ‘opiated’ hashish or marijuana, 
alleged to be pure, has ever been chemically documented in Canada in spite 
of the popular impression that this is an established combination. Samples 
presented as ‘opiated hash’ or ‘smack grass’ have invariably been found to be 
relatively pure cannabis. 


The data now available in Canada do not provide an adequate basis for 
clear statements regarding regional differences in illicit heroin or changes in 
the quality of the drug available in the past few years. It is clear that the 
purity of illicit heroin and the quantity of the drug packaged for consump- 
tion in the form of single capsules or bags varies over a considerable range. 
Adulteration of heroin with other drugs is apparently rare. The substance 
most often mentioned in reports of diluted or cut heroin is lactose. Quinine, 
a drug which was a common diluent in the U.S.,®: 7%. 97 is rarely found in 
Canadian samples. It would appear that opiate narcotics are very rarely dis- 
guised or misrepresented as other drugs in Canada, although some of the 
materials sold as opiate narcotics on the illicit market may not contain any 
heroin or morphine. 
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ADMINISTRATION, ABSORPTION, DISTRIBUTION AND PHYSIOLOGICAL FATE 


Opiate narcotics are produced in a variety of tablets and capsules, 
elixirs, cough syrups, ampules for injection, rectal suppositories and, on the 
illegal market, some are also available in a gummy, solid or powdered form. 
Codeine and some of the synthetics are often marketed in mixtures with non- 
opiate analgesics (e.g., APC&C, ‘222’®, Darvon®). While opiate narcotics 
may be readily absorbed from the gastrointestinal tract, in most instances 
this route is less effective and often erratic and unpredictable compared to 
injections. Among non-medical users, subcutaneous (‘skin popping’) and 
intravenous (‘mainlining’) injections are commonly used with heroin and 
morphine, and heroin powder is sometimes sniffed (‘snorted’). Raw opium 
is generally ingested or smoked. Methadone is commonly given orally in 
medical use, although it is also available in injectable form. Smoking heroin 
in a cigarette or pipe is very inefficient since the high temperature of com- 
bustion (approximately 750°C) causes extensive decomposition of the drug. 
However, with sufficient quantities of heroin, it is possible for physical de- 
pendence to develop from smoking. Less intense (sub-combustion) heating 
may release a fair amount of active material in fumes (e.g., 50-75% ) which 
is well absorbed by inhalation, and such use of heroin has been reported in 
the Far East.®?. 188 Intravenous injection of opiate narcotics produces the 
most rapid and intense effects. Oral administration generally results in a 
slower, milder, but longer lasting effect. 


Only a minute fraction of the drug absorbed actually enters the central 
nervous system, its most important site of action. The actual mechanisms by 
which these drugs exert their effects are largely unknown. There is recent 
evidence that the primary “opiate receptor” in the central nervous system 
(CNS) is associated with acetylcholine.1*? 

The duration and intensity of the effects are dose-related and vary con- 
siderably with the different drugs in this class; the duration of major action 
of the natural alkaloids may vary from two to six hours or more. The effects 
of methadone and some of the other synthetics may last many times longer. 
The opiate narcotics are usually inactivated or modified in the liver and 
excreted in the urine. Detectable amounts may also be present in saliva and 
sweat. 

Heroin is rapidly metabolized in the body to 6-monoacetylmorphine 
and morphine, and likely exerts its effects indirectly, primarily as the mor- 
phine metabolites.228 Unchanged heroin apparently has little direct effect. 
Codeine is chiefly metabolized and excreted in the urine in the form of 
inactive metabolites, but at least a small fraction is transformed into 
morphine.17* 


DETECTION OF OPIATE NARCOTICS IN Bopy FLUID AND TISSUE 


A wide variety of standard techniques are available for the detection 
of opiate narcotics and their metabolites in body tissues and fluids.*® *°. 21° 


305 


A The Drugs and Their Effects 


There has been considerable related research activity over the past few 
years, and significant progress has occurred in several areas.1?° 16? Much 
attention has focussed on developing techniques for large-scale urine moni- 
toring programs. Important advances in the detection of opiate narcotics in 
blood and saliva have also been reported. There is a clear need for convenient 
techniques for screening for a broad spectrum of drugs in methadone main- 
tenance programs. Several automatic and semi-automatic systems are now 
commercially available which facilitate the rapid analysis of large numbers 
of urine samples.1?° 


The general analytic methods most commonly used for the detection of 
opiate narcotics include: thin-layer chromatography (TLC), gas-liquid chro- 
matography (GLC), spectrophotometry, immunoassay, and a variety of simple 
chemical and colour reaction tests. Some of these methods are useful for gen- 
eral qualitative identification only, while others can provide precise quanti- 
tative information as well. The relative value or appropriateness of these 
various techniques depends on the practical applications intended. Among 
the factors to be considered in evaluating such methods are: cost, conveni- 
ence, speed, sensitivity, and specificity. Many of the available methods, if 
used alone, can be expected to produce a significant number of false positive or 
false negative indications. The importance of such errors depends, of course, 
on the application involved. By a combination of methods, under optimal 
conditions false reports in detecting recent opiate narcotic use can virtually be 
eliminated.®: 5° 20° 


Gas-liquid chromatography (GLC) is very sensitive and precise, but is 
relatively slow and requires a high degree of specialized technical training. 
In addition, the equipment is expensive and delicate. 


At the present time thin-layer chromatography (TLC) apparently pro- 
vides the most practical general method for detecting a wide variety of drugs 
in urine.1?5. 126 Many TLC methods are available, all requiring the prior 
extraction of drugs from biological specimens before analysis. The sensitivity 
of TLC systems to opiate narcotics depends in part on the volume of the 
sample tested, and can be enhanced by pre-treatment (hydrolysis) of the ma- 
terial. Methods have been developed which employ preliminary extraction 
of drugs from the urine onto ion-exchange paper.®*. 125. 127 This simple step 
can be easily performed with a minimum of equipment and technical skill. 
Identification information can be written or typed directly onto the treated 
paper, which may be sent to a central laboratory for subsequent chemical 
analysis. Storage or transportation of urine is not necessary with these tech- 
niques. Furthermore, unanalysed papers can be conveniently stored for years, 
if desired, for possible later analysis. Papers can also be collected over a 
period of time and pooled for a single general analysis, thereby providing 
considerable savings in time and expense. Kaistha and Jaffe have recently 
presented a detailed analysis of the costs involved in a large-scale urine 
screening system employing ion-exchange paper and TLC.1?6 
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Radioimmunoassay, spin immunoassay and other related antibody and 
enzyme techniques have recently been developed which allow the rapid 
detection and quantification of extremely low concentrations of various opiate 
narcotics in very small quantities of untreated urine, blood, saliva and per- 
haps sweat.?: 86. 136, 197, 210, 211, 225 "The spin-label method (also called the free 
radical assay technique or FRAT) requires only a tiny drop (e.g., 20 micro- 
liters) of sample fluid, and can provide analysis within seconds. Such tech- 
niques have obvious application in assisting emergency diagnosis of drug 
overdose cases, for example. The FRAT system has received wide usage 
by the United States military to determine heroin use in Vietnam.'!? EMIT 
(enzyme multiplied immunoassay technique) is comparable to FRAT in 
most respects but requires less expensive equipment.1*°. 197 Radioimmunoassay 
can provide greater sensitivity than the other immunoassay techniques, but 
is slightly slower. With the radio-label method, false positives in the general 
identification of opiate narcotics are minimal. With immunoassay techniques, 
the administration of a single dose of heroin or morphine may be detected 
in body fluids for several days after use.%® 21 


Methadone does not interfere significantly with the immunoassay of 
natural opiate alkaloids, but codeine cannot presently be efficiently distin- 
guished from morphine or heroin using these techniques. It may be possible 
to specifically identify codeine by a combination of other methods, however. 
It is generally not practical with available urinalysis methods to determine 
whether morphine or heroin were used. Immunoassay techniques are much 
simpler, faster and more sensitive on a sample-volume basis than TLC, but 
are less versatile. The range of different drugs which can be identified with 
immunoassay methods is presently limited compared to TLC, although 
antibody techniques for the detection of many other drugs are anticipated in 
the near future. 


PSYCHOLOGICAL EFFECTS 


The subjective psychological effects of opiate narcotics may vary con- 
siderably among different individuals and situations. The once popular notion 
that morphine-like effects are intrinsically so pleasurable that most persons 
who experience them are promptly addicted has not been scientifically 
documented. In one experiment, in which injections of morphine were given 
to 150 healthy male volunteers, only three were willing to allow repeated 
administration and none indicated that he would have actively sought more.*® 
Other researchers have also reported that the majority of normal pain-free 
individuals found the effects of opiates quite unpleasant.19°. 2°! In ad- 
dition, many dependent users report that their initial experiences with opiate 
narcotics were not very enjoyable. On the other hand, numerous individuals 
report that they became infatuated with heroin on their first exposure to it 
and immediately decided to use it in the future as often as possible. 
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Even after some adaptation or tolerance develops, nausea and even 
vomiting frequently occur early in the ‘high’, especially after injections. This 
does not necessarily indicate dysphoria, however. Regular users report feel- 
ings of warmth, euphoria or well-being, peacefulness and contentment as a 
result of the drug. Drowsiness, dizziness, inability to concentrate, ‘mental 
clouding’, apathy and lethargy are also commonly noted. Certain individuals, 
especially when fatigued, may be stimulated into feelings of energy and 
strength. Higher doses produce a subjective turning inward and sleep. Often 
a pleasant dream-like state occurs. Some users describe their drug experiences 
in near ecstatic, and often sexual terms—especially the ‘rush’ of intravenous in- 
jection. Persons with a high degree of tolerance to opiate narcotics may experi- 
ence relatively little euphoric response to the drugs; some heroin-dependent 
individuals claim that the drug merely helps them feel ‘normal’, rather than 
‘high’. 

The most prominent aspect of opiate narcotics, from a medical point of 
view, is their considerable analgesic or pain-relieving property. The potential 
of these drugs to relieve suffering from pain depends upon several mecha- 
nisms. The major effect is not on the sensation directly, but on the psycho- 
logical reaction to it. Often individuals can still perceive the pain sensation 
and rate its intensity reliably, in spite of the fact that much or all of the 
negative or unpleasant aspects are absent. In other words, after the drug, a 
person may still feel the pain, but it does not bother him to the same extent. 
Morphine has little effect on the other senses and, unlike non-narcotic 
analgesics and sedatives, it can often control severe pain at doses which do 
not necessarily produce marked sedation, gross intoxication or major im- 
pairment of motor coordination, intellectual functions, emotional control 
or judgment.1!3 In addition to reducing the anxiety of pain and, therefore 
the motivation to avoid it, the opiate narcotics also tend to decrease other 
primary motivation associated with sex, food, and aggression. 


The psychological effects of chronic opiate narcotic use are often rather 
straightforward extensions of the short-term response. In regular users, much 
of the variability and unpredictability of the immediate response is lessened, 
partly because individuals who find the experience unpleasant tend to avoid 
additional exposure, and also because many who were initially upset by the 
drug’s unusual physiological and psychological effects learn to tolerate and 
even seek some of these sensations. The commonly experienced decrease in 
sex drive with chronic use is often a complicating factor in marital problems. 
While some individuals who become dependent on the opiate narcotics with- 
draw from regular social activities and live what appears to be an immocsal, 
criminal and slovenly existence, others are able to lead an otherwise normal 
life with little change in work habits or ability to meet responsibilities. Pos- 
sible factors underlying these differences will be discussed later. 


Opiate narcotics typically do not disrupt psychomotor performance to 
any significant degree, although with higher doses there may be some impair- 
ment, possibly related to general sedation or motivational factors, 1% 7%. 85, 208 


308 


A.2 Opiate Narcotics 


Performance is likely to be significantly impaired during the early stage of 
withdrawal after regular use. It has been reported that persons dependent on 
heroin have poorer driving records than would be expected in the general 
population.** However, other evidence indicates that heroin users may drive 
more extensively, and, if driving exposure is taken into account, they may 
actually have fewer accidents per unit distance driven.” 


There is no evidence of permanent changes in cognitive or intellectual 
functioning due to chronic opiate narcotic use. Nor is there any indication 
of psychosis or other major psychiatric complications caused by these 
drugs. 28 107, 129, 174, 183, 213 Tn spite of the lack of serious psychiatric compli- 
cations (other than dependence) caused by opiate narcotics, users of these 
drugs may be hospitalized in psychiatric institutions from time to time for 
treatment of their dependence. 


In the Commission’s national survey of psychiatric hospital diagnostic 
records in the spring of 1971, opiate narcotics were noted as factors in the pri- 
mary or secondary diagnosis of 24 (0.1% ) of the 22,885 patients in the hos- 
pitals surveyed.®® [4] In British Columbia, psychiatric wards in general hospi- 
tals were surveyed as well, and in this population opiate narcotics were 
mentioned in the diagnostic records of 5 (1.7%) of 293 resident patients. 
According to the mental health data provided to the Commission by Statistics 
Canada, 139 (0.25%) of the first admissions and 100 (0.20%) of the re- 
admissions to psychiatric institutions or wards in Canada in 1971 were at- 
tributed to dependence on natural or synthetic opiate narcotics.1*?: fe] In these 
data, males outnumbered females by approximately two to one. (See also 

Tables A.5, A.6 and A.7 in the Annex to this appendix.) 


PHYSIOLOGICAL EFFECTS 


Pure opiate narcotics may produce few significant physiological effects 
in low therapeutic doses, although they affect, to a minor degree, practically 
all systems of the body. The immediate or short-term physiological response 
usually includes a general reduction in breathing and cardiovascular 
activity, a depression of the cough reflex, a constriction of the pupil of the 
eye and a minor reduction in visual acuity, a small change in some hormone 
levels, increased biliary pressure, itching of the skin, dilation of superficial 
blood vessels and warming of the skin, increased perspiration, a decrease in 
gastrointestinal activity (which typically causes constipation), nausea and 
sometimes vomiting. Sleep disturbances may occur in some individuals. In 
higher doses, insensibility and unconsciousness result. The primary toxic 
overdose symptoms are coma, shock and, ultimately, respiratory arrest and 
death. 

There appears to be little direct permanent physiological damage from 
chronic use of pure opiate narcotics.’: 1°. 26 112, 218 Major complaints centre 
around persistent constipation and reduced sexual performance during chronic 
use. Numerous complications are observed, however, if the overall drug use 
pattern involves adulterated or diluted street samples, unsterile and shared 
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needles, unhygenic living standards, poor eating habits and inadequate gen- 
eral medical care—all of which are commonly part of the behaviour syn- 
drome of criminalized users. Commonly reported disorders in illicit users are 
hepatitis, tetanus, numerous cardiovascular and lung abnormalities, scarred 
veins (‘track marks’), local skin infections, ulcers and abscesses, changes in 
muscle tissue, and obstetrical problems in pregnant females. Serious lung 
damage, possibly resulting in death, may be caused by intravenous injection 
of colloidal or partly soluble contaminants—often substances used to dilute 
or ‘cut’ illicit heroin, or the chalk or talc commonly found in licitly manu- 
factured drugs (such as methadone) designed for oral use rather than injec- 
tion. Although users often heat, or “cook” their drugs to increase solubility, 
and subsequently filter the drug through a wad of cotton to remove major 
particles prior to injection, this procedure is only partially effective, and may, 
in fact, introduce other contaminating materials, such as cotton fibres.4? 
There is some evidence of opiate narcotic alteration in gonadal tissue and 
function, although gross changes in ‘sex hormone’ levels apparently do not 
occur. Tuberculosis, pneumonia and venereal disease are more common 
among dependent users than in the general population.*?: 14%, 191, 198 Since 
similar problems have been reported in England where pure drugs are avail- 
able for intravenous self-injection, contamination or adulteration of street 
drugs must be considered only part of the overall problem.1® 


In the 1930s and 40s malaria, transmitted by unsterile needles, was a 
frequent correlate of opiate narcotic dependence in North America.® For 
several decades later, no such drug-related malaria deaths were reported.®. 7 
In the past few years, however, malaria has again appeared on the scene in 
California. Quinine, which was once commonly used to cut or dilute illicit 
heroin in the United States (especially on the East Coast), has some thera- 
peutic effects in connection with this parasitic disease and may have been, 
at least in part, responsible for the decline in malaria cases.®: ** On the other 
hand, quinine may increase the likelihood of tetanus after subcutaneous 
injection.*! 


ACUTE Toxic REACTIONS AND DEATH 


The mortality rate among persons dependent on opiate narcotics is 
considerably higher than that of individuals of similar age in the general 
population. Although considerable variability exists among reports, it has 
frequently been estimated that in the United States, over 1% of the heroin- 
dependent population dies each year.’ ®. 143, 176, 203 Generally similar esti- 
mates can be derived from available Canadian data,!°!, 158 and somewhat 
higher figures have been reported in England.1*: 12° In addition to deaths 
resulting directly from the use of various drugs (representing the majority 
of the fatalities), a disproportionately high number of heroin users die from 
violent causes (including murder, suicide and various accidents) and, as dis- 
cussed above, from numerous infections and diseases. Henderson’s® report 
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of heroin-related fatalities in British Columbia presents a remarkably similar 
picture to that described in New York by Helpern and Rho.®7 


There is likely significant underreporting of opiate narcotic- and other 
drug-related deaths for a variety of reasons.* ®7 7° To begin with, autopsy, 
with full toxicological analysis, is not conducted in a large proportion of 
deaths, and other relevant information as to drug use habits of the deceased 
is frequently unavailable or not actively sought.**: 158. 217 Furthermore, there 
is often considerable reluctance on the part of examining physicians to 
attribute fatalities to drug use, especially in ambiguous cases. Variations in 
the numbers of drug death reports from location to location, or from year to 
year, may represent differences in the examiners’ sophistication, and in the 
interest in and attention paid to possible drug-related cases, as well as dif- 
ferences in extent and patterns of drug use. As effort and sophistication in- 
creases, we Can expect a corresponding increase in the accuracy (and often 
the frequency) of drug-related death reports. 


The Commission has investigated reports of opiate narcotic-related toxic 
reactions and fatalities in Canada in considerable detail.®9. 58 Some of the 
findings are presented below. 


The Federal Poison Control Program has records of over one thousand 
“narcotics” poisonings or adverse reactions (non-fatal and fatal) for 
1971.16. fh} More than three-quarters of these involved pharmaceutical 
preparations of codeine and acetylsalicylic acid (A.S.A.), such as ‘222’®. The 
relative importance of A.S.A. and codeine in these later cases is unclear. 
(A.S.A. preparations [e.g., Aspirin®] alone account for more poisonings 
annually than any other drugs.) The A.S.A.-codeine poisoning rate in the 
population was highest for children under 5 years of age. More than one-third 
of the cases involved persons 10-25 years of age. There were reports of 179 
Darvon® (propoxyphene, typically with A.S.A. and other drugs), 162 heroin, 
21 methadone and 19 Demerol® (meperidine or pethidine) toxic reactions. 
Almost three-quarters of the heroin and methadone cases were males; for 
all other drug categories, women substantially outnumbered men. A little 
over one-half of the heroin and methadone cases were 10-24 years of age. 
Thirty-two deaths were reported which involved natural or synthetic opiate 
narcotics; 11 of these reports noted Darvon® or propoxyphene, 8 heroin 
or morphine, 5 methadone, and 4 codeine with A.S.A. and/or other drugs. 
The persons who died ranged in age from 17—64 years with a median of 
28; none of the fatalities involved children. 


In the official Causes of death reports provided by the Federal Govern- 
ment, opiate narcotic deaths may be coded under a variety of categories.*® 
Since it is not possible to identify specific drugs in the published data, a 
detailed analysis of the federal death records was conducted for 1969- 
1971.158. 179 As shown in Table A.2, there has been a substantial increase in 
the opiate narcotic-related deaths reported during the three-year period. The 
greatest change occurred in propoxyphene-related fatalities; these cases are 
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significantly different from the others’ in that the majority of the pro- 
poxyphene deaths were attributed to suicide and most involved women. Most 
of the other deaths were coded as accidental fatal drug reactions, primarily 
in men. Quite uniformly from year to year, about two-thirds of the reports 
included mention of more than one drug. Alcohol, barbiturates and A.S.A. 
were most frequently noted in combination with opiate narcotics.!™ 


The Commission has been informed by the Supervising Coroner’s office 
of Vancouver that 37 opiate narcotic-associated deaths occurred in that city 
in 1971 and 65 occurred in 1972.158 Heroin (or morphine) was involved in 
78% and 91% of the fatalities in those years respectively. During the two- 
year period, there were also 6 methadone-, 2 codeine- and 7 propoxyphene- 
related deaths. Approximately three-quarters of the fatalities involved other 
drugs as well, with alcohol and barbiturates most frequently mentioned. 
Three-quarters of the deceased were males. The Coroner’s Office of Ontario 
provided the Commission with detailed information on nine opiate narcotic- 
related fatalities occurring in 1972, of which seven cases also involved other 
drugs. Six reports noted heroin or morphine. These data are not significantly 
different from those reported for Ontario in 1970 and 1971.58 In the Com- 
mission’s survey of coroners’ records, of a series of 92 heroin-related deaths 
(occurring in 1969-1971) approximately three-quarters included mention of 
other drugs as well.®: '¢1 In only eight cases was death ascribed to heroin 
or morphine overdose alone. It would appear that deaths due to heroin alone 
are quite infrequent in Canada; most of the fatalities involve drug combina- 
tions. 


The precise mechanism of death in the majority of the acute fatal 
reactions to opiate narcotics in North America is uncertain. Simple 
pharmacological overdose of morphine is usually characterized by 
stupor, coma, shock and, finally with sufficient dose, death due to res- 
piratory failure—a process which typically occurs over several hours.113. 19° 
Such poisoning is easily and rapidly reversed by the administration of 
a morphine antagonist such as nalorphine, and is rarely fatal if appropriate 
treatment is administered. If other drugs are also present (as is usually the 
case) a fatal reaction may be potentiated and effective treatment made much 
more difficult. (Drug interaction is discussed in more detail below.) Deaths 
resulting directly from the administration of opiate narcotics, on autopsy, 
are typically characterized by a profound pulmonary edema (swelling and 
fluid in the lungs), often producing a bubbly froth in the mouth and nose, 
with little cardiovascular change.** &: 77, 97, 143, 205 


Fatalities are frequently attributed to unpredictable variations in the 
strength of illicit heroin and in changes in the tolerance of users from time 
to time.*. 97. 139, 143, 152 Tn several reports, death occurred soon after release 
from hospital or prison when the user’s tolerance was low due to abstinence. 
Regular opiate narcotic users with high tolerance are remarkably resistant 
to pharmacological overdose effects,?* 18° although fatal acute reactions are 
reported in such individuals. While variations in tolerance and in the strength 
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of illicit heroin likely play a role in certain fatalities, much evidence indicates 
that other factors are typically involved. 


In most parts of North America simple opiate narcotic overdose 
death is apparently rare. More frequently reported is a rapid toxic reaction 
to the intravenous injection of an illicit heroin-containing mixture, which in 
some instances may result in death within minutes. In some cases, fatal 
reaction is so sudden that the injection needle may still be in the user’s arm 
or hand when the death is discovered. The role of various potential factors 
in such unexpected and apparently unpredictable fatalities is uncertain and 
has recently become the subject of some controversy.” 27. 86 It appears that 
such cases do not result from simple pharmacological overdose, although 
they are often recorded as such in official statistics.® 43:97 In some cases 
where samples of the material injected were available for analysis—either 
other ‘caps’ or ‘bags’, or drugs remaining in the syringe—no evidence was 
found of unusual heroin concentration. A sudden fatal reaction may occur 
to a dose which was apparently comparable to one readily tolerated the day 
before. As well, users often take drugs from the same batch together in 
groups, but very rarely does more than a single individual suffer a severe 
toxic reaction.*” 


Helpern and Rho observed in New York: 


The toxicological examination of the tissues in such [sudden shock-like] fatal- 
ities, where the reaction was so rapid that the syringe and needle were still 
in the vein of the victim when the body was found, demonstrated only the 
presence of alkaloid, not overdosage.... Thus, there does not appear to be 
any qualitative correlation between the acute fulminating lethal effect and 
the amount of heroin taken... .” 


There is some suggestion that an allergic or general hypersensitivity 
reaction to heroin or some contaminant might be involved in the sudden 
death phenomenon. Fatal allergic or other idiosyncratic reaction to intra- 
venous injection of various materials may occur on rare occasion even under 
medical conditions. However, the condition seen with illicit heroin is not the 
same as that in fatal anaphylactic reaction to penicillin, for example.’ If gen- 
eral non-opiate factors were typically responsible for the sudden deaths, one 
might expect to see a similar fatal syndrome associated with the intravenous 
use of other illicit drugs such as methamphetamine and barbiturates as well. 
As discussed in A.3 Amphetamines and Amphetamine-like Drugs and A.7 
Barbiturates, comparable reactions with these other drugs are not reported. 
Very few fatal acute reactions to amphetamine injection have been docu- 
mented, and barbiturate fatalities usually occur after prolonged coma. The 
edema and damage to the lungs typically reported with heroin fatalities may 
result in part from hypoxia due to impaired respiration;*! other drugs, such as 
barbiturates, which also depress breathing may produce a similar but not 
identical lung condition.*% 

It has been suggested that quinine, which is frequently found in New 
York heroin, might play a significant role in fatal drug reactions; overdose of 
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quinine alone can produce rapid severe) pulmonary edema and death.2* As 
well, it was shown in a rodent study that quinine can add to the lethal toxicity 
of heroin. 1** However, quinine cannot provide the complete answer since 
the “narcotic lung” syndrome has also been reported in Canada,®® England, 
18, 120 and the Far East,’> where quinine is rarely found in heroin. Further- 
more, pulmonary edema as a characteristic of opiate poisoning was reported 
in the North American literature before the appearance of quinine in illicit 
market heroin. Apparently, the first report of opium-related pulmonary 
edema was published by Osler in 1880 in the Montreal General Hospital 
Reports.178 


As noted earlier, the general mortality rate among heroin users in Eng- 
land 18. 7, 120 is reportedly as high or higher than that in North American 
users, although only limited comparisons of data from different reporting 
systems can be made. In any event, there is no evidence that the availability 
in England of pharmaceutical heroin preparations of known strength and 
purity has been associated with a reduction in the incidence of opiate nar- 
cotic-related fatalities among users. The various factors in these deaths have 
not been fully explored, but it would appear that other drugs are typically 
involved as well, and that uncomplicated fatal heroin overdose is not com- 
mon in England. 


Rapid fatal reaction to opiate narcotics would be difficult to study 
experimentally since, even though the phenomenon accounts for a large pro- 
portion of heroin deaths in North America, it is actually a rather rare 
occurrence. For example, Baden has estimated that death due directly to 
illicit heroin injection occurs only once in 100,000 administrations in New 
York.® 


Further study of the significance of other drugs in opiate narcotic- 
related death is clearly indicated. While it is well known that many drugs 
may enhance the toxicity of opiate narcotic overdose, the role of drug inter- 
action in the sudden heroin-death syndrome has not been adequately 
explored. On balance, there would appear to be some opiate-specific factor 
involved in the bulk of the heroin-related deaths, although the precise phar- 
macological mechanisms involved, and their possible interactions with other 
drug and non-drug variables are uncertain. 


TOLERANCE AND DEPENDENCE 


General tolerance to morphine and related substances develops readily; 
it develops more rapidly if the interval between doses is less than the duration 
of action, so that effective concentrations of the drug are continuously pres- 
ent in the tissues, and more rapidly still when large quantities are used. When 
tolerance has developed there is cross-tolerance to other drugs with similar 
pharmacological action. Tolerance does not develop with equal rapidity, nor 
to the same degree for all effects. The disagreeable side effects of nausea, 
vomiting, and dizziness usually decline early; tolerance to the analgesic and 
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euphoric action (and the initial ‘rush’) may develop rapidly; and tolerance 
to the sedative and respiratory depressant effects usually develops most rapidly 
of all. In contrast, tolerance to the effect on the pupil and the gastrointestinal 
tract develops slowly and to a more limited degree, so that the miotic or 
‘pin-point’ pupil and constipation persist. As well, little tolerance seems to 
develop to the depressant effects on sexual activity. Since a great risk in 
opiate narcotic overdosage is respiratory depression and failure, tolerance 
to this effect permits the person, as a rule, to withstand many times the 
amount of drug which would normally be fatal.10% 11, 113, 148,164, 200 


The tendency to increase dose depends in part on which of these various 
effects reward or reinforce the use of the drug. Persons who are motivated 
by the avoidance of chronic pain or other unpleasant psychological condi- 
tions, or perhaps simply by the pleasurable, euphoric aspects of these drugs 
are most likely to increase dose to retain these effects after tolerance develops. 
Ever-increasing quantities are not inevitable, however, even in regular users, 
and many persons with morphine-type dependence successfully maintain 
use at intermediate doses for indefinite periods of time. If use is intermittent, 
of the ‘chipping’ or ‘spree’ variety, minimal tolerance develops and there 
may be little need or tendency to increase dose. Although other factors may 
be involved, the primary mechanism of tolerance seems to be a general 
reduction in the sensitivity of the nervous system to opiate narcotics.1°3. 118 


Tolerance begins to disappear with cessation of use, but its rate of 
elimination, as with its acquisition, varies with the different effects, and for 
some it is very slow. Probably the sensitivity of the respiratory centre to the 
depressant action of morphine is most easily regained, and some deaths have 
reportedly occurred because persons have attempted to take, after withdrawal, 
doses to which they had been previously tolerant. Recovery of analgesic and 
sedative responses are slow, and some metabolic changes persist long into 
abstinence.123: 137, 148, 150 


Opiate narcotics may produce considerable psychological and physical 
dependence. The relationship between tolerance and physical dependence has 
been the subject of much discussion, but is not yet resolved satisfactorily. 
For the most part, however, they seem to develop together in parallel 
fashion and may reflect common physiological mechanisms. There is some 
evidence that the mechanism may be set in operation with the very first 
dose. However, if the amount of drug used is small and it is taken infrequently, 
no significant signs of dependence normally occur.4° The degree of physical 
dependence, as reflected in the intensity of the withdrawal syndrome, is 
determined by the quantity, frequency and duration of use, as well as the 
specific drugs and individuals involved. 


The abstinence syndrome which follows withdrawal of any one of the 
opiate narcotics is a specific, characteristic and self-limiting illness, the 
onset, peak and duration of which vary with the actual agent involved. 
With low dose or intermittent use, withdrawal symptoms may be negligible 
or perhaps resemble the symptoms of flu. This is the pattern most often 
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seen in Canada today. Withdrawal of the drug after heavy chronic use 
results in a severe and painful pattern of effects which resembles in certain 
ways that associated with alcohol and barbiturate withdrawal. There are, 
however, significant differences between the morphine-like drugs and the 
alcohol-barbiturate type drugs in this regard.11, 2° 


The ‘classical’ severe heroin withdrawal syndrome was described several 
decades ago as follows: 


As the time approaches for what would have been the addict’s next adminis- 
tration of the drug, one notices that he glances frequently in the direction 
of the clock and manifests a certain degree of restlessness. If the administra- 
tion is omitted, he begins to move about in a rather aimless way, failing to 
remain in one position long. ... With this restlessness, yawning soon appears, 
which becomes more and more violent. At the end of a period of about eight 
hours, restlessness becomes marked. He will throw himself onto a bed, curl 
up and wrap the blankets tightly around his shoulders, sometimes burying 
his head in the pillows. For a few minutes he will toss from side to side, 
and then suddenly jump out of the bed and start to walk back and forth, 
head bowed, shoulders stooping. This lasts only a few minutes. He may then 
lie on the floor close to the radiator, trying to keep warm. Even here he is 
not contented, and he either resumes his pacing about, or again throws him- 
self onto the bed, wrapping himself under heavy blankets. At the same time 
he complains bitterly of suffering with cold and then hot flashes, but mostly 
chills. He breathes like a person who is cold, in short, jerky, powerful respi- 
rations. His skin shows the characteristic pilomotor activity well known to 
those persons as “cold turkey”. The similarity of the skin at this stage to that 
of a plucked turkey is striking. ... Often at the end of this period the addict 
may become extremely drowsy and unable to keep his eyes open. If he falls 
asleep, which is often the case, he falls into a deep slumber well known as the 
“yen” sleep.... The sleep may last for as long as eight or twelve hours. On 
awakening, he is more restless than ever. ... Usually as this stage, the addict 
complains of cramps, locating them most frequently in the abdomen, but 
often in the back and lower extremities. ... Vomiting and diarrhea appear.... 
Perspiration is excessive. The underwear and pajamas may become saturated 
with sweat. Muscular twitchings are commonly present; they may occur 
anywhere, but are most violent in the lower extremities.... If he is handed 
a cigarette to smoke, his hands tremble so violently that he may have diffi- 
culty in placing it in his mouth... . It is at this stage that he may one 
minute beg for a “shot” and the next minute threaten physical violence (to 
eles. 

The readministration of the drug promptly brings about a dramatic change. 
The patient becomes exceedingly docile almost with the puncture of the hypo- 
dermic needle. In a few minutes he begins to feel warm, and the goose flesh 
and perspiration are no longer visible.... In a period ranging from thirty 
minutes to one hour the tremors disappear. He has become strong and well. 
He no longer walks with bowed head and stooped shoulders. He stands erect, 
is quite cheerful, and lights his cigarette like any normal person. He becomes 
profuse in his apologies for his conduct during the abrupt withdrawal of 
the drug. 


With morphine or heroin, the withdrawal syndrome usually appears 
6-12 hours after the last administration, peaks at about 26—72 hours, and 
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gross recovery usually occurs within about a week, although complete 
recuperation may take up to six months or longer.1% 137, 148,150 With 
methadone, the symptoms are qualitatively similar, but at equivalent doses 
are generally less severe, develop more slowly and are more prolonged. 
The syndrome seen in chronic users of some of the other analgesics (e.g., 
codeine and propoxyphene) and in opium smokers is generally milder than 
with the more potent compounds, 


The classical, severe opiate narcotic withdrawal syndrome described 
above seems to be the exception rather than the rule; much milder, flu-like 
symptoms are typically described by clinicians and the drug users them- 
selves. This may be due to the relatively low purity of street heroin in some 
areas, and to the light and intermittent use patterns which have developed, 
but more likely reflects an overemphasis of extreme cases in the earlier 
literature. 


The chronic use of heroin by pregnant women may result in a variety 
of obstetrical complications.” 21. 51, 74, 80, 98, 214, 227, 240 Babies born to 
mothers who are dependent on heroin may also be physically dependent. 
Some infants may require special medical attention for several weeks following 
delivery, although others show no obvious withdrawal symptoms or other 
difficulties. Many of these infants also have low birth weights, but it is not 
established if this is due to the opiate narcotic or to other factors such as 
poor nutrition, inadequate hygiene, or the use of other drugs such as 
tobacco. Babies born to mothers stabilized on methadone during pregnancy 
also tend to have lower birth weights and to demonstrate withdrawal symp- 
toms, and there is currently some controversy regarding whether it is 
obstetrically superior for the mother to continue using heroin or to change 
to medically administered methadone prior to delivery. Supplying the 
pregnant women with methadone gives the physician a much better under- 
standing of her drug history and also increases the opportunity for prenatal 
care. On the other hand, the methadone could result in a much stronger 
physical dependence than had been the case with heroin, and consequently 
the infant’s withdrawal may be more severe. (This latter factor is discussed 
in more detail below.) 


Considerable cross-dependence exists among the opiate narcotics, and 
an intravenous injection of any of these drugs can, in sufficient dose, sub- 
stantially reduce or eliminate the withdrawal syndrome in a matter of min- 
utes. Methadone, for example, can prevent withdrawal symptoms and reduce 
the craving for morphine or heroin in doses which often provide relatively 
few other psychological effects. In addition, large doses of methadone or 
other narcotics administered chronically can, by cross-tolerance, block or 
reduce the euphoriant effects of heroin. These qualities are commonly made 
use of in the treatment of severe withdrawal and in methadone maintenance 
programs. Although the sedatives and the opiate narcotics do not show 
significant cross-tolerance or cross-dependence, barbiturates and minor 
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tranquilizers may, in some way, mask’ or ease the discomfort and restless- 
ness of opiate withdrawal. 

The direct injection of a specific opiate antagonist (e.g., nalorphine) 
will block nearly all morphine-like effects and cause the almost immediate 
appearance of an exaggerated form of the abstinence syndrome in dependent 
persons. Such drugs have been used to ‘test’ for dependence in suspected 
drug users.11° Antagonists are discussed in more detail in a separate section 
below. 

The relative importance of physical and psychological dependence in 
the overall picture of chronic opiate narcotic use has been the subject of 
much controversy. Some investigators argue that the fear of the withdrawal 
syndrome is often the primary motivating factor behind continued use, while 
other observers emphasize the strong craving often described even after 
long periods of abstinence, or the drug’s positive reinforcing effects or reward 
potential. Most dependent persons return to the drug at some time after 
withdrawal, and some have been known to voluntarily undergo withdrawal 
in order to lose tolerance and initiate chronic use again, at a lower, more 
manageable and less expensive level. In addition, there seems to be no 
relationship between the severity of the abstinence syndrome experienced 
and the tendency to relapse to chronic use again. These observations sug- 
gest that, with most individuals, factors other than mere avoidance of the 
acute abstinence syndrome are dominant in the overall drug dependence 
picture. Whether this motivation is related to the desire to escape or avoid 
a life situation which is unpleasant, emotionally painful, depressing or 
frustrating, or perhaps a more direct hedonistic desire for pleasure or 
‘kicks’, or a disguised attempt at self-destruction, or still other factors is 
not clear. No simple answer could be expected to have much generality or 
validity. 

There is growing evidence that a significant conditioning or learning 
component is involved in physical dependence and the withdrawal syn- 
drome.1®©. 232. 285 Stimuli which are associated with the withdrawal syndrome 
in dependent subjects can gain the power to produce some signs of with- 
drawal when presented alone. Furthermore, a stimulus which has been 
associated with the administration of an opiate narcotic may temporarily 
reduce the severity of withdrawal symptoms. Drug-dependent persons often 
report some feelings of relief from withdrawal as they insert a hypodermic 
needle, even before the drug is injected. Subjective symptoms somewhat 
like those experienced during acute withdrawal may be elicited by a variety 
of familiar stimuli in former users, even after considerable periods of 
abstinence. Talking about heroin, the smell of a burning match previously 
associated with “cooking up” an injection, or simply seeing physical sur- 
roundings and persons who were involved in one’s previous drug use may 
elicit some craving or withdrawal-like discomfort.1**: 71%. 78° 
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It has frequently been observed that some individuals develop a 
dependence on the hypodermic needle (or ‘point’) which becomes, in some 
respects, independent of the pharmacological properties of the drug. Persons 
showing such conditioning are often called ‘needle freaks’. 


Dole and Nyswander contend that the repeated use of opiate narcotics 
produce a chemically based “‘narcotic hunger” which may last indefinitely.®® 
In other words, once an individual has become accustomed to the effects 
of these drugs he is no longer able to function normally in their absence. 
Anxiety, depression and a craving for the drug may persist and interfere 
with previously normal behaviour. Some investigators feel that the chronic 
administration of an opiate narcotic is necessary for these individuals, and 
that such a condition is, in some respects, analogous to the dependence of a 
diabetic on insulin. This is one of the rationales often presented for opiate 
narcotic (e.g., heroin or methadone) maintenance programs. 


Numerous studies have been conducted in recent years employing 
brain lesion, electrophysiological stimulation and recording, and pharma- 
cological techniques in animals, to determine the areas of primary CNS 
action of opiate narcotics. Experimentally induced changes in opiate nar- 
cotic self-administration, tolerance, physical dependence and other effects 
have been reported; but much of the literature is not consistent, and con- 
siderable additional research in this area is needed.*. 71. 110, 128, 182, 187, 219, 232 


Although it appears that only a fraction of the persons who have 
experimented with opiate narcotics actually become dependent, once a serious 
dependence problem develops, there is little evidence that conventional legal 
or medical treatment is successful in breaking the recurring relapse cycle. 
Many observers contend that certain social and personality factors predis- 
pose some individuals to drug dependence and that normal individuals rarely, 
if ever, become chronically dependent. There is considerable evidence that 
both the ready availability of the drug and a social milieu tolerating or 
encouraging drug use (either medical or non-medical) are generally more 
important factors. Although there are numerous individuals who have 
gradually worked up from occasional ‘skin popping’ to chronic ‘mainline’ 
dependence, there is evidence that some users are able to maintain an in- 
termittent pattern of use. 


There have been a number of popular misconceptions about the pattern 
of development of opiate narcotic dependence. Rumours have frequently been 
heard that marijuana and hashish have been ‘spiked’ with heroin to produce 
opiate addiction in the unsuspecting user. Similar rumours have been heard 
about ‘spiked’ LSD. As noted above, however, available evidence in Canada 
suggests that opiate narcotic adulteration of other drugs alleged to be pure 
is very rare or non-existent. It would be highly unlikely, if not impossible, 
for tolerance and dependence to develop in such a situation without the user 
knowing it. The majority of users, both here and in the United States, were 
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apparently first ‘turned on’ by their friends and peers. Blum (in the 1967 
United States Task Force Report) points out: 


There is no evidence from any study, of initiation as a consequence of ag- 
gressive peddling to innocents who are ‘hooked’ against their will or knowl- 
edge. .. . The popular image of the fiendish peddlar seducing the innocent 
child is wholly false. 


Some of these topics are discussed in more detail in Appendix C Extent 
and Patterns of Drug Use and Appendix D Motivation and Other Factors 
Related to Non-Medical Drug Use. 


OPIATE NARCOTICS AND CRIME 


A consensus seems to exist among medical, law enforcement and research 
authorities, as well as drug users themselves, that few if any crimes of violence 
result directly from the use of the opiate narcotics.??. 26, 40, 101, 112, 124, 163, 165, 
176, 196, 213 Qn the other hand, there is a considerable relationship between 
crime and opiate narcotic dependence in North America, and many persons 
dependent on illicit drugs have non-drug criminal records. This apparent 
paradox can be explained by two important factors. To begin with, both in 
Canada and in the United States, the majority of the individuals studied who 
became dependent on illicit opiate narcotics had a prior history of behavioural 
problems and delinquency, and many appear to have continued these prac- 
tices. The second factor is economic and is associated with the illegality of 
heroin and its consequent high cost on the illicit market, and the demands 
made by extended tolerance and dependence. 


Because of the illegal nature of the drug, the cost of a heavy heroin 
habit may run anywhere from $15.00 to $50.00 a day and higher, in spite of 
the fact that the medical cost of the drugs involved would just be a few 
cents. There are very few legitimate ways in which most individuals can 
afford to meet illicit market prices. Consequently, when tolerance pushes the 
cost of drug use above what the user can afford legitimately, he is forced 
into a decision—either quit the drug and go through withdrawal, or turn to 
criminal methods of acquiring the necessary money. While some users refuse 
to become involved in criminal activities and consequently stop using the 
drug, at least temporarily, many turn to petty crime, small robberies, shop- 
lifting and prostitution. These are the individuals who regularly come to the 
attention of the law enforcement officials. More affluent persons may be able 
to support the habit and continue indefinitely without running afoul of the 
law. Medical profession dependents, for example, apparently have less 
tendency to commit non-drug offences—perhaps (in addition to predisposing 
psychological and sociological factors) because they can often steal the drugs 
with little risk or purchase them at low cost. 
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As Jaffe has stated: 


The popular notions that the morphine addict is necessarily a cunning, cring- 
ing, malicious and degenerate criminal who is shabbily dressed, physically 
ill, and devoid of the social amenities could not be farther from the truth. 
The addict who is able to obtain an adequate supply of drugs through legiti- 
mate channels and has adequate funds usually dresses properly, maintains 
his nutrition, and is able to discharge his social and occupational obligations 
with reasonable efficiency. He usually remains in good health, suffers little 
inconvenience, and is, in general, difficult to distinguish from other per- 
sonszevatt 


OPIATE NARCOTICS AND OTHER DRUGS 


Pharmacological Interaction 


Although numerous psychotropic drugs are frequently used both 
medically and non-medically in combination with opiate narcotics, research 
into the possible psychological and physiological interaction involved in such 
combinations has been surprisingly limited. Existing evidence suggests that 
opiate narcotics taken together with alcohol or barbiturates can result in 
greater sedation and toxicity (including death) than that produced by 
either drug alone, but more studies are needed.5* 6. 66. 168, 226 The interaction 
of alcohol and methadone may be of considerable social significance. Other 
drugs which can produce significant sedation, such as certain non-barbiturate 
sedatives, minor tranquilizers, antihistamines, and belladonna alkaloids, may 
add to the depressant effects of opiate narcotics. There are many other 
questions which require attention; for example, more information is needed 
regarding the effects that such drug combinations have on psychomotor 
skills, risk taking, and other functions involved in automobile driving and 
accidents. 


The interactions between opiate narcotics and stimulants such as caffeine, 
amphetamines and cocaine are also poorly understood and complex. Caffeine 
and amphetamines are sometimes used medically to counteract the respiratory 
depressant action of opiate narcotics in cases of overdose.1®*» Combinations 
of opiate narcotics and amphetamines may be antagonistic on some effects 
but show no interaction on others, and may have additive effects on certain 
subjective measures.!** It has been reported that amphetamines may enhance 
the pain-relieving and anti-depressant properties of opiate narcotics when 
the two are administered together.®. 133 Cocaine or amphetamines are some- 
times mixed with heroin as a ‘speedball’ for non-medical use. In some cases, 
opiate narcotics are illicitly used to reduce the severity of unpleasant symp- 
toms following chronic, high-dose intravenous amphetamine use. Low doses 
of cocaine administered to mice are reported to reduce the lethality of high 
doses of heroin, although high doses of cocaine appear to increase the toxicity 
of heroin in this species. It was also shown in the same study that quinine, 
which is sometimes used to cut or dilute heroin, particularly in the United 
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States, adds to the lethal toxicity of heroin.18* Further investigation of the 
combined toxicity of these compounds should be conducted in primates. 


There has been almost no controlled research on the interaction of 
cannabis and opiate narcotics. There are reports that cannabinoids may ease 
the discomfort of heroin withdrawal or craving even though no significant 
cross-tolerance or cross-dependence apparently exists between these two 
classes of drugs.10?. 154, 167, 241 There has been speculation that even though 
cannabis itself has exceptionally low lethal toxicity, high doses taken con- 
comitantly with opiate narcotics might increase the likelihood of toxic over- 
dose with the latter drugs. Cannabis has been shown to enhance the toxicity 
of morphine overdose in animals,®® but no human data is available. 


Progression to Heroin from Cannabis and Other Drugs 


In the past two decades, the relationship between cannabis and heroin 
has been the subject of heated controversy in Western literature. During this 
period, reports from the United States indicated that the majority of heroin 
users studied had previously used cannabis, although in certain sections of 
the country (noticeably the southeastern states) this was not the case.14 
Before 1950, there was little evidence or serious discussion of a cannabis- 
to-heroin progression in North America. 


Alcoholism seems to be the most frequent form of serious drug depend- 
ence regularly associated with opiate narcotic dependence,®. 1? 176, 194, 224 
although heavy use of tobacco and barbiturates is also common.®: 92, 161 
Until recently, there appeared to be no relationship between the use of 
cannabis and heroin in Canada. Heroin users studied had generally been 
heavy consumers of alcohol, barbiturates, and tobacco, but had little 
or no cannabis experience.'%. 124, 181, 213, 233 The situation has apparently 
changed and many young Canadian heroin users also report previous 
and concomitant use of marijuana, amphetamines, barbiturate and non- 
barbiturate sedatives and, less often, LSD.% 123 Alcohol remains a major 
problem in North American heroin users, however; the incidence of alcohol- 
ism is extremely high in former heroin users, and is a common complicating 
factor in methadone maintenance programs.® 


Several U.S. studies of persons arrested for cannabis offences, or noted 
for other delinquent behaviour, indicate that a significant number of these 
individuals were later arrested on heroin offences.??: 79.185 In some instances, 
however, the critical contact with heroin users and sources came from a 
prison experience.1! Robins reported that one-fifth of a group of blacks in 
St. Louis who were users of cannabis in the 1940s had admitted to sub- 
sequent heroin use.1%* 


Paton used a Bayesian formula employing various estimates of the 
incidence of cannabis and heroin use in the general population and in the 
sub-population of heroin users in England to predict that 7-15% of can- 
nabis users will try heroin.18° The appropriateness and accuracy of the 
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figures used in the formula and their applicability to the present situation 
are highly questionable. The proper use of Bayes’ Theorem in this applica- 
tion requires accurate estimates of the incidence of drug use in the various 
populations described, at a single point in time. Good epidemiological data 
meeting these criteria were not available in England, and some researchers 
have suggested that if other, apparently equally justifiable, estimates had 
been employed, rather than those used by Paton, the resulting prediction of 
heroin use among cannabis users would have been substantially lower.®®. 1%° 
In any event, even estimates derived from the proper use of the statistical 
formula can be considered valid only as long as the social and epidemio- 
logical conditions associated with the use of both drugs remain constant. 
These requirements call into question the general value of Bayes’ Theorem 
in those areas of science dealing with rapidly changing social phenomena. 


Studies based on lower-class and/or delinquent populations do 
not readily generalize to the present phenomenon of middle-class cannabis 
consumption. It would appear that only a small minority of middle-class 
cannabis users have had experience with opium, morphine or heroin. How- 
ever, some opiate narcotic use in certain middle-class groups in Canada has 
been reported. 


Due to loose prescribing practices and the availability of methadone 
on the illicit market, a number of “primary methadone addicts” (without 
previous heroin experience) have developed in Canada. Some of these 
individuals have subsequently tried heroin as well. The extent of such 
occurrences is uncertain at the present time. 


In North American studies, peer groups values and the establishment 
of contacts with illicit drug distribution networks have played a major role 
in concomitant and sequential illegal use of different drugs. Becoming ac- 
customed to “breaking the barrier” of illegal drug use by the consumption 
of one illicit drug may reduce, in some individuals, inhibitions with respect 
to other such drugs. It has been proposed that cannabis often provides the 
initial drug in this context. Although previous heavy illicit use of alcohol 
during adolescence is common in adult chronic drug users, drinking by 
young people, even though illegal, is largely condoned and, to some extent, 
encouraged by our society; it does not have the legal significance that can- 
nabis use has. Some have suggested that through the use of cannabis certain, 
perhaps predisposed, individuals may learn to use a drug as a mode of 
coping or as a simple primary source of reinforcement and satisfaction, and 
that this lesson might later generalize to other drugs. In some instances, 
heroin was first taken by intravenous amphetamine users to ‘crash’ or come 
down from a ‘speed run’. Much attention has been given to the concept of 
a “needle barrier” in such cases. It has been suggested that learning to 
tolerate (or in some cases, to enjoy) the originally aversive practice of self- 
injection increases the likelihood that other drugs will be injected at a later 
time. Many argue that persons who ultimately become dependent on opiate 
narcotics, ‘speed’ or other ‘hard’ drugs are strongly predisposed in that di- 
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rection by personal, social and economic factors, and that the use of 
transitional drugs is of little causal significance. Attempts to identify and 
establish personal predisposing factors have met with little success, however, 
and this interesting hypothesis has yet to be confirmed. 


In summary, a positive statistical relationship exists between the use of 
heroin and a variety of other psychoactive drugs. Marijuana is often the first 
illicit drug (other than alcohol and tobacco in adolescence) taken by users of 
heroin and other drugs. The role of cannabis, if any, in the progression to 
other drugs is not yet well understood; it is unclear whether it plays a specific 
predisposing role, or is causally unrelated to other drug use and is typically 
used earlier simply because of its wider availability and social acceptance. 
Specific pharmacological properties of marijuana (or any other drug) which 
might lead to a need or craving for other drugs have not been discovered. It 
would appear that dynamic and changing social and personal factors play 
the dominant role in the multi-drug-using patterns reported, and that the 
specific pharmacology of the compounds involved is secondary. Other aspects 
of this topic are discussed in Appendix C Extent and Patterns of Drug Use. 


AN OVERVIEW OF METHADONE AND LONG-ACTING METHADONE DERIVATIVES 


Introduction 


In light of the recent rapid expansion in the medical and non-medical 
use of methadone in North America, a separate overview focussing on certain 
pharmacological aspects of methadone and its derivatives is presented here. 
Some redundancy with the general opiate narcotic discussion above is 
unavoidable. 


Methadone was first synthesized in Germany during World War II. 
Certain derivatives of methadone, including /-alpha acetylmethadol (also 
called methadyl acetate or LAM) and dl-alpha acetylmethadol, have similar 
but longer-lasting pharmacological effects and are currently being investigated 
as possible substitutes for it.1°4, 116. 118. 238 Since the effects of these drugs are 
similar, the following discussion will focus primarily on the more widely used 
methadone, and the specific derivatives will be referred to when distinctions 
are appropriate. 


Methadone which appears on the illicit market is usually diverted from 
legal sources, primarily by opiate narcotic-dependent persons who sell a 
portion of their prescribed medication, or from pharmacy, hospital and other 
thefts. The illicit manufacture of methadone in clandestine laboratories in the 
United States has been reported,®° but the current magnitude of such supplies 
has not been established. No illicitly produced methadone has been identified 
in Canada. Only limited quantities of the longer-acting methadone derivatives 
are available through licit channels in North America, and little or none 
appears to have reached the illicit market. 
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Although the majority of persons dependent on methadone have become 
regular users through medical treatment of their heroin use, as noted earlier, 
a number of “primary methadone addicts” have been identified in Canada, 
who have not used heroin or other opiate narcotics.®* 87 


Medical Use 


Methadone has clinical properties that are qualitatively similar to mor- 
phine and other opiate narcotics. It relieves all types of pain, inhibits 
coughing, and slows gastrointestinal contractions (thereby relieving diarrhea), 
and has been used medically for these purposes.14* More recently, methadone 
has become important in facilitating opiate narcotic withdrawal and as a 
substitute for heroin in the long-term medical management of opiate narcotic 
dependence.®. 58. 88. 119 The longer-acting methadone derivatives are currently 
being investigated as alternatives or supplements to methadone.1© 116, 118, 239 


Administration, Absorption, Distribution and Physiological Fate 


Methadone is available in solution for injection or in tablets and liquid 
forms intended for oral use. Taken orally, it retains a considerable degree 
of effectiveness, including toxicity at high doses. In contrast, morphine and 
heroin are considerably less effective by the oral route than when injected. 
Consequently, methadone is commonly given orally in medical use, and may 
also be taken by mouth by persons who use the drug illicitly but wish to 
avoid injections.11° The long-acting methadone derivatives are also effective 
when taken orally. In fact, the psychological and physiological effects of 
l-alpha acetylmethadol appear more quickly by the oral route than by in- 
jection: oral administration results in a 1-14 hour delay in onset while intra- 
venous or subcutaneous injection results in a delay of 4—6 hours or longer. 
The racemic mixture, dl-alpha acetylmethadol (but not J/-alpha acetyl- 
methadol) may result in severe burning, aching and pain after subcutaneous 
injection."? 

Metabolism occurs primarily in the liver and excretion is mainly via 
urine, although under certain conditions significant excretion in perspiration 
may occur.!°° Methadone is detectable in blood, urine, and other body fluids 
with standard techniques, and because of its slower metabolism and excre- 
tion, it can be detected for considerably longer periods after use than is the 
case with morphine and heroin. Immunoassay techniques have been developed 
for methadone.1*5 


Effects, Tolerance and Dependence 


The acute psychological effects of methadone depend on dose, mode 
of administration and the individual’s past history of opiate narcotic use. 
When these factors are taken into account, the acute psychological effects 
of methadone can be very similar to the effects of other opiate narcotics, 
but are of somewhat longer duration.1°°. 1°° For example, the immediate 
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effects of intravenous injections of this drug may not be clearly discriminable 
from intravenous injections of morphine or heroin. All three can result in 
a ‘rush’, euphoria, drowsiness, nausea, dizziness, relief of or indifference 
to pain, and so forth. The long-acting methadone derivatives also result in 
distinct morphine-like effects; /-alpha acethylmethadol is different only in that 
intravenous injection of this drug does not produce an initial ‘rush’, and 
its effects have 4-6 hour delay in onset.?? 


With large and progressively increasing doses of methadone injected 
regularly over a period of several weeks in an experimental situation, in- 
dividuals are reported to become less active and may spend a great deal 
of time in bed in a pleasant dreamy state with alternating periods of somno- 
lence and wakefulness (‘on the nod’ or ‘coasting’); personal appearance 
may become neglected, and performance on cognitive and psychomotor 
tests may be slightly impaired.1°® This behaviour is reported to be strikingly 
similar to that observed when morphine is used under comparable conditions. 


The acute physiological effects of methadone are, similarly, not sub- 
stantially different from those of other opiate narcotics.1°* 1°? For example, 
there may be slowing of EEG waves, loss of appetite, slight elevation of 
blood sugar level, sexual impotence, constriction of the pupils, sweating and 
reduced respiration. The latency, intensity and duration of these effects may 
vary between the drugs, but for the most part the differences appear to be 
quantitative, not qualitative. 


Although methadone has a high dependence liability of the morphine 
type, it is now frequently used in the medical management of chronic opiate 
narcotics dependence.®®: 88. 119 When a constant dose of methadone is given 
orally at daily intervals, most of the acute psychological and physiological 
effects of the drug gradually become minimal or absent as tolerance develops. 
Tolerance to methadone develops substantially slower than to morphine or 
heroin, but after tolerance has stabilized, clinical observers reportedly cannot 
distinguish individuals given such treatment from non-treated normal 
controls. 


Many persons on methadone maintenance are able to perform well in 
school and at a wide variety of jobs requiring different intellectual and 
motor skills. Many of these individuals drive automobiles regularly, and 
some drive trucks and cars in the course of their employment.1”1: 172 So far 
there is no evidence of significant traffic hazards resulting from these 
practices. In fact, an improvement in driving records has been reported in 
some former heroin users after joining methadone maintenance pro- 
grams.?2. 6 However, there is relatively little systematic data available deal- 
ing with the effects of chronic methadone use on intellectual and cognitive 
functioning, perceptual and sensory ability, and driving and other psy- 
chomotor skills. The existing data do not provide grounds for much concern, 
but considerable additional research is needed in these areas. 58. 85, 104, 106 
Of particular importance are possible interaction effects with alcohol, can- 
nabis, and other commonly used licit and illicit drugs. 
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Because of cross-tolerance, when methadone tolerance is sufficiently 
high, subsequent injections of formerly active doses of heroin or other opiate 
narcotics are relatively ineffective in producing a ‘high’ or ‘rush’; this effect 
has been called “narcotic blockade”.®>: 57 In addition, daily administration 
of methadone is effective in forestalling the onset of the withdrawal syndrome 
associated with regular use of heroin. Potentially therapeutic aspects of this 
maintenance of cross-tolerance and cross-dependence include: the reduc- 
tion of the acute pleasurable, reinforcing effects of opiate narcotics which 
are of importance in the development and continuation of dependence; the 
elimination of the need to procure illicit drugs in order to avoid the with- 
drawal syndrome; the reduction of the sedation and consequent behavioural 
impairment that may accompany the acute ‘high’; the elimination of the 
‘craving’ for heroin often described by heroin users and former users; and 
the reduction of the secondary complications which usually follow regular 
intravenous injection of illicit materials. 


Other opiate narcotics, including heroin, morphine or pethidine could, 
in principle, be given orally and in constant doses to produce a similar 
effect. Methadone, however, has two important properties which make its 
use more practical. First, it is quite effective when taken orally as compared 
to injections. Second, it is necessary to administer methadone only once 
every 24 hours in order to avoid the onset of the withdrawal syndrome. The 
long-acting derivatives can be administered at intervals of 48 hours or longer 
with the same result, and for this reason they are being investigated as pos- 
sible substitutes for methadone. Heroin or morphine must be administered 
several times daily in order to avoid withdrawal symptoms in dependent 
users. Since patients may be required to go to a clinic for each drug admin- 
istration, minimizing the frequency of such visits is of considerable thera- 
peutic and economic significance. There does not appear to be any data 
from controlled experiments to verify the assumption that the direct effects 
of methadone maintenance are superior to maintenance on other opiate 
narcotics, however. Similarly, the relative effectiveness of oral versus intra- 
venous administration of methadone in certain maintenance situations has 
not been systematically explored and is presently the subject of some 
controversy. 


Although most acute psychological and physiological effects of methadone 
become minimal or absent with daily administration of constant doses, toler- 
ance to some effects does not appear to develop in many individuals.5®. 83. 108, 
114,165 Although conflicting opinions exist regarding the degree of euphoria 
typically produced by methadone under oral maintenance conditions, it is 
now generally accepted that methadone may reduce anxiety and depression, 
and may produce a sustained feeling of improved well-being, but not the 
intense peak euphoria which is characteristic of heroin and morphine. Some 
symptoms commonly reported to persist include constipation, excessive 
sweating, impotence and difficulty achieving orgasm, drowsiness and feeling 
‘loaded’. Patients also report that methadone frequently does not prevent the 
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appearance of withdrawal symptoms over the entire 24-hour interval between 
administrations. The long-acting derivatives have not been as extensively 
studied as methadone, but some similarities in side effects such as sweating, 
impotence and constipation, and some differences including less sedation and 
euphoria and fewer abnormal EEG’s have been reported in some instances.1% 
A cumulative toxicity sometimes occurs with the long-acting derivatives, and 
it has been reported that subjective amphetamine-like effects, dysphoria, acute 
psychosis and other toxic reactions may develop after the drugs have been 
used in high doses for one or two weeks.7?. 84, 118 


The side effects frequently reported by patients in methadone main- 
tenance programs are related to the magnitude of the dose administered. In 
one study, it was found that during the first three months of treatment, 
patients given a high (100 mg) or moderate (50 mg) dose reported more 
side effects than patients receiving only 30 mg/day.®* The differences were 
not pronounced, however, and might be expected to decline if tests were 
continued for a longer period. On the other hand, the 30 mg group showed 
more evidence of withdrawal effects, occurring primarily in the evening, eight 
Or more hours after receiving the daily dose. Low maintenance doses have 
also been shown to be more likely to result in transient illicit heroin use; 
but no dose differences have been found in the number of patients remaining 
in treatment, their employment, arrest rate, or their use of other drugs.®* 118 
So far there has been no systematic investigation of the effect that dose and 
duration of treatment might have on the ease and success of future methadone 
withdrawal and overall opiate narcotic abstinence. In Canada, methadone 
doses employed cover a wide range (approximately 25-150 mg), and until 
careful, long-range studies have been conducted, the optimal range remains 
unknown. 


The number of medical or behavioural complications seen in individuals 
dependent on illicit opiate narcotics typically decreases following long-term 
maintenance on methadone. Changes which have been reported include: 
fewer infections, more regular menstrual function in females, decreased auto- 
mobile driving violations, fewer physical complaints, less insomnia, an im- 
provement in mood, reduced non-drug criminal behaviour, and increased 
employment.*: §. 227 Weight gain is often reported by persons on methadone 
maintenance. Such changes are probably the result of a number of factors, 
making it difficult to determine possible differences between the effects of the 
previously used opiate narcotics and associated illicit heroin-dependent life 
style, and the direct effects of methadone. Like morphine and heroin, there 
is little evidence of direct permanent physiological damage due to chronic use 
of methadone.!!2 Most of the complications seen in non-medical use are 
attributable to secondary factors such as nutrition, hygiene or the use of other 
drugs; other effects appear to be reversible upon cessation of methadone use. 
Considerably more research on the chronic physical effects of long-term use 
of methadone and its long-acting derivatives is necessary. 
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Babies born to mothers dependent on methadone frequently demonstrate 
withdrawal symptoms and may require hospitalization for several weeks.?° 
21, 227, 240 T ow birth weights have also been reported, but it is not known if 
this and other complications are due to the methadone or to other factors 
such as inadequate nutrition, poor hygiene and the heavy use of other drugs 
like tobacco. Babies born to mothers dependent on heroin have similar diffi- 
culties, and at present, the possible differences between the drugs in this 
regard are not well established. No congenital abnormalities have been linked 
with methadone. 


At sufficiently high doses, methadone, like other opiate narcotics, 
produces coma, shock, respiratory arrest and death. Secondary complications, 
possibly leading to death, can result from the injection of insoluble materials, 
such as tale or chalk, which are present in preparations intended for oral 
use,” 204 


The nature and intensity of the abstinence syndrome which results when 
regular methadone administration is abruptly discontinued depends, as with 
other opiate narcotics, on dose and frequency of use.1°° At low doses the 
abstinence syndrome may be minor or even absent. At high doses the absti- 
nence syndrome is detectable in 1-3 days following cessation of use, after 
which the intensity and number of withdrawal symptoms build up gradually 
over a period of about a week and then fall even more gradually, with certain 
symptoms such as weakness, fatigue, aching and insomnia possibly lasting 
up to six weeks or longer. With the long-acting methadone derivatives the 
abstinence syndrome is similar but develops even more slowly, but, so far, 
observations in man have been continued for only two weeks following 
cessation of use—in this period the intensity of the withdrawal syndrome did 
not begin to recede.”? 


Because of its relatively slow metabolism and excretion, the methadone 
abstinence syndrome is quantitatively and in some ways qualitatively different 
from that associated with morphine or heroin. As noted earlier, with the 
latter drugs the acute effects pass more quickly, and the abstinence syndrome 
appears in half a day or less, reaches its peak intensity after 1-3 days of 
abstinence, and gross recovery occurs in 7-10 days. The maximum severity 
of withdrawal is considerably greater with the shorter-acting opiate narcotics 
than with an equivalent cross-dependent dose of methadone. As a result, 
methadone may be useful in withdrawing individuals heavily dependent on 
heroin or morphine. By substituting an equivalent dose of methadone, the 
subsequent withdrawal syndrome is, at its peak, considerably more bearable 
and manageable, although distinctly longer in duration.1°® On the other hand, 
since the heroin withdrawal symptoms most often seen in Canada today are 
relatively mild, substituting high doses of methadone for heroin may result 
in a more intense and prolonged withdrawal syndrome than would otherwise 
have been the case. It has been noted that prolonged withdrawal, even if 
less severe, may be more aversive to some individuals than a more intense 
abstinence syndrome of shorter duration. 
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Some individuals who have had experience in methadone maintenance 
programs have complained that the withdrawal from methadone can be 
much worse than that experienced with illicit heroin. This apparent paradox 
may be partly explained if typical patterns of illicit opiate narcotic use are 
compared with the regular daily administration of heavy methadone doses. 
Even regular heroin use in North America is apparently much more of an 
intermittent practice than was once realized. Very few persons can afford 
regular daily high-dose heroin use, and many may have developed a rela- 
tively mild tolerance and physical dependence prior to beginning methadone 
maintenance. In fact, an individual can, in many parts of North America, 
enter methadone maintenance without actually having any prior physical de- 
pendence. (Note that a single “positive urine” for opiate narcotics is not 
adequate evidence of regular heroin use or dependence.) However, once 
established in a maintenance program, the patient is assured a continual daily 
high tissue level of methadone, designed to produce considerable tolerance 
and physical dependence. In other words, all individuals on methadone main- 
tenance are solidly dependent on opiate narcotics, often to a much greater 
and more regular degree than they had been previously when they had to 
acquire an illicit drug on the street or do without. Consequently, some such 
individuals are liable to experience a more severe withdrawal from methadone 
if they quit abruptly. The methadone withdrawal syndrome is milder than 
that associated with heroin dependence only if equivalent doses which pro- 
duce comparable tolerance and physical dependence are involved. Unfor- 
tunately it is presently difficult to accurately determine the extent of prior 
opiate narcotic use and dependence in individuals applying for methadone 
maintenance. 


Although methadone is an effective analgesic in acute use, individuals 
on methadone maintenance experience adequate aversive response to 
normally painful stimuli. In spite of significant cross-tolerance, pethidine or 
morphine are apparently effective in relieving pain from serious injury, 
disease, or medical surgery in methadone-dependent persons. In addition, 
chronic methadone use does not seem to cause major complications to 
surgical anesthesia.®® 


OPIATE NARCOTIC ANTAGONISTS 


There are a large number of drugs available which block or counteract 
the effects of opiate narcotics in varying degrees. Most of these compounds 
have some morphine-like or other activity of their own, while a few are 
relatively pure antagonists and lack significant direct pharmacological effect. 
Many of these antagonists have been derived by chemically altering some 
aspects of natural or synthetic opiate narcotic molecules. Among the best 
known antagonists are cyclazocine, naloxone, nalorphine (Nalline®), and 
levallorphan. Cyclazocine was the first narcotic antagonist to become im- 
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portant in clinical work, and is the best studied and understood of these 
compounds. Some promising newer antagonists which are under clinical 
investigation are levo-BC-2605 (synthesized by Bristol Laboratories of 
Canada), EN 1639A, and M-5050, a thebaine derivative.??. 35. 113, 187, 151, 
153, 221 Tmmunization approaches to narcotic antagonism are also being ex- 
plored employing antibodies originally developed for immunoassay of opiate 
narcotics in body tissue and fluid.” 


In sufficient dose antagonists can block the psychological and physio- 
logical effects of opiate narcotics, including the development of tolerance and 
physical dependence, and can reverse or prevent toxic effects of opiate 
narcotic overdose. The antagonists produce their blocking effects without 
altering the metabolism or excretion of opiate narcotics. It is generally 
thought that they competitively block the active drug molecule at its receptor 
site of action. If a short-acting antagonist were used in the treatment of an 
overdose of a longer-acting drug, such as methadone, repeated administration 
of the antagonist would be necessary for the duration of time that the 
methadone would normally have been active. If only a single antagonist 
dose were given, the patient could relapse into a toxic state after initial 
recovery, as soon as the antagonist effects began to dissipate.’ As noted 
earlier, antagonists can precipitate an intense acute withdrawal syndrome 
in opiate narcotic-dependent individuals, and this property is sometimes 
employed for identifying physically dependent persons for medical and legal 
purposes.113 


Cyclazocine may be administered orally, subcutaneously or intra- 
venously. Oral administration has been preferred when the drug is to be 
administered regularly. Naloxone and nalorphine are 30-100 times more 
effective when injected and are usually given subcutaneously. This feature 
has led to the development of a methadone-naloxone combination which 
may be used in the future to discourage the injection of methadone meant 
for ingestion only: taken orally, as directed, the methadone is effective but 
the antagonist is not; taken by injection, the methadone is rendered ineffective 
by the antagonist and, further, an intense withdrawal syndrome is rapidly 
precipitated in a dependent individual.**. 122 


Variations in absorption, distribution, metabolism and excretion are 
responsible for many of the differences in potency and duration of action 
among the antagonists. While the duration of action depends to some degree 
on the particular effect being measured, at sufficient doses cyclazocine, levo- 
BC-2605 and EN 1639A can be effective for 24 hours; typical doses of 
naloxone or nalorphine are usually effective for less than 6 hours.*#: 115. 148. 
151, 239 In order to obtain longer-lasting antagonism, certain salts and esters 
of cyclazocine and naloxone have been synthesized, resulting in an increase 
in their durations of action by a factor of about 10. In addition, subcutaneous 
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injections of a lightly granular partly biodegradable plastic permeated with 
cyclazocine has been shown to suppress the effects of morphine in dogs for 
more than a week.!5! Other vehicles or antagonist carriers include sur- 
gically implanted polyethylene film and polylactate matrices.15* A relatively 
pure antagonist which is slowly released from implanted biodegradable ma- 
terial, providing effective opiate narcotic blockade for a month following 
administration, may be available for testing in humans in the near future.14¢ 


Cyclazocine has been used clinically in regular, daily doses in opiate 
narcotic-dependent individuals in order to discourage their use of such 
drugs.11°. 239 Jt is thought that ineffective attempts to use opiate narcotics 
diminish and possibly extinguish the individual’s learned opiate narcotic- 
seeking behaviour and conditioned abstinence symptoms, both of which 
may result in relapse to opiate narcotic use. This treatment approach may 
be used more widely when longer-acting antagonists are refined. However, 
antagonists do not block the craving or hunger for narcotics often reported 
in persons dependent on morphine-like drugs, nor do they ease the tension 
or depression frequently noted in such individuals. Consequently, relatively 
few patients are willing to be maintained on antagonists. 


One difficulty with cyclazocine maintenance is that the drug has some 
direct effects of its own: for example, it has mild analgesic properties, and 
can produce mental clouding, sensory distortions, hallucinations and a 
variety of physical symptoms such as constipation, headaches, muscle 
twitches, and difficulty focussing the eyes. However, tolerance develops to 
most of these effects with chronic use.1!%. 157 Some degree of physical 
dependence on cyclazocine or nalorphine can also develop. High doses of 
levo-BC-2605 result in some side effects, but they are considerably less 
significant than those produced by cyclazocine or nalorphine at comparable 
antagonistic doses.*4: 146 EN 1639A, in contrast, is a more “pure” antagonist, 
producing few or no discernible side effects at doses providing effective 
morphine blockade.!#® Naloxone is also a relatively pure antagonist but its 
short duration of action and high cost limit its usefulness. The Bristol (BC 
series) antagonists have advantages in that they are synthesized entirely 
from petroleum products (most other antagonists require some opium mate- 
rial) and are very inexpensive.2® #4 Any chronically effective antagonist has 
the potential disadvantage of preventing the effective legitimate medical use 
of opiate narcotics as well as non-medical use. 


There is no evidence that regular administration of opiate narcotic 
antagonists results in any permanent psychological or physical effects. 
Clinical experience with these drugs is limited, however. Human deaths due 
to overdose of antagonists have not been reported. Fatal levels of cyclazocine 
have been reached in animals, but it does not appear that lethal toxicity 
is a significant risk with use of antagonists. 
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A.3.> AMPHETAMINES AND AMPHETAMINE-LIKE DRUGS 


INTRODUCTION 


Amphetamines are synthetic amines which are in some ways similar to 
the body’s own adrenalin (epinephrine). These drugs generally evoke an arousal 
or activating response not unlike one’s normal reaction to emergency or stress. 
Naturally occurring stimulants, such as khat, ephedrine, strychnine, cathine, 
caffeine and cocaine, have been used in various cultures for centuries.1® 1%? 
Amphetamines were first synthesized in the latter part of the 19th century, 
although their major pharmacological properties were not discovered until 
ASIA ele 

A variety of amphetamine-related drugs currently exist. The most com- 
mon amphetamine substances are amphetamine (Benzedrine®), dextroam- 
phetamine (Dexedrine®), and methamphetamine (Methedrine® or Des- 
oxyn®), with Benzedrine® being the least potent. Pharmacologically similar 
(“‘amphetamine-like”) drugs with different chemical structures include 
benzphetamine (Didrex®), phenmetrazine (Preludin®), phendimetrazine 
(Dietrol® or Plegine®), methylphenidate (Ritalin®), pipradrol (Mera- 
tran®), diethylpropion (Tenuate®, also called amfepramone), and chlor- 
phenteramine (Pre-sate®). Although various distinctions can be drawn 
among these drugs, many of their effects are similar if the dose is adjusted, 
and, consequently, they will be discussed as a group, with amphetamine as the 
prototype. Two amphetamine-related drugs, MDA (methylenedioxyampheta- 
mine) and STP (DOM or dimethoxymethylamphetamine), with potent psy- 
chedelic-hallucinogenic properties are discussed in A.5 Aallucinogens. 
Cocaine is dealt with separately below. (See A.4 Cocaine.) Caffeine is not 
discussed in detail in this report, but the reader is referred to several recent 
reviews of the effects of this popular drug.!] Common slang terms for the 
various amphetamines and amphetamine-like drugs include: ‘speed’, ‘crystal’, 
‘meth’, ‘bennies’, ‘dexies’, ‘A’, ‘uppers’, ‘go fast’, ‘pep pills’, ‘diet pills’, ‘jolly 
beans’, ‘truck drivers’, ‘co-pilots’, ‘eye openers’, ‘wake-ups’, ‘hearts’ and 
‘footballs’. 

Amphetamines were introduced in medicine in the 1930s, and their 
stimulating properties were widely used by both Allied and Axis soldiers 
during World War II to counteract fatigue. Since then, amphetamines have 
been commonly employed in medical practice and often used non-medically 
by vehicle drivers on long trips, night-shift workers, fatigued housewives, 
students studying for exams and others who must meet deadlines, athletes 
attempting to increase performance, and others desiring general stimulation, 
pleasure or fun. 

In the late 1940s much of the war-time drug stockpile became avail- 
able on the world market, and in many countries amphetamines were ava'l- 
able on a non-prescription, over-the-counter basis. Widespread use followed 
in most industrialized areas with numerous unpleasant consequences. Use 
reached epidemic proportions, for example, in the 1950s in Japan—a country 
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which had never previously had a serious drug problem except alcoholims.2° 10° 
Since this time, amphetamines and related drugs have generally been put 
under governmental control, and in some countries, such as Sweden, they are 
highly restricted in both medical and non-medical applications. Additional 
controls on the medical use of amphetamines and some related drugs have 
recently been imposed in Canada as well.?8 

The popularity of medical and non-medical use of these drugs spread 
rapidly in all age groups and social classes in North America after W.W. II. 
The drugs were usually taken orally or sniffed, and, more rarely, injected. 
Oral use was made of ‘dismantled’ Benzedrine® inhalers, which were on the 
unrestricted legal market at that time. 


Popular oral use of amphetamines has continued, and in the mid-1960s 
a phenomenon new to North America developed and has caused major con- 
cern—the intravenous use of massive doses by persons commonly referred 
to as ‘speeders’ or ‘speed freaks’. In North America, methamphetamine has 
been the most popular substance for such use, but in other countries, such as 
Sweden,!* phenmetrazine is preferred. Although this practice has been most 
frequently noted among youthful multi-drug-taking individuals, considerable 
opposition to such use of amphetamines has developed with the ‘hip’ com- 
munity. The ‘speed trip’ is in many respects the antithesis of the experience 
sought with psychedelic drugs. Instead of the orientation towards the ‘con- 
sciousness expansion’, personal insight, and aesthetic and religious awareness 
often attributed to the psychedelic drug experience by hallucinogen users, 
the ‘speed’ phenomenon is usually characterized by action, power, arrogance 
and physical pleasure, and regularly leads to suspicion, paranoia, hostility 
and, often, aggression and violence. In addition to these undesirable personal 
characteristics, which often render ‘speed freaks’ highly unpopular, even 
amongst their peers, ‘speeders’ generally present a picture of chronic ill health 
unparalleled among other youthful users. 

The message received by the Commission at public and private hearings, 
and in written communication with youthful drug users has been mostly 
negative towards ‘speed’. Many experienced illicit drug users consider 
amphetamines extremely dangerous and undesirable, and have expressed 
surprisingly hostile attitudes toward these drugs in no uncertain terms. 
Numerous persons well known to youth, who have had considerable influence 
on drug attitudes during the past decade (e.g., John Lennon and the Beatles, 
Frank Zappa and the Mothers of Invention, Timothy Leary, Allen Ginsberg, 
and Donovan) have made public statements against the use of ‘speed’. 


Amphetamines are legally available in a variety of tablets, capsules 
(both in immediate and delayed release forms), elixirs, liquid injections and, 
until recently, inhalers.124 Methamphetamine generally appears in powder or 
‘crystal’ form on the illicit market. Amphetamines have been available for 
medical use in North America in combination with such drugs as barbiturates 
(e.g., Dexamyl®) and other sedatives, atropine, caffeine, vitamins and 
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minerals, and thyroid extract. One of the most exotic pharmaceutical com- 
binations has been described as follows: 


This is a multi-coated tablet of pentobarbital on the outside to induce sleep 
rapidly, phenobarbital under a delayed dissolving coating to extend the sleep, 
and under another coating, an amphetamine to awaken the patient in the 
morning.” 


As with other prescription drugs which are widely used, such as the 
barbiturates, minor tranquilizers and related sedatives, the distinction between 
medical and non-medical use of amphetamines is not always easily made. 


MEDICAL USE 


As early as 1935, amphetamines (in oral doses from 20-200 mg per 
day) were found to be a specific treatment for narcolepsy, an uncommon 
illness which is characterized by sudden attacks of weakness and sleep. These 
drugs remain the most effective treatment for this disorder. 


Since the 1940s amphetamines (generally in doses of 10-50 mg per day) 
have been used in the treatment of overactive children who showed disorders 
of attention and impairment of learning capacity. In the last few years, a num- 
ber of investigators have published results of controlled studies which re- 
vealed that amphetamines and methylphenidate were among the most effec- 
tive treatments for hyperkinetic disorders. There has been a considerable 
amount of controversy surrounding the use of stimulants in the management 
of overactive children. Some opponents claim that the drugs are frequently 
used for social rather than medical reasons to make unruly children conform 
to the standards of an overly discipline-conscious school system.*® 7° 91. 117 


Psychiatrists have occasionally used intravenous injections of methedrine 
(in doses of 15—30 mg) for diagnostic purposes. Administered in this fashion, 
the drug induces a state of excitation, elation and increased talkativeness, 
during which a previously inhibited patient may reveal information and symp- 
toms which might be considered important for the understanding of his 
disorder. He may also express, more freely, previously suppressed emotions. 
It has been observed that some patients with a border-line psychosis show 
typical psychotic symptoms more clearly following an injection of amphet- 
amines. 

At one time, these drugs were tried in the treatment of alcoholism and 
opiate narcotic dependence, but this practice was not successful and was 
abandoned. Since drug dependence is often a chronic condition, some 
patients who took this treatment became dependent on amphetamines instead 
of, or in addition to, their original drug. 


Early hopes that amphetamines would prove to be an effective general 
treatment for severe depression were soon disappointed. Although these 
drugs are powerful stimulants and increase a depressed person’s activity, 
they may also make him more anxious and agitated, deprive him of sleep, 
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and may fail to elevate his mood or to reverse the fundamental depressive 
process. In some well-selected individuals, amphetamines have been effective 
in relieving mild depression and chronic fatigue. Other drugs which do not 
have significant stimulant-euphoric properties, such as phenelzine (Nardil®), 
amitriptyline (Elavil®) and imipramine (Tofranil®) are generally recom- 
mended for the chemotherapy of severe depression. 


Amphetamines have a strong anorectic or appetite-suppressing effect. 
Most so-called ‘diet pills’ contain amphetamines or similar preparations. How- 
ever, the appetite-suppressing action together with the pleasant stimulating 
effects of these drugs usually declines after about two weeks of regular use, 
unless the dose is continuously increased. Weight loss so produced has often 
been only temporary, and amphetamines are no longer generally recom- 
mended for the treatment of obesity. Fenfluramine (an amphetamine analog) 
suppresses appetite without producing general stimulation effects and has 
recently been approved for medical use in Canada. (The potential for non- 
medical use of fenfluramine has not been extensively studied. ) 


Recent regulations in Canada restrict the regular medical use of 
amphetamines, phenmetrazine and phendimetrazine (but not other amphet- 
amine-like drugs) to the treatment of narcolepsy, hyperkinesis, mental retar- 
dation, epilepsy, parkinsonism, and hypotensive states associated with 
anesthesia.2? Amphetamines have also been used, with varying degrees of 
success, in the treatment of pregnancy nausea, asthma, nasal congestion, 
nocturnal enuresis (bet wetting), pain and sedative overdose.” %*, 98 


CHEMICAL ANALYSIS OF ILLICIT SAMPLES IN CANADA 


Methamphetamine is the most common of the stimulant drugs noted in 
reports of police seizures and ‘street drug’ analyses in Canada. Other am- 
phetamines and amphetamine-like drugs are occasionally noted, but relatively 
few such samples have been identified chemically. When found, these latter 
drugs are typically of high quality and generally were originally produced 
by legitimate manufacturers. The methamphetamine available on the illicit 
market is usually prepared in clandestine laboratories and is apparently often 
misrepresented or of poor quality, contaminated by products of faulty and 
incomplete synthesis, and may be mixed with other drugs. As with other 
drugs, alleged amphetamine samples submitted to Canadian laboratories for 
analysis are often those suspected of being adulterated, some unknown drug, 
or the cause of adverse reactions. Consequently, the samples reviewed in 
the following section cannot be considered a representative selection of illicit 
Canadian amphetamines. 


In the Marshman and Gibbins 1970 study of illicit drugs collected in 
Ontario, 70 samples were presented to the researchers as methamphetamine. 
Of these, 61.4% actually contained the drug.®® In addition, methamphetamine 
was detected in five samples which were alleged to be other substances. 
Amphetamines were found mixed with other drugs in only two instances. 
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Gibbins found that methamphetamine samples sold as grams (i.e., ‘street 
grams’) on the illicit market in Toronto typically contained less than one- 
tenth the specified quantity of the drug.*° 

The Commission’s national survey of ‘street drug’ analysis facilities 
covering 1971-72 and our own collection of drug samples provide data on 
86 items alleged to be primarily methamphetamine.1°* '*! Of these samples: 


35% were methamphetamine 
38% contained methamphetamine and other drug(s) 
20% were some other drug(s) 

7% contained no drug 


Of nine additional samples presented as methamphetamine mixtures, 
only five contained the drug and none of the combinations were as alleged. 
Of a total of 111 methamphetamine-containing samples found in the study, 
62 (56%) were relatively pure and free of adulteration. The most common 
mixtures found contained other amphetamines, barbiturates, LSD or PCP, 
but no one combination occurred more than a few times. In addition, 22 
samples containing other amphetamines and 2 of phenmetrazine were found. 
Approximately one-half of these were mixed with other drugs. Most had been 
represented as methamphetamine. Methylphenidate was not detected in any 
samples. 


The Health Protection Branch has reported to the Commission the 
quantitative analysis of 286 samples containing methamphetamine which 
were seized by the police during the period of June 1971—October 1972.83. [] 
Many of these samples had been selected for special analysis because of 
previously detected impurities and consequently cannot be considered repre- 
sentative of either the forms of the drug on the street or of police seizures 
in general. These samples were almost exclusively in bulk powder or ‘crystal’ 
form (as opposed to capsules or tablets) and ranged from 0.6% to 97.2% 
pure methamphetamine with a median of 39.2%. Products of faulty or in- 
complete synthesis were often found, as were other amphetamines. No other 
impurities or specific mixtures occurred more than a few times each in this 
collection. 


ADMINISTRATION, ABSORPTION, DISTRIBUTION, AND PHYSIOLOGICAL FATE 


Amphetamines are usually administered orally and are readily absorbed 
from the gastrointestinal tract. Occasionally, intramuscular or intravenous 
injections are used medically. In the past, an amphetamine base inhaler was 
also available. Amphetamine can be smoked if it is burned with some com- 
bustible material such as tobacco. Non-medical users may employ any of 
these administration routes, including sniffing ‘crystal’. Chronic ‘speed freaks’ 
generally prefer intravenous injections. 
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The various amphetamine-related drugs differ to a certain extent in the 
tate of metabolism and elimination, but the general processes are similar. 
About half of the amphetamine which enters the body is excreted unchanged 
in the urine; the remainder is metabolized or chemically altered in the liver 
prior to elimination. Excretion of the bulk of the dose is rapid, but traces 
of the drug may be found in the urine up to a week after the last administra- 
tion.** 75. 2, 98 Because of the considerable proportion excreted unchanged, 
certain persons have been reported to extract and re-use crystals from the 
urine when fresh supplies were scarce. (This general practice of ‘reclaiming’ 
excreted drugs is not new, and such procedures have been recorded for 
centuries. ) 


Amphetamines and metabolites can be readily identified in blood and 
urine using standard techniques. Most other popular stimulants are also 
detectible in body tissue and fluids.®. 2%. 8°. 107, 137 Extremely sensitive and 
tapid immunoassay techniques have recently been developed for the analysis 
of amphetamines.®¢ 


MODERATE DOSE EFFECTS?!: 7. 92, 98 


Both the psychological and physiological responses to amphetamines 
vary profoundly with dose, and the acute effects of intravenous injection may 
differ significantly from oral doses. The general effects vary continuously 
over the full dosage range, but for clarification in the following discussion, 
the oral use of moderate quantities of amphetamines will be separated from 
high-dose oral and intravenous use. 


At typical therapeutic doses (e.g., 5-30 mg) amphetamines produce elec- 
trophysiological (EEG) signs of central nervous system (CNS) activation, 
along with a variety of adrenalin-like peripheral (sympathomimetic) effects 
such as increased blood pressure, pulse rate and blood sugar; slight dilation 
of some blood vessels and constriction of others; widening of the pupils; in- 
creased respiration rate; depression of appetite; and some relaxation of 
smooth muscle. Such effects might last three to four hours. 


The psychological response varies among individuals, but might typically 
include increased wakefulness, alertness, and vigilance, improvement in 
concentration and a feeling of clearer thinking, decreased fatigue and bore- 
dom, elevation of mood, a feeling of sociability, increased initiative and 
energy, and increased verbal and other behavioural activity. There may be an 
improvement in some simple mental tasks, in reaction time and muscular 
coordination, and in athletic performance. In general, improved functioning 
is most likely to occur when prior performance was at a sub-normal state 
due to drowsiness, fatigue or boredom.*®: 147 


339 


A The Drugs and Their Effects 


On the other hand, a moderate dose of amphetamine in other individuals 
(or perhaps even in the same individual at different times) might produce 
irritation, inability to concentrate, restlessness, anxiety, confusion, depersonal- 
ization, insomnia, blurred vision, tremor, nausea, headache, dizziness, heart 
palpitation, drowsiness, chest pains, chilliness, urinary retention, diarrhea or 
constipation, and other adverse symptoms. With higher doses, hypersensitiv- 
ity, delirium, panic, aggression, hallucinations, psychosis, and cardiovascular 
abnormalities may occur in some individuals. There does not appear to 
be any evidence of irreversible physiological damage associated with long- 
term use of moderate doses of amphetamines, although temporary disorders 
do occur. Although deaths are rare, some fatalities have been reported in 
the literature in unusually sensitive individuals.°? 


After continued administration of even moderate doses, withdrawal 
may be associated with fatigue, drowsiness and, not infrequently, emotional 
depression. The increased energy and alertness elicited by the drug merely 
postpone the need for rest and clearly provide no long-term substitute for it. 
Many regular users of stimulants rely on these drugs for energy when 
fatigued and often do not get proper rest for long periods of time. 


It has frequently been said that amphetamines have a “paradoxical 
effect” on children, especially in cases of hyperkinesis. These drugs reportedly 
calm hyperactivity and improve school performance in some unruly young- 
sters, but are considered CNS stimulants in adults. However, the reports are 
not necessarily contradictory since amphetamines are often noted to enhance 
concentration and directed attention and to reduce boredom in adults, as well 
as Children, and may not necessarily lead to increased general motor activity 
in either case. The repetitive, obsessive-compulsive behaviour often seen with 
high-dose amphetamine use (to be discussed below) may involve phar- 
macological mechanisms analogous to those producing therapeutic effects on 
hyperkinetic children at lower doses. 


HIGH-DOSE EFFECTS 


There has been little direct experimental investigation on the effects of 
high doses of amphetamines in humans. The chronic, high-dose intravenous 
amphetamine syndrome has been described by numerous authors.?". #4. 99. 124 
A similar picture may exist with high-dose oral or nasal use as well.8* The 
cycle or pattern of use usually begins with several days of repeated injections 
(usually of methamphetamine) gradually increasing in magnitude and fre- 
quency. Some users may ‘shoot’ or ‘crank’ up to several ‘street grams’ in a 
single day.®°: 9°. 181 (As noted earlier, however, the actual doses employed 
are uncertain, and it is unlikely that they exceed a few hundred milligrams. ) 
Initially, the user may feel energetic, talkative, enthusiastic, happy, confident 
and powerful, and may initiate and complete highly ambitious tasks. He often 
becomes involved in behaviour of a repetitive, compulsive nature (called 
“punding” in Sweden). He does not sleep and usually eats very little. After 
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the first few days, however, unpleasant toxic symptoms become stronger, 
especially as the dose is increased. These toxic effects may be similar to 
those described earlier for lower doses but appear in amplified and exag- 
gerated form. Some symptoms commonly reported at this stage are: com- 
pulsive and stereo-typed repetition of meaningless acts, automatic jerking 
movements, irritability, self-consciousness, suspiciousness, fear, hallucinations 
and delusions which may take on the characteristics of a severe paranoid 
psychosis. Aggressive and antisocial behaviour may occur at this time. A 
number of homicides have been reported to result from such paranoia.** 
Hallucinations often include tingling, itching and creeping sensations under 
the skin thought to be caused by insects or parasites. Intense scratching or 
digging at these imaginary ‘crank bugs’ may become so intense as to produce 
bleeding sores and permanent scars. Severe chest pains, abdominal pain 
mimicking appendicitis and unconsciousness lasting an hour or more have 
also been reported after ‘over-amping’, or injecting too large a dose.®®. 152 


Towards the end of the ‘run’ (usually less than a week) the toxic 
symptoms dominate, the drug is discontinued, fatigue sets in, and prolonged 
sleep follows, sometimes lasting several days. Upon awakening, the user is 
usually lethargic, ravenously hungry and often emotionally depressed. The 
user may Overcome these effects with another injection—thus initiating the 
cycle anew. In other instances, ‘runs’ may be separated by days or weeks. 
On certain occasions, ‘down’ drugs, such as barbiturates or minor tran- 
quilizers, and more recently, opiate narcotics may be used to ‘crash’ or 
terminate a run which has become intolerable or otherwise unpleasant. 


‘Speed freaks’ are generally unpopular within the multi-drug-using com- 
munity and are often shunned. Consequently, these individuals may live 
together in ‘flash houses’ totally occupied by amphetamine users. Frequent 
‘hassles’, aggression and violence have been reported in such dwellings. Heavy 
users are generally unable to hold a steady job because of the drug use pat- 
terns and often develop a parasitic relationship with the rest of the illicit 
drug-using community. There are reports that many chronic users support 
themselves through petty crime.1% 145 There is significant evidence that much 
of the violence and criminal behaviour associated with ‘speed’ use may reflect 
social and pre-existing psychological conditions as much as the pharmacologi- 
cal effects of the drug.1*? 


The immediate effect of the intravenous injection of amphetamines is 
a sudden, overwhelming pleasurable ‘rush’ or ‘flash’ which has been described 
by users in such terms as “an instant total body orgasm”. This effect is re- 
portedly quite different from the warm, drifting sensation associated with 
opiate narcotics injection, but may be initially similar to the ‘splash’ produced 
by intravenous cocaine.?7. ®. 181 Some users claim that the immediate fantas- 
tic pleasure of the injection is their prime motivation for using ‘speed’, and 
that other aspects are secondary. There are also reports of ‘needle freaks’, 
for whom the use of the hypodermic syringe has acquired special rewarding 
connotations beyond the actual pharmacological effects of the drugs. On the 
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other hand, since high-dose oral or sniffing use has been commonly reported 
in the literature for years, the injection ‘rush’ is clearly not a necessary com- 
ponent for all chronic users.®? In addition, it has been reported that some kind 
of initial (but delayed) ‘rush’ may be produced by large doses taken orally. 


Some individuals report that sexual activity is prolonged by ampheta- 
mines, and may continue for hours. When orgasm finally comes it may be 
more pleasurable than normal; however, some users describe an inability 
to reach a climax. While only a minority of users report increased sexual 
activity, some people give this reason as a primary one for taking the 
drug.1. 36, 90, 124 Other users claim that they take the drug simply for 
euphoria or ‘kicks’, or because it enables them to be more confident and 
active. 


The clinical picture of the chronic ‘speed freak’ is a distressing one 
indeed. Continued use of massive doses of amphetamines often leads to de- 
hydration and considerable weight loss, sores and non-healing ulcers, brittle 
fingernails, tooth grinding, chronic chest infections, liver and cardiovascular 
diseases, a variety of hypertensive disorders, gastrointestinal dysfunction, 
psychiatric problems and, in rare cases, cerebral hemorrhage.*°. 5%. 89, 90, 130, 148 
The extent to which these effects are the direct result of the drug or the 
secondary consequences of poor eating habits and malnutrition, unhygenic 
living conditions, over-exertion and improper rest is unclear, but evidence of 
direct damage due to high-dose use is accumulating.®?: 5°. 86, 122, 148 Necro- 
tizing angiitis, a progressive inflammatory disorder of the small arteries, has 
been reported in a group of intravenous amphetamine users, with fatal out- 
come in some. This disease may be linked to the drug and is often fatal if 
untreated.?8 Further complications may be caused by unsterile and shared 
needles and injections, including tetanus, abcesses and ulcers of the skin, 
hepatitis, perhaps malaria, and a variety of other infections. Many prob- 
lems associated with the injection of insoluble or colloidal particles often 
present in street ‘speed’ have been reported. Similar problems occur when 
tablets, legitimately produced for oral use only, are crushed, mixed with 
water and injected.®. 12° Although users may strain the drug solution through 
a wad of cotton or a cigarette filter as they draw it into the needle for injec- 
tion, such measures are generally inadequate for this purpose and may, in fact, 
add impurities. 

Although some users feel certain that their mental abilities have been 
impaired by heavy use, no clear picture of irreversible brain damage as a 
regular effect in human users has appeared in the literature. Several inves- 
tigators have suggested that recovery from the major effects of chronic ‘speed’ 
use is slow but rather complete, requiring perhaps 6-12 months of abstinence 
and favourable living conditions.*: ®® 9° However, a recent study with 
monkeys, employing high doses within the range consumed by some chronic 
human users, revealed evidence of significant cardiovascular change and 
permanent neurological damage after only a few weeks of daily drug adminis- 
tration.12* This is clearly a high priority area for further research. 
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The acute psychosis reportedly produced by heavy amphetamine use 
has received much attention recently. Many investigators contend that the 
condition is often indistinguishable from paranoid schizophrenia.*?: 4° Pro- 
longed lack of sleep, as occurs during a ‘speed’ run, by itself, has been shown 
to produce psychotic-like conditions.1‘* This led to the hypothesis that the 
entire amphetamine psychosis syndrome might be caused by general sleep 
deprivation or REM (rapid eye movement phase) sleep blockade. Although 
severe psychosis apparently occurs most often after heavy chronic use in 
previously unstable and perhaps pre-psychotic individuals,’ 44, 45. 66, 69 gsymp- 
toms of psychosis have been produced under controlled experimental condi- 
tions after less than two days of repeated administration in non-psychotic 
subjects.® 57. 58. 59 Prolonged sleep deprivation, then, is not a necessary 
component of an amphetamine psychosis,*® although it probably plays a 
significant role in most instances. Phenothiazines seem to alleviate most of 
the signs of psychosis, and major symptoms generally clear up with proper 
rest after amphetamines are withdrawn. In some cases, however, residual 
symptoms may last for months after cessation of amphetamine use.*® 


The undoubtedly intricate causal relationships between prolonged 
psychiatric disturbances and chronic amphetamine use are not clear. While 
it is well established that high doses of amphetamines can reliably elicit or 
augment symptoms of psychiatric disorder as an acute effect, many inves- 
tigators have stressed that a considerable degree of prior psychopathology 
often exists among regular ‘speed’ users—especially those who appear for 
psychiatric treatment.’ 36 44, 45, 66, 69, 82, 97 J inks between the acute symp- 
toms of amphetamine toxicity and long-lasting psychiatric conditions in 
chronic users must be further explored. It. is often not apparent whether 
existing psychopathology has predisposed certain persons to heavy ampheta- 
mine use or if the drug itself has produced the prolonged behavioural dis- 
turbances frequently observed in chronic users. Considerable interaction 
among these variables is to be expected. As well, we have little epidemiologi- 
cal information as to the proportion of even heavy users who actually develop 
severe psychotic or other pathological conditions. Most studies of the psy- 
chological characteristics of amphetamine users have obtained subjects as a 
result of their contact with treatment or law enforcement facilities and, 
consequently, have limited generality. 


Various local surveys of physicians reported to the Commission as well 
as our own studies confirm the notion that medical and related services in 
areas with a high incidence of ‘speed’ use are frequently called upon to treat 
amphetamine-related problems—both physical and psychological.®*, 67, 104, 10, 
111, 120 Generally, little is done beyond acute detoxification. Hospitalization is 
apparently not common. (The Federal Poison Control Program Statistics 
are discussed below.) 


In the Commission’s 1971 national survey of psychiatric hospitals, 
amphetamines were mentioned as a primary or secondary factor in the dia- 
gnostic records of 68 (0.3%) of the 22,885 patients actually in residence 
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at that time.® [] In British Columbia, general hospitals with psychiatric 
wards were surveyed as well; amphetamines were noted in the diagnoses 
of 3 of the 293 psychiatric patients in the reporting institutions. In the na- 
tional mental health data gathered by Statistics Canada, amphetamines were 
considered together with “other psycho-stimulants” (excluding cocaine) in a 
general category.?®. 118. lel Dependence on such drugs (ICD-304.6) was noted 
in the diagnoses of 176 (0.34% ) of the first admissions and 95 (0.19% ) of 
the readmissions to psychiatric hospitals and wards in Canada in 1970. Males 
outnumbered females by more than three-to-one in these data. It would 
appear that although various psychological and physical disorders are often 
noted in chronic amphetamine users, amphetamines are not presently a causal 
factor in a significant proportion of psychiatric hospital admissions in Canada. 
(See also Tables A.5, A.6 and A.7 in the Annex to this appendix. ) 


“SPEED KILLS” 


In recent years, the slogan ‘Speed Kills’ has received much attention, 
and the idea appears to play a significant role in the attitude that some users 
and non-users have towards the drug. One commonly hears the view that 
once you’re ‘hooked on speed’ you have only two to five years left to live. 
Some chronic ‘speed freaks’ incorporate this notion into the identity they 
present to others and the image they entertain of themselves. Many observers 
contend that the chronic use of intravenous amphetamines reflects a thinly 
disguised suicidal tendency, as well as an attention- and sympathy-gaining 
device. “Hello, ’m Philbert Desanex: I’m a speed freak and I’m going to be 
dead by fall,” is only a slightly exaggerated caricature of the image purpose- 
fully projected by some of these individuals. 


What is the evidence that ‘Speed Kills’ in the literal direct physical 
sense? Fatalities due to acute overdose are rarely documented.®: 8? We have 
no reliable knowledge of the extent of heavy amphetamine use, and, although 
we hear many dire predictions, there is no adequate information on the long- 
term prognosis or outcome of such use. It would certainly appear, however, 
that chronic adherence to this practice can be most detrimental to the indi- 
vidual and, often, to those with whom he interacts. 


Although there is little evidence that the life expectancy of ‘speed freaks’ 
is lower than others living under similar circumstances, many investigators 
suspect this to be so.“* Suicide during the withdrawal phase has been cited 
as a risk.*? While there are few cases in the literature of death directly 
attributed to chronic amphetamine use, Clement, Solursh and Van Ast men- 
tion “...a number of cases of death on the street [in Toronto] apparently 
related to high-dose amphetamine abuse. At autopsy, however, pathological 
evidence of death directly due to amphetamines is rare in such cases.’2° After 
a thorough review of the literature up to 1969, Cox and Smart of the Addic- 
tion Research Foundation reported: “Currently there is no evidence available 
on mortality rates among speed users and it is not certain that speed itself is 
a lethal drug. There is no evidence to support or deny that ‘Speed Kills’.”35 
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The Commission has investigated, in considerable detail, reports of 
amphetamine-related poisonings and deaths in Canada.®* 105 The Federal 
Poison Control] Program has records of approximately 600 toxic reaction or 
poisoning cases involving amphetamines or related stimulants in 1971.1°8. [1 
Of these, 296 cases were attributed to ‘speed’, 115 to phenmetrazine, 51 to 
amphetamine, 38 to dextroamphetamine and 20 to methamphetamine. Two 
reports of amphetamine fatalities were noted. The proportion of these cases 
associated with intravenous use was not indicated. Slightly more than half 
of the individuals were 10 to 24 years of age, and approximately one-quarter 
of the cases involved children under five. Overall, two-thirds of the patients 
were males. 


Four deaths in the country were ascribed to amphetamines in the 
Statistics Canada Causes of death 1971 report—two were young people, 
and two cases involved persons over 45 years of age.?° After a search of 
records, the coroners of three provinces (Ontario, Alberta and British 
Columbia) provided the Commission with detailed reports of ten deaths 
thought to be related to the use of amphetamines during the years 1969— 
1971.®8. {81 Only two cases were attributed directly to amphetamine poisoning 
or overdose. The remaining fatalities were due to hepatitis, gunshot wounds, 
and other accidents and suicides which were in some way associated with 
amphetamine use. All of these individuals were males, and eight were under 
25 years of age. (Fatalities involving MDA are discussed in A.5 Hallu- 
cinogens. ) 


It would appear that even though large doses of amphetamines are 
physically toxic, these drugs rarely result in death as a direct acute over- 
dose effect. Permanent consequences of chronic high-dose use on general 
physical condition, susceptibility to disease and overall longevity have yet 
to be fully clarified, but evidence is accumulating of detrimental effects in 
these areas. 


DRIVING 


As noted earlier, low doses of amphetamine typically result in a slight 
improvement in certain intellectual and perceptual abilities, reaction time 
and psychomotor performance. High or continuous doses likely result in 
detrimental effects on these functions, but there has been little direct experi- 
mentation in this regard. There is no available evidence that amphetamines 
have been a causal factor in a significant proportion of traffic accidents, 
although numerous anecdotes and case history reports have appeared in the 
literature. Evidence is accumulating, however, that under some conditions 
amphetamines may have detrimental effects on traffic safety, either through 
the direct effects of high doses or, indirectly, by preventing normal rest, 
facilitating overexertion and increasing driving exposure.®’: 112 129. 145 Further 
research is needed in this area, emphasizing the chemical detection of drugs 
in body fluids and tissues of persons involved in traffic accidents. 
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TOLERANCE AND DEPENDENCE 


Tolerance to the various effects develops at different rates and to dif- 
ferent degrees—some responses decline with chronic use sooner than others. 
The tendency to increase dose depends upon which of the potential drug 
effects is rewarding or reinforcing drug use. Many individuals, for instance, 
who use amphetamines to control narcolepsy may reach a stabilized dose 
and show very little need for increased quantity over a period of years. On 
the other hand, those using the drug to control appetite generally increase 
their dose since tolerance to the anorectic effect readily develops. Many 
psychological effects, such as the mood-elevating and stimulant response, 
may show a considerable sensitivity to tolerance, and individuals who either 
began using the drug to obtain these effects, or who acquired the taste for 
them after initially using amphetamines for other purposes, generally show 
a marked tendency to increase dose over time. Rapid tolerance reportedly 
occurs to the initial ‘rush’ following intravenous injection during a ‘speed 
run’. Tolerance to some of the toxic properties occurs, and certain chronic 
users reportedly administer quantities which would be extremely toxic in a 
non-tolerant user. As with other drugs, the rate of tolerance development to 
the different pharmacological effects depends on the doses used, the frequency 
of administration, and various individual factors.*!. 71 81. 9° 


The question of physical dependence on amphetamines depends on the 
definition of the withdrawal symptoms necessary to meet the criterion. While 
it is clear that withdrawing amphetamine from chronic users does not produce 
as dramatic and physically distressing an abstinence syndrome as that asso- 
ciated with alcohol, barbiturates, or opiate narcotics, many investigators feel 
that the fatigue, prolonged sleep, brain wave (EEG) changes, voracious 
appetite, cardiovascular abnormalities, occasional gastrointestinal cramps, 
muscle aches and pains, lethargy and, often, severe emotional depression 
following the ‘speed binge’ constitute a physiological reaction analogous to 
the more dramatic withdrawal seen with depressant drugs.%?: 4}, 77. 98, 113, 
130,146 As one ‘speeder’ told the Commission, “As high as you get when 
you’re speeding, that’s how low you get when you crash.” 


The tendency for tolerance-producing drugs to manifest a rebound type 
of physiological and psychological pattern upon withdrawal has been given 
considerable attention: amphetamine abstinence in chronic users is generally 
characterized by profound sedation and depression of mood and physiolog- 
ical function, while drugs such as alcohol, barbiturates and the opiate nar- 
cotics (all of which produce sleep in high doses) generally exhibit a with- 
drawal syndrome of severe and toxic overstimulation, in some instances to 
the point of convulsions. 


The fact that amphetamines have a physically less intense withdrawal 
syndrome than most other dependence-producing drugs, clearly indicates that 
a profound physical dependence is not a necessary component in an overall 
severe drug dependency situation. Subjective psychological factors seem to 
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have considerably greater motivational importance in many instances— 
especially with chronic high-dose amphetamine use. While there is little evi- 
dence of any kind of physical dependence on moderate doses of ampheta- 
mines, psychological dependence on even low doses is frequently reported, 
and is considered by some to be a major hazard in both medical and non- 
medical use. 


AMPHETAMINES AND OTHER DRUGS 


As noted earlier, amphetamines are sometimes used in conjunction or 
in alternation with a variety of depressant drugs such as barbiturates, tran- 
quilizers, alcohol and opiate narcotics. The amphetamine and _ barbiturate 
‘up-down cycle’ has been described in both youthful and ‘respectable’ adult 
users at a variety of doses. Amphetamines may intensify, prolong or other- 
wise alter the effects of LSD, and it is reported that the two drugs are some- 
‘times mixed. In addition, it would appear that the majority of youthful 
‘speed’ users have also had experience with marijuana and a variety of 
psychedelic and other illicit drugs, although many confirmed ‘speed freaks’ 
rarely consume hallucinogenic substances. Persons primarily dependent on 
opiate narcotics also frequently make use of stimulants such as amphetamine 
and, more rarely, cocaine—either as mixtures of the drugs or used separately 
on different occasions. In some instances, younger heroin users initially began 
Opiate narcotics use secondarily as an aid or self-treatment for unpleasant 
aspects of chronic amphetamine use and subsequently went on to prefer 
heroin to ‘speed’. (See also Appendix C Extent and Patterns of Drug Use.) 


Interactions between opiate narcotics and amphetamine are complex. 
Physiological antagonism occurs with some responses, but not others.’® It 
has been reported that amphetamines may enhance the pain-relieving proper- 
ties of opiate narcotics when the two are administered together.*® In ad- 
dition, amphetamines and narcotics together may have significant antide- 
pressant properties.°* In rodent studies, cannabis has been shown to intensify 
amphetamine stimulant activity, but also to reduce acute amphetamine lethal 
toxicity.4®. 141 Interactions between amphetamines and drugs of the alcohol- 
barbiturate type are complicated. Under certain circumstances amphetamine 
may antagonize some of the effects of sedative drugs, including their lethal 
toxicity. In other areas however, the drugs may have additive effects. Amphe- 


tamines can reduce some of the symptoms of alcohol hangover.” 88. 103, 116, 
127, 149 


Antagonists 


Numerous compounds which antagonize various effects of amphetamine 
are currently being developed and investigated for possible use in the treat- 
ment of amphetamine dependence. Amphetamines produce a variety of 
central and peripheral effects and compounds which inhibit some responses 
may produce little change in others. 
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Alpha-methyl tryosine (« MT) has been shown to reduce the central 
stimulant and pleasurable subjective effects of intravenous amphetamine. 
48, 62, 79, 135 Tn one recent series of studies employing intravenous doses of 
amphetamine (up to 200 mg), prior administration of 2 gm of «MT re- 
duced self-rated amphetamine euphoria by 50%, and 4 gm almost eliminated 
the subjective effects entirely. *! The response to phenmetrazine was 
reduced as well. The duration of the amphetamine blockage was 24—48 
hours. Tolerance to the antagonistic effects of « MT rapidly develops if it 
is administered daily, but significant tolerance does not occur (and am- 
phetamine blockade is still maintained) if the drug is given in sufficient dose 
at two-day intervals. Other than some feelings of slight sedation, no major 
side effects with « MT were reported. There was no indication that the drug 
was interfering significantly with normal autonomic nervous system function- 
ing. Further research on the effects of chronic high-dose « MT administra- 
tion is needed." 


Other drugs which have been shown to block certain aspects of the 
amphetamine response include fenfluramine, methysergide and certain 
major tranquilizers such as chlorpromazine and pimozide (but not reser- 
pine) .15 #6 62, 89, 140, 144 The recent development of immunoassay methods for 
the detection of amphetamines in body fluid raises the possibility of using 
similar antibodies to inhibit amphetamine effects in the living organism.%® 
However, immunization approaches to amphetamine antagonism could be 
complicated by the close chemical similarities between amphetamine and 
certain natural hormones in the body such as adrenalin. 


Even if effective antagonists were found for the subjective effects of 
amphetamine that reinforce its use in humans, such compounds might well 
have no effect on the action of other readily available stimulants (such as 
methylphenidate), which have quite different chemical structures and pos- 
sibly other mechanisms of action.15 


A.4. COCAINE 


INTRODUCTION 


Cocaine is obtained from the leaves of Erythroxylon coca, a bush which 
is found in abundance in parts of South America. For more than a thousand 
years, the mountain Indians of Peru and Bolivia have chewed coca leaves for 
medical, non-medical and religious purposes. It is said that this practice 
provides renewed energy, endurance, and strength, reduces the need for food 
and water, improves the spirits, and helps the user withstand the discomforts 
of cold, illness, and fatigue. In the centuries before the Spanish invaded and 
conquered South America, coca played an important role in religious cus- 
toms and ceremonies among the Incas.®: 7 34, 54, 57 


The coca leaf was brought to Europe from the New World by adven- 
turers and tradesmen and it gained a considerable degree of popularity in 
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certain areas. In Paris, in the latter part of the last century, coca elixirs, 
lozenges and tea were commonly taken. Mariani’s famous Vin Coca Mariani, 
made from an infusion of coca leaf and wine, was used and acclaimed by 
thousands, including Gounod, Pope Leo XIII and other European notables.®. 
$5, 54 Tn the 1850s, cocaine, the principal active alkaloid in the coca plant, 
was isolated.’ 2”. 54 The natural leaf typically contains about one per cent 
of this material. | 


| 


Among the first to inquire into the medical usefulness of cocaine was 
Sigmund Freud, later to become the father of psychoanalysis. In addition to 
his own extensive personal use of the drug, Freud recommended cocaine for 
the treatment of morphine and alcohol dependence, asthma, digestive dis- 
orders, and for the relief of depression and fatigue.!®: 2". 42 Freud’s associate 
Carl Kroller demonstrated the powerful local anesthetic properties of cocaine 
in 1884. In the same year William Halsted, an American surgeon, discovered 
its nerve-blocking effects. Cocaine was soon hailed in many circles as a 
medical wonder drug. 


Soon after cocaine was introduced, certain undesirable effects of the 
isolated and potent material began to appear. Dependence problems were 
frequently reported, even among the medical pioneers in the area, including 
Halsted.®: +? However, little difficulty seemed to stem from the use of natural 
coca leaf or such products as coca tea and wine. 


One of the more famous cocaine users was the fictitious prototype of 
detectives, Sherlock Holmes. In later books, Holmes gave up his use of 
cocaine and switched to the tobacco pipe.** 


In the United States, one of the most popular ‘soft’ drinks of all time, 
Coca-Cola®, was developed in 1888 using extracts of coca leaf (containing 
cocaine) and Kola nut (containing caffeine). Originally, Coca-Cola® was 
sold as a home remedy rather than a recreational drink. By 1906, when coca 
came under strict control in the United States, the natural cocaine had been 
removed from the drink. Large quantities of ‘decocainized’ coca extract are 
still used for flavouring purposes in the preparation of Coca-Cola®.?® °! 


Cocaine has mixed effects, but is generally considered a stimulant and 
is, in many respects, pharmacologically similar to the amphetamines.*: *° 
The patterns and problems of chronic cocaine use, which began to appear 
soon after the drug was introduced, bear a marked resemblance to the more 
recently evolved conditions of amphetamine dependence. Although cocaine 
was often used a few decades ago by heroin users and others in some of the 
big cities in North America, it had, for a number of years, largely disap- 
peared from the drug scene. Cocaine is back, however, and can no longer 
be considered rare in Canada. The use of cocaine is presently severely 
restricted by its high price and very limited availability. The drug is usually 
referred to as ‘coke’, ‘snow’, or ‘flake’, and occasionally as ‘C’, ‘girl’, ‘fly’, 
‘happy dust’, ‘lady’, or ‘rock’. 

Cocaine is legally classified with the opiates, as a narcotic, although 
pharmacologically it has little in common with the opiate narcotics. 
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MEDICAL USE 


The main medical use of cocaine today is as a local anesthetic or pain 
blocker, particularly in operations involving the eye. This use arises from 
the fact that low concentrations of cocaine block terminal sensory nerve 
fibres, and higher concentrations produce anesthesia by direct contact with 
mucous membranes and the cornea in the eye. Cocaine has also been used 
to treat asthma and colic, and for symptomatic relief in tuberculosis. The 
exploratory use of cocaine in the treatment of drug dependence at the turn 
of the century has been abandoned. Today numerous synthetic cocaine-like 
compounds have replaced cocaine in most of its former medical applications. 
For example, procaine (Novocaine®) and lidocaine (Xylocaine®) are 
widely used medically to block pain in local areas for surgical and dental 
work, and to reduce the pain from burns, earaches, etc.*®: °° 


CHEMICAL ANALYSIS OF ILLICIT SAMPLES IN CANADA 


Few cocaine samples have been subjected to careful chemical analysis 
in Canada. No cocaine was found among the 621 ‘street drug’ samples re- 
ported in 1970 by Marshman and Gibbins in Toronto.?* The Commission’s 
national survey of analysis facilities and our own collection of drug samples 
in 1971—72 provide data on seven items alleged to be cocaine.*®: '*] Only four 
of these samples actually contained the drug. In addition, cocaine was found 
in four other samples where it had not been specified as such. The Health 
Protection Branch reported the quantitative analysis of 10 police seizures 
of cocaine in 1971—72.??. ©] These samples ranged from 0.3%-94.2% co- 
caine with a median of 53.4%. Procaine and amphetamine are sometimes dis- 
tributed as cocaine or are used to dilute it. Various sugars are reportedly 
also common diluents. 


ADMINISTRATION, ABSORPTION, DISTRIBUTION AND PHYSIOLOGICAL FATE 


Cocaine is a white crystalline powder. In medical practice today, cocaine 
is rarely applied internally or injected, but is usually administered topically. 
Epinephrine (adrenalin) is present in official medical preparations of cocaine. 
In non-medical usage in North America, cocaine is generally sniffed or, less 
commonly, injected intravenously. The Indians of Peru mix the raw coca leaf 
with a small amount of lime or vegetable ashes which aid in the extraction 
of the active alkaloid when the leaf is chewed. 


The local vasoconstriction caused by the administration of cocaine limits 
the rate of its absorption. Nevertheless, cocaine is rapidly absorbed from all 
sides of application, including the mucous membranes in the nose and mouth, 
and in the gastrointestinal tract. However, if cocaine is swallowed much of 
it becomes ineffective before absorption due to chemical alteration in the 
stomach. Cocaine can be highly toxic because it is absorbed much faster than 
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it is excreted. Cocaine is partially excreted unchanged and may be detected 
in the urine, but most of a given dose is rapidly metabolized in the liver.1¢ 
41, 49, 52, 55 A rapid and extremely sensitive immunoassay technique has re- 
cently been developed for the detection of cocaine metabolites in body fluids 
and tissues.** 


PSYCHOLOGICAL EFFECTS 


In addition to eliminating pain in local areas, cocaine has powerful 
psychological effects. The general similarities between the effects of cocaine 
and amphetamine are so striking that some authorities have subsumed both 
drugs under the same general classification.4: >. 2° Cocaine is much shorter 
acting, however, and the main effects of a single dose usually dissipate in 
less than an hour. In contrast to cocaine, the amphetamines do not have any 
local analgesic action. Most of the effects of cocaine, which are briefly sum- 
marized below, are similar to those of amphetamine described earlier. 


Small doses of cocaine and coca leaf have long been reported to provide 
increased energy, muscle strength and capacity to work; a pleasant psycho- 
logical lift; an improvement in reaction time and simple mental functions; 
and relief from the discomforts of hunger, thirst, illness and fatigue.® 76 94. 54 
Most of these claims have not been subjected to rigorous scientific investiga- 
tion, however.*! As with amphetamines, improvement in function is probably 
most noticeable when prior performance was low due to fatigue or boredom. 
There has been little research into the psychological effects of chronic cocaine 
use. A study in South America suggested slightly poorer intellectual func- 
tioning in coca chewers than in non-users, but limitations in the study pre- 
clude any simple conclusions.*?: 46 


There is a considerable resemblance between the patterns of chronic 
intravenous cocaine use and the ‘speed freak’ picture discussed earlier in this 
appendix. The initial ‘rush’ or ‘splash’ from intravenous cocaine has been 
reported to be essentially the same as that associated with the use of ampheta- 
mine,*? although in other respects many stimulant users claim that the two 
drugs are subjectively different. Users become extremely self-confident in 
their physical and mental capabilities, may report increased self-insight and, 
like amphetamine users, often claim to experience more intense and pleasur- 
able sexual orgasms while under the influence of the drug. Cocaine is very 
short-acting and a period of indescribable euphoria may be followed by con- 
siderable psychological depression within an hour after administration. 
Consequently the dose is often repeated at frequent intervals in patterns 
which may include several cycles per hour. Some users have been reported 
to consume several grams a day, although the actual doses of pure cocaine 
employed are not certain. 


With repeated administration of large doses, a toxic psychosis can 
develop which is similar to the amphetamine psychosis previously described. 
As with ‘speed’, some chronic intravenous users have described the sensation 
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of animals or bugs burrowing under the skin. Several cases have been re- 
ported of individuals who have injured themselves while attempting to dig 
out imaginary ‘crank bugs’. In a few instances, acute psychotic reactions 
with hallucinations and severely excited behaviour have occurred after a 
single injection. Some adverse reactions to topical application have also been 
noted in medical use. Severe paranoia and violence are not uncommon after 
long cocaine binges. Many observers attribute the classic popular picture 
of the ‘crazed dope fiend’ to the chronic user of cocaine—not the heroin 
user, as is often assumed. 26 3° 


In part because of its very limited use at the present time, significant 
adverse psychological reactions to cocaine are rare in Canada. None of the 
surveys of treatment facilities conducted by or reported to the Commission 
have specifically noted cocaine problems.?: 24, 38. 45, 47, 5© The national mental 
health data collected by Statistics Canada indicated only two psychiatric ad- 
missions attributed to cocaine dependence in the country in 1970.1* 48. fel 
(Poison Control Program Statistics are discussed below.) 


PHYSIOLOGICAL EFFECTS 


Cocaine’s general CNS arousal or stimulant effects are similar to 
those produced by the amphetamines. Administration of cocaine causes an 
increased rate of respiration resulting in a rapid but shallow breathing 
pattern, raises body temperature and produces a marked widening of the 
pupils. Drying of the mouth and nasal passages occurs when cocaine is 
sniffed. With higher doses, tremors and convulsive movements. result from 
cocaine’s effects on motor systems in the brain and spinal cord. Small doses 
of cocaine cause a slowing of heart rate, but higher doses result in ac- 
celeration. The vasoconstrictive properties of the drug produce an initial 
rise in blood pressure, but this later reserves and pressure drops to sub- 
normal levels. As noted earlier, cocaine blocks nerve transmission in local 
application.* 37. 49. 55 


As a result of its powerful blood vessel constricting effects, cocaine can 
damage tissues locally if injected, sometimes leaving small ‘pock marks’ at 
the site of injection. Long-term chronic sniffing of large amounts of cocaine 
can likewise destroy tissue in the nose. Holes in the nasal septum have been 
reported in some heavy users. Intravenous use of cocaine commonly in- 
volves the same problems of unsterile and shared syringes, contaminated 
drugs, etc., that cause difficulties in the injection of ‘speed’ and heroin. 


There is little evidence of a significant incidence of adverse physiological 
reactions to cocaine in Canada. We have found no evidence of cocaine deaths 
in Canada in either our survey of provincial coroner’s records or in the re- 
ports of Statistics Canada for 1969—71.11: 1”. 1%. 3° The Federal Poison Con- 
trol] Program has records of one cocaine adverse reaction in 1970 and six for 
1971. None were recorded in 1969. No fatal cocaine poisonings were re- 
ported.29 44, [f] 
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‘TOLERANCE AND DEPENDENCE 


In contrast to the amphetamines, it appears that significant tolerance 
does not develop to most of the effects of cocaine. 1® 31, 34,53 In fact, in- 
creased sensitivity or ‘reverse tolerance’ with repeated use has been noted by 
some authors. It has been reported that individuals have self-administered 
several grams of cocaine in a single day, but that after a period of withdrawal 
they were still capable of accepting the same amount of drug without ill 
effects. Although chronic users often increase the frequency of administration 
and may take the drug several times an hour, there is little general tendency 
to increase the individual dose to obtain a ‘high’. 


There seems little question that cocaine can produce, in some individuals, 
psychological dependence in the sense that there is often a preoccupation with 
obtaining the drug, compulsive and repeated self-administration, and craving 
for the drug upon withdrawal in heavy users. The question of physical 
dependence is less clear. Most authorities feel that no significant physical 
dependence develops with cocaine use.* !® But here again the picture is quite 
similar to that of chronic ‘speed’ use. There does appear to be a disruptive 
syndrome which occurs upon the withdrawal of cocaine, characterized by 
overeating, prolonged sleep, and emotional depression. It has been suggested 
that this syndrome cannot be completely accounted for by the appetite sup- 
pression and sleep deprivation that occurs during the intake phase of cocaine 
use.*® Thus cocaine, like the amphetamines, may be capable of producing 
some subtle kind of physical dependence, albeit in a form different from that 
produced by the sedatives and opiate narcotics. 


COCAINE AND OTHER DRUGS 


In spite of the similarity in effects of cocaine and amphetamine, there 
have been no reports of cross-tolerance between the two. Some of the effects 
of cocaine are blocked by reserpine, a major tranquilizer.°® Some intravenous 
heroin users have been known to administer a mixture of cocaine and opiates, 
known as a ‘speed ball’. An alternating pattern between the use of cocaine 
and opiate narcotics, similar to that noted earlier in the section on ampheta- 
mines, has also been described. The occasional sniffing of cocaine by users 
of marijuana and other psychedelic drugs has been reported, and cocaine 
and cannabis are sometimes used together. (See also Appendix C Extent and 
Patterns of Drug Use.) 


A.5 HALLUCINOGENS 
INTRODUCTION 


One of the most remarkable and controversial drugs known today is 
d-lysergic acid diethylamide-25, also called lysergide, but better known as 
LSD or simply ‘acid’. LSD is capable of producing profound and unusual 
psychological changes in almost infinitesimal doses, with relatively little other 
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pharmacological effect. Along with related drugs it has exerted significant 
influence in a variety of aesthetic, scientific, philosophic, religious and social 
areas over the past two decades. LSD is often considered the prototype of 
the drug class we have called Psychedelic-Hallucinogens (or simply hallucino- 
gens), which includes a great number of synthetic and naturally occurring 
substances with somewhat similar psychopharmacological properties. To date, 
several thousand articles on LSD and related drugs have been published. 


LSD was developed in 1938 by Hofmann and Stoll, in Switzerland, as 
part of a research program investigating potential therapeutic uses of certain 
ergot compounds.!*® LSD is a semi-synthetic derivative of lysergic acid, an 
ergot alkaloid produced by a parasitic fungus, or ‘rust’, sometimes found on 
rye or other grains. Closely related substances are also produced in the seeds 
of certain varieties of tropical morning glory. Most ergot alkaloids are not 
particularly psychoactive, although some may have a variety of powerful, 
and often toxic, physiological actions, and have been used for centuries for 
medical purposes. 


Since LSD appeared to be relatively uninteresting in early animal 
physiological studies, it received little attention until Hofmann unwittingly 
ingested a minute quantity some years after its original synthesis.°° He subse- 
quently described his experience as follows: 


In the afternoon of 16 April 1943, when I was working on this problem, 
J was seized by a peculiar sensation of vertigo and restlessness. Objects, as 
well as the shape of my associates in the laboratory, appeared to undergo 
optical changes. I was unable to concentrate on my work. In a dreamlike 
state I left for home, where an irresistible urge to lie down overcame me. 
I drew the curtains and immediately fell into a peculiar state similar to drunk- 
enness, characterized by an exaggerated imagination. With my eyes closed, 
fantastic pictures of extraordinary plasticity and intensive colour seemed to 
surge towards me. After two hours this state gradually wore off. 


To confirm his suspicion that LSD was responsible for this effect, Hofmann 
investigated further: 


However, I decided to get to the root of the matter by taking a definite 
quantity of the compound in question. Being a cautious man, I started my 
experiment by taking 0.25 mg of d-lysergic acid diethylamide tartrate, think- 
ing that such an extremely small dose would surely be harmless, and bearing 
in mind that the natural ergot alkaloids produce toxic symptoms in man 
only with doses exceeding several milligrams. After 40 minutes I noted 
the following symptoms in my laboratory journal: slight giddiness, restless- 
ness, difficulty in concentration, visual disturbances, laughing. 


And later: 


I lost all count of time. I noticed with dismay that my environment was 
undergoing progressive changes. My visual field wavered and everything 
appeared deformed as in a faulty mirror. Space and time became more 
and more disorganized and I was overcome by a fear that I was going out 
of my mind. The worst part of it being that I was clearly aware of my con- 
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dition. My power of observation was unimpaired.... Occasionally I felt as 
if I were out of my body. I thought I had died. My ego seemed suspended 
somewhere in space, from where I saw my dead body lying on the sofa 

. It was particularly striking how acoustic perceptions, such as the 
noise of water gushing from a tap or the spoken word, were transformed 
into optical illusions. I then fell asleep and awakened the next morning 
somewhat tired but otherwise feeling perfectly well... . 


Since various aspects of the LSD experience were later thought to 
resemble symptoms of naturally occurring schizophrenia, many investigators 
became interested in using LSD as a tool for producing an artificial or ‘model 
psychosis’ in the laboratory. The possibility of gaining insight into psychiatric 
disorders by the study of the LSD-induced state stimulated considerable 
activity in medical and scientific communities and the terms psychotomimetic 
(psychosis mimicking) and psychotogenic (psychosis producing) were coined. 
The subsequent discovery that the LSD experience is, in fact, generally dif- 
ferent from natural psychoses has lessened interest in this aspect of its use. 
The descriptive label hallucinogenic (hallucination producing) has gained 
wide acceptance, although there is some controversy regarding the importance 
or frequency of hallucinations in the LSD experience. The term illusinogenic 
(illusion producing) is probably more appropriate. 


In the 1950s, the exploration of LSD as an aid to psychotherapy began. 
Much of the early investigation of the use of LSD in the treatment of alco- 
holics was conducted in Canada under the direction of Abraham Hoffer at 
the University of Saskatchewan. In 1957, after reviewing the various descrip- 
tive names given LSD and related drugs, Humphrey Osmond, then Superin- 
tendent of the Saskatchewan Hospital, suggested the terms psycholytic (mind 
releasing) or psychedelic (mind manifesting) as more appropriate general 
labels.??8 For various reasons the latter has gained worldwide usage, although 
its common application has strayed considerably from its original context, 
and the word psychedelic may now denote general styles of art, fashion and 
music which sare, in some sense, felt to reflect, enhance, or substitute for the 
psychedelic drug experience. 


In this report, the labels “psychedelic”, “hallucinogen” or “psychedelic- 
hallucinogen” are used interchangeably to refer generally to LSD and LSD- 
like drugs and, for practical purposes, are considered synonymous. 


Non-medical interest in LSD, psilocybin and mescaline began to grow 
during the 1950s, although such use was apparently largely restricted to a 
few professional, academic, and artistic experimenters. The drug gained 
continental notoriety in the early 1960s as a result of experimentation by two 
Harvard University psychology professors, Richard Alpert and Timothy 
Leary, who invited other ‘explorers’ to “Turn on, tune in, and drop out” of 
the existing social institutions. Their unorthodox religious orientation to the 
LSD experience is presented in The Psychedelic Experience, (a ‘trip’ manual 
based on The Tibetan Book of the Dead), which became one of the ‘bibles’ 
of the psychedelic drug movement.17": 18° Another significant influence, with 
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considerably less religious orientation, was writer Ken Kesey’s group, the 
adventures of which are well documented in The Electric Kool-Aid Acid 
Testo” 


Since 1963, the Canadian Government has controlled the medical and 
scientific use of LSD, and in 1969 the possession of LSD without govern- 
mental authorization was made a criminal offence. Regulation of the legal 
supply of LSD has apparently had little effect on ‘street’ use, however, since 
essentially all of the drug illicitly used has come from clandestine laboratories. 
Since LSD is odourless, colourless and tasteless in solution and active in 
almost invisible quantities, effective legal control of its transportation, dis- 
tribution and use has been extremely difficult. (See also Appendix B Legal 
and Illegal Sources and Distribution of Drugs.) 


MDA (methylenedioxyamphetamine) and STP (DOM, dimethoxy- 
methylamphetamine) are synthetic drugs, intermediate in structure between 
mescaline and amphetamine with some pharmacological properties of each. 
Closely related compounds which are rarely found on the illicit market include 
MMDA, TMA and DOET. Relatively little information is available regarding 
the non-medical use of these drugs and the effects produced by such use. 


MDA was originally explored medically for its amphetamine-like proper- 
ties, and has been shown to have some anti-depressant and appetite-suppres- 
sing effects, but it is currently legally available only for experimental purposes. 
MDA is in some respects similar to, but more potent than mescaline.1% 113, 266 
The non-medical use of MDA has increased considerably in Canada during 
_the past few years. 


STP first appeared on the illicit market in California in 1967, where it 
was heralded as a “megahallucinogen”—a drug “one hundred times as potent 
as LSD”, which was capable of producing an hallucinogenic ‘trip’ lasting for 
several days. The label STP is presumably a satirical reference to a commer- 
cial automobile engine oil additive (Scientifically Treated Petroleum). Later 
the words “serenity, tranquility and peace” were appended to the initials. The 
chemical identity of STP was uncertain for some time and it is likely that the 
label has been applied to several different drugs and drug mixtures in the 
past. A number of illicit samples were finally identified as DOM, an experi- 
mental compound originally developed by the Dow Chemical Company of 
California. Since then the letters STP have generally been taken to refer to 
DOM. In this report STP and DOM are considered synonymous. In spite of 
the “megahallucinogen” reputation, DOM is considerably less potent than 
LSD, and ‘trips’ of long duration are only achieved with unusually large 
doses. 214, 235, 281 


Phencyclidine or PCP (Sernyl®, Sernylan®) is sometimes called ‘the 
peace pill’, ‘angel dust’ or ‘hog’. It was developed in the late 1950s for use 
as a sedative, general anesthetic and analgesic. After considerable clinical 
testing its use in humans was discontinued, in part because it often produces 
agitation and psychotomimetic effects at moderate to high doses. Phencycli- 
dine is still marketed for veterinary purposes, and is the ‘animal tranquilizer’ 
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often noted in mass media reports of illicit drug use. It has some subjective 
effects in common with LSD, but PCP is typically much more sedating, and 
produces a different pattern of physiological response. Some investigators 
feel that PCP is pharmacologically more similar to the general anesthetics or 
volatile solvents than to LSD. The use of PCP in Canada has become signifi- 
cant in the last few years. There is a significant body of clinical data on PCP, 
but relatively little scientific information exists regarding its non-medical use 
and associated consequences.7®: 79, 234 


While LSD has had a rather short, and somewhat stormy history, numer- 
ous naturally occurring substances with apparently similar psychological 
effects have been used in the Western Hemisphere for centuries. Perhaps the 
most widely known are mescaline, from the peyote cactus (Lophophora 
Williamsii) and psilocybin (and psilocin), the active principles in certain 
‘sacred mushrooms’ (teonanactl or Psilocybe mexicana). The subjective effects 
of LSD, mescaline and psilocybin are almost indistinguishable, except that 
psilocybin has a much shorter duration of action. * 14°. 24 Other related plant 
materials include the Mexican morning-glory ololiuqui (Rivea Corymbosa), 
and DMT (dimethyltryptamine) which is found in special snuffs used for 
centuries by certain South American Indians. Harmine and harmaline occur 
in the caapi plant, which is used in the form of a drink by Amazonian natives. 
Some of these botanical substances were considered divine by the ancient 
Aztecs and played an important role in religious ceremonies long before the 
Spanish invaded the land. In spite of the Conquistadors’ attempts to destroy 
_ the culture and its historical and religious underpinnings, the sacramental use 
of peyote, for example, spread to the Mexican Indians and, later, in the 19th 
century to certain North American tribes. Today, peyote is used in religious 
ceremonies by the Native American Church which has over 200,000 Indian 
members from 82 tribes in Canada and the United States.3. 6, 172, 186, 261 


The ritual use of hallucinogenic substances by a contemporary Yaqui In- 
dian sorcerer or ‘man of knowledge’ in Southwest United States has recently 
been documented in detail by an anthropologist, Carlos Castaneda, in three 
monographs.®**. 54. 55 These books record the events which took place during 
Castaneda’s period of apprenticeship to Don Juan, and describe his experiences 
with peyote, Jimson Weed (Datura stramonium) and psilocybin mushrooms. 


The Amanita muscaria or fly agaric mushroom grows wild in many areas 
of the world. Its use for psychotropic purposes is best documented, in recent 
times, in parts of Siberia. Gordon Wasson has conducted a remarkable 
investigation of Amanita muscaria and has proposed that it is the divine soma 
described in the earliest Hindu literature some 3,000 years ago.?18 Recently, in 
The Sacred Mushroom and the Cross, John Allegro presented the thesis that 
this mushroom played a significant role in early Christianity.1 Although Ama- 
nita muscaria and several varieties of psilocybin mushrooms grow untended 
in many areas of Canada, it would appear that these mushrooms have been 
ingested by only a few exceptional experimenters in this country. There is no 
evidence that the native Indians of Canada have used these mushrooms. 
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The common spice nutmeg (and mace) has had a long history of medical 
and non-medical use as a drug which parallels in many respects that of can- 
nabis. The effects of nutmeg and cannabis are remarkably similar, although 
the nutmeg ‘trip’ is considerably longer in duration. The nutmeg tree (Myr- 
istica fragrans) is cultivated in many tropical areas of the world. The active 
principles of nutmeg are structurally very similar to amphetamine, mesca- 
line and MDA. The use of nutmeg for its psychotropic properties has often 
been noted in certain groups in North America, but such use has apparently 
never been extensive.®”. 266, 302, 319 


Certain belladonna alkaloids, such as scopolamine, and other antichol- 
inergic drugs which produce sedation in low doses, but hallucinogenic effects 
with larger quantities are discussed below in A.8 Minor Tranquilizers and 
Non-Barbiturate Sedative-Hypnotics. There is also some discussion of drugs 


with certain hallucinogenic properties in A.9 Volatile Substances: Solvents 
and Gases. 


. Until relatively recently, psychedelic drugs received little general public 

attention, even though some had been intensively explored over the past cen- 
tury by various writers, scientists and adventurers. Based on his mescaline 
experimentation, Aldous Huxley presented, in his twin volumes The Doors 
of Perception and Heaven and Hell, one of the most lucid and perceptive 
analyses of some of the possible personal, philosophical and social implica- 
tions of the psychedelic experience.!*8 


The pharmacological classification of cannabis is the subject of much 
controversy. Cannabis has certain characteristics in common with a wide 
variety of drugs; under various conditions and doses it has been shown to 
have stimulant, sedative, analgesic and psychedelic properties. Many inves- 
tigators feel that cannabis should have a separate and unique category. As 
it is most commonly used in North America, cannabis in low doses resembles 
alcohol in some subjective effects. Larger doses are more psychedelic, and 
with very high doses certain LSD-like experiences are reported. It is clear 
that any attempt to completely specify a pharmacological classification for 
cannabis must include a clear delineation of dose, as well as the set and 
setting of use. The Commission has classified cannabis with the psychedelic- 
hallucinogen drugs. Since cannabis has already been dealt with in great detail 
in a separate final report, little further reference will be made to cannabinoid 
drugs in the present discussion.** 


LSD is the best studied and most frequently encountered psychedelic- 
hallucinogen in Canada (excluding cannabis), although in recent years, 
significant quantities of PCP and MDA have been identified. STP is only 
occasionally found. The use of other LSD-like drugs appears to be rare in 
this country. Although one frequently hears fascinating stories of exotic drugs 
created by ‘hippie chemists’, there is no evidence that such compounds are 
used significantly. The general discussion which follows focusses primarily 
on LSD, with references to other related drugs, including PCP, MDA, mesca- 
line, and psilocybin, where distinctions are appropriate and data are available. 
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MEDICAL USE 


There is currently no widely accepted medical use of LSD, although it 
may be employed experimentally for therapeutic purposes. There have been 
numerous impressive reports of LSD successes in the treatment and rehabili- 
tation of alcoholics, opiate narcotic dependents, criminals and various psy- 
chiatric patients.1°: 126, 178, 257 T. SD has also been used with patients dying of 
cancer, to alleviate their anxiety and pain, 'and to help them adjust to the 
prospects of death.15’. *8° Many of these leads have not been followed up 
with adequate scientific investigation, however, and several recent controlled 
studies have not substantiated the claim that LSD adds to the effectiveness of 
conventional psychotherapy.” 171,196, 272 


Two basic forms of psychological treatment with LSD have developed: 
psycholytic therapy, which uses small or moderate doses on repeated occa- 
sions, sometimes over a period of several months; and psychedelic therapy 
which calls for higher doses and a more profound acute effect and is, as a 
rule, given only once or twice. While some investigators claim that LSD, 
itself, is more effective than psychotherapy, others claim that its usefulness is 
mainly limited to the removal of therapeutic ‘blocks’ which may occur at 
times in the course of psychotherapy. Still others feel that LSD has no useful 
contribution to make to psychiatric treatment. Most clinicians who have had 
experience with this form of therapy stress the need for a careful selection of 
patients and for special qualities and experience in the therapist. 


More sophisticated scientific investigations of possible therapeutic uses 
of LSD are underway and may help clarify some of these issues. It seems 
justified to say at this time, however, that the general medical effectiveness of 
LSD has not been adequately demonstrated. 


Phencyclidine (PCP) is no longer employed as a sedative-anesthetic in 
humans, although it is available for veterinary purposes. Various forms of 
MDA (e.g., MER-22, SK&F 5 and SK&F L-5) have been evaluated in the 
treatment of schizophrenia and depression, and were investigated for their 
anorectic (appetite-suppressing) effects. MDA is not used medically at the 
present time, however. 2?: 78, 79, 80, 100, 113, 134, 222 


CHEMICAL ANALYSIS OF ILLICIT SAMPLES IN CANADA 


Illicit drug samples submitted to authorized laboratories for identification 
are often those suspected of being adulterated, some other drug than it was 
alleged to be, or the cause of adverse or unusual reaction. Even though such 
samples cannot be considered representative of the available illicit drugs, some 
useful general information can be obtained from an examination of the data 
from these laboratories. The Commission’s national survey of drug analysis 
facilities in Canada during 1971-72 and our own collection of illicit samples 
provide considerable data on LSD and related drugs.”*®*.'«1 These two sources 
of data are considered together in the following summary. 
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Of 162 samples alleged to be primarily LSD: 


69% were LSD alone 
9% contained LSD and other drug(s) 
9% were other drug(s) 
5% were primarily products of faulty or incomplete LSD synthesis 
8% contained no drug 


Of ten samples presented specifically as LSD mixtures, only one was 
the alleged combination, and the remainder contained LSD only. In addition, 
LSD was frequently found in samples represented as other drugs. A total 
of 45 LSD-PCP combinations were found, only one of which was presented 
to the analyst as such. Seven samples of LSD-barbiturate mixtures were 
reported, but no other specific LSD combination occurred more than a few 
times each in these data. A total of 208 relatively pure LSD samples were 
found, and of 183 for which some alleged identity had been specified, 111 
(61% ) had been presented as LSD. 


Of 64 samples alleged to be primarily MDA: 


42% were MDA alone 

20% were MDA and other drug(s) 
27% were other drug(s) 

11% contained no drug 


Of 12 samples presented specifically as MDA mixtures, none had the 
alleged composition and seven contained only MDA. A total of 52 samples 
of unadulterated MDA was found, and of the 42 for which an alleged identity 
had been specified, 27 (66% ) had been presented as MDA. MDA combina- 
tions included LSD, PCP or amphetamines. No evidence of faulty synthesis 
of MDA was noted in these data. Two samples of MMDA and 17 STP 
(DOM) samples were reported. All of the STP-containing samples had been 
presented as some other drug. 


Forty-seven samples of PCP alone were found, as well as 57 PCP 
combinations (45 with LSD and 9 with methamphetamine). No indications 
of faulty or incomplete PCP synthesis were noted. In spite of the fact that PCP 
was detected in a total of 104 samples, there were only two cases which 
were presented as PCP or PCP mixtures. In every other instance the drug 
was either alleged to be something else or its identity was not specified. 
Eighteen of 26 alleged tetrahydrocannabinol (THC) samples were actually 
PCP, and none contained THC. 

There were 171 samples alleged to be mescaline, but only five (3%) 
contained any trace of that drug. One hundred and thirty-five (79%) were 
other drug(s) and 31 (18%) contained no drug. The samples erroneously 
presented as mescaline included 43 LSD, 33 LSD and PCP, 18 PCP, 11 STP, 
9 methamphetamine, and a variety of other drugs. 
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Thirty-two samples were alleged to be psilocybin. This drug was tenta- 
tively identified in only one case. Twenty (63% ) of the samples were other 
drug(s) and 11 (34%) contained no drug. Fifteen of the samples were ac- 
tually LSD. 

In an earlier study, Marshman and Gibbins of the Addiction Research 
Foundation reported on the composition of 621 illicit drug samples collected 
and analysed in Ontario between January' 1969 and February 1970.?°! The 
data reported is generally similar to that presented above. Of 176 alleged 
LSD samples, 56% were relatively pure LSD. None of 58 alleged mescaline 
samples contained any of that drug (about half were LSD). The analysts were 
unable to detect the presence of a second drug in any of 46 samples which had 
been presented as combinations. There were 29 samples of MDA submitted 
for analysis, of which 62% had been presented as that drug. Only a few 
PCP samples and PCP-LSD mixtures were identified at that time. 


The Federal Health Protection Branch (HPB) has informed the Com- 
mission of the quantitative analysis of several hundred hallucinogen samples 
selected from among those seized by the police during June 1971—October 
1972.114,[>] Many of these samples had been chosen for this special analysis 
because of previously detected impurities and, consequently, they cannot be 
considered representative of either the drugs on the street or of police seizures 
in general. Of 229 samples containing LSD, 166 (73%) contained no im- 
purities or other drugs, 34 were LSD-PCP mixtures, and 16 contained LSD 
and methaqualone. No other mixture occurred more than a few times. Prod- 
ucts of faulty or incomplete LSD synthesis were sometimes noted. Because 
of the frequency of LSD-PCP mixtures in police seizures, HPB officials con- 
sidered this combination as a separate category rather than as an incidence 
of adulteration. Excluding the LSD-PCP mixtures, the 117 unit doses of 
LSD-containing samples analysed ranged from a mere trace of LSD up to 
305 mcg of pure LSD, with a median of 141 mcg. Only 8 of 73 PCP-con- 
taining samples did not include another drug in combination. These eight 
PCP samples contained between 1.7 and 49.0 mg PCP each with a mean 
of 10.9 mg. Median quantitative values for 26 unit doses of LSD-PCP mix- 
tures were 41 mcg of LSD and 1.8 mg of PCP. There were also 10 PCP- 
ephedrine mixtures, in which a mean of 4 mg PCP was present. No products 
of faulty or incomplete synthesis of PCP were noted. 


Of 126 seizures of MDA analysed by HPB in this series, only 7 con- 
tained other drugs (heroin, methamphetamine or PCP). Sixty-one unit dose 
samples ranged from 0.6 to 107 mg pure MDA, with a median of 37.5 mg. 
The 57 samples found in powder or bulk form were between 0.1% and 
91.3% pure MDA, with a median of 36.6%. Fifteen seizures of LBJ (methyl- 
piperidylbenzilate) were analysed, of which only three did not include other 
drugs. These samples typically contained a little over one milligram of LBJ 
per unit dose. By-products of synthesis were found in 11 cases. 
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Overview 


Subject to the sampling restrictions noted, the data available on the 
analysis of illicit drugs allows some tentative conclusions regarding the hallu- 
cinogenic drugs used non-medically in Canada. Excluding cannabis, LSD is 
the most frequently encountered of these drugs. For example, LSD alone or 
in combination with other drugs was detected in 292 (66%) of the 445 
hallucinogen (non-cannabis) samples in the Commission study. PCP was 
found in 104 (23% ) and MDA was identified in 72 (16% ) of these samples. 
(Note that because of drug mixtures, these categories are not mutually ex- 
clusive.) In total, LSD, PCP, MDA, or combinations involving these drugs 
made up 94% of such samples. Data from the Addiction Research Founda- 
tion and the Health Protection Branch provide generally similar pictures. 
STP and LBJ have been identified on only a few occasions. Other LSD-like 
drugs, including mescaline and psilocybin, have rarely been documented in 
Canada. The Commission’s data is particularly significant in this regard since 
special effort was made to obtain information on rare or unusual drugs or 
combinations, yet on analysis, samples of such substances were almost in- 
variably found to contain only common drugs. It is obvious from the data that 
misrepresentation often occurs in the illicit market and that the LSD and 
related drugs available are highly variable in both purity of the material and 
the quantity contained in a unit dose. The user has little objective basis for 
assessing the identity, quality or dose of such drugs prior to use. 

Drug combinations are not uncommon, but with the exception of PCP, 
most samples contain only a single active compound. The present studies 
are biased in favour of collecting and identifying mixtures and unusual drugs 
and consequently exaggerate the frequency of their occurrence in the general 
illicit market. While a few unusual combinations of several different sub- 
stances have been identified, the vast majority of mixtures are made up of 
only two common drugs. Samples which are represented as mixtures on the 
illicit market are rarely as alleged and typically contain only one active 
substance. 

In Manitoba, a poisoning was attributed to an overdose of the stimulant 
strychnine, which had reportedly been sold as MDA.??" In all of the data 
reviewed here, strychnine was not found in any of the combinations where it 
was alleged to occur, but was reported in 4 other instances. Strychnine was 
not found in any of 2,000 police seizure drug samples analysed by the HPB 
in 1971,11* nor has it ever been identified in the analyses conducted at the 
Addiction Research Foundation of Ontario. 


It would appear that most of the LSD available on the illicit market is 
of reasonable quality, although evidence of crude manufacture is present 
in some samples. Available data suggest that 140 mcg is a typical unit dose 
in Canada. Concern has been expressed regarding the possible toxic properties 
of ergot alkaloids present in a few samples as a result of faulty or incomplete 
LSD synthesis. Since there has been no direct testing of the biological activity 
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of such samples, firm conclusions can not be drawn. Serious toxicity would 
seem unlikely at typical LSD doses because of the small quantities of ergot 
compounds generally involved, although unusually large doses of poorly 
synthesized LSD may involve some risk. 


It would appear that PCP is rarely identified as such on the illicit market, 
but instead is sold alone or in mixtures, primarily represented as mescaline, 
THC or, less commonly, other rare drugs. Consequently, epidemiological 
data involving self reports by users, as well as clinical data of adverse reaction 
or poisoning, are likely to grossly underestimate the involvement of PCP. 
Chemical identification of the drugs used in such reports is almost non- 
existent at the present time. Any PCP cases are likely to be erroneously 
attributed to other drugs. Reports involving the illicit use of mescaline or 
psilocybin are likely to actually represent LSD and/or PCP cases. 


There has been some concern in the literature that the illicit production 
of PCP carries a special risk of ‘missynthesis’, the by-products of which may 
be highly toxic.?8”7 Although the original source of the illicit PCP is uncertain, 
no evidence of products of faulty or incomplete synthesis of this drug has 
been found in Canada. 


It is interesting that PCP is the only drug in these data which occurs 
less often alone than in combination with other drugs (primarily with LSD). 
This is especially significant for the discussion of drug effects which follows, 
since there is virtually no experimental information available on PCP-LSD 
interaction in humans. 


ADMINISTRATION, ABSORPTION, DISTRIBUTION AND PHYSIOLOGICAL FATE 


LSD and most related drugs are usually taken orally, but may be sniffed 
in powdered form or injected in solution. Some can be effectively smoked. 
While LSD is available in ordinary capsules or tablets, it is often impregnated 
in such innocuous substances as sugar cubes, candies, biscuits, and cloth or 
blotter sections for oral use. LSD is well absorbed from the gastrointestinal 
tract, is distributed rapidly in the blood and easily diffuses into all tissues 
including the brain, and in pregnant females crosses the placental barrier into 
the fetus. LSD does not have any particular affinity for neural tissues and 
approximately one per cent actually reaches the central nervous system. 
Essentially all of the LSD in the body is metabolized in the liver and excreted 
in the urine in the form of inactive compounds. Likewise, MDA and PCP 
are primarily excreted in the urine in the form of metabolites.®. 6. 78. 79. 284, 281 


Recently developed radioimmunoassay techniques allow the rapid de- 
tection of minute quantities of LSD in body fluids and tissues.’ *1* PCP, 
MDA, STP, mescaline and psilocybin can be detected in body fluids and 
tissues by standard anaiytic methods. 1% 57. 58. 156, 288, 204 
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PSYCHOLOGICAL EFFECTS 


LSD is one of the most potent biologically active substances known and 
can exert noticeable psychological effect with 20-30 mcg (millionths of a 
gram )—an almost invisible quantity of pure LSD. Taken orally, LSD effects 
typically occur within an hour and peak at 2 to 3 hours, but may be much 
faster; response to intramuscular injection usually appears within ten min- 
utes; and if the intravenous route is used, the latency may be only a few 
minutes or less. Intraspinal injection produces an almost instantaneous effect. 
The duration of the action depends to a certain extent on the amount taken, 
and with typical doses, major effects usually last 6-10 hours with gradual 
recovery over a similar period. Peak effects correspond with blood levels of 
LSD.?®.64 

Depending on dose, the duration of major effects of mescaline, MDA, 
STP and PCP may be comparable to those of LSD. The main effects of psilo- 
cybin dissipate very rapidly, and usually last only a few hours, and DMT 
is even shorter acting. The following figures represent typical oral doses of 
these various drugs as noted in the scientific literature, but cannot be taken 
as precise quantitative equivalents.*.78.127,140,244,265,324 


LSD 0.1-0.2 mg (thousandths of a gram) 
Psilocybin 5—10 mg 

STP (DOM) 5-10 mg 

PCP 5-10 mg 

MDA 75-150 mg 

Mescaline 250-500 mg 


The psychological effects of LSD and related drugs are not readily 
predictable, and are determined to a considerable degree by various per- 
sonality factors in the individual; his past history and experiences; his attitudes, 
expectations, and motivations; the general setting in which the drug is taken; 
persons accompanying the ‘trip’; and external events occurring during the 
experience. While the psychological response to LSD is to some extent dose- 
related, certain effects appear to be relatively independent of dose over a 
considerable range. Increased quantities often seem to affect the duration 
more than the intensity or quality of the ‘trip’, although with very high doses 
confusion and disorientation are more likely to occur.®. §1, 98, 127, 141, 239 


Subjective psychological effects of LSD and LSD-like drugs are ex- 
tremely difficult to describe and many scientists are quite pessimistic about 
the possibility of presenting an objective list of responses which in any way 
communicates the essence of the experience. The intensely personal nature 
of the effects further limits description and generalization. Pahnke and 
Richards”%* have described several major types of psychological experience 
which have been reported with psychedelic drugs. The outline presented below 
is based on that proposed by these researchers. While the list is certainly 
not exhaustive and does not describe necessarily discrete or non-overlapping 
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categories, it provides a convenient basis for the discussion of LSD-like ef- 
fects. It should be noted that not all of the experiences listed happen in all 
sessions or in all individuals, although several may occur in varying degrees, 
in sequence or simultaneously, during a ‘trip’. The relative frequency of these 


various experiences is not indicated by the order in which they are presented 
here. | 


First is the psychotic adverse reaction, or ‘freak-out’? which may be 
characterized by an intense negative experience of fear or ‘nightmarish’ 
terror to the point of panic, complete loss of emotional control, paranoid 
delusions, hallucinations, catatonic features, and, perhaps, profound depres- 
sion and sense of meaninglessness. Such states are usually of short duration, 
although prolonged reactions have been noted. 


Second is the non-psychotic adverse reaction in which the person may 
experience varying degrees of tension, anxiety and fear, unpleasant illusions, 
depression and despair. Inappropriate or disordered social behaviour may 
occur, This kind of reaction may differ from the first in the intensity of the 
experience and in the degree of control and ‘reality contact’ expressed by the 
individual. Such unpleasant experiences are commonly labelled ‘bad trips’ or 
‘bummers’. 


Third is the psychodynamic psychedelic experience characterized by a 
dramatic emergence into consciousness of material which had previously been 
unconscious or suppressed. Strong emotional feelings can accompany what 
may be experienced subjectively as a reliving of incidents from the past or a 
symbolic portrayal of important conflicts. Such effects are often sought in 
LSD psychotherapy. 


Fourth is the cognitive psychedelic experience characterized by an im- 
pression of astonishingly lucid thought. Problems may be seen from a novel 
perspective, and the interrelationships of many levels of meaning and dimen- 
sions may be sensed simultaneously. The relationship between this experience 
and naturally occurring insight and creativity has been the subject of con- 
siderable interest and speculation. 


Fifth is the aesthetic psychedelic experience characterized by a change 
and intensification of all sensory impressions, with vision often most affected. 
Fascinating alteration in sensation and perception may occur; synesthesia or 
crossing-over of sensory modalities may be produced (music and other sounds 
may be “seen”, for example); objects such as flowers or stones may appear 
to pulsate or “become alive”; ordinary things may seem imbued with great 
beauty; music may take on an incredible emotional power; and visions of 
beautiful colours, intricate geometric patterns, architectural forms, landscapes 
and “almost anything imaginable” may occur. 

The sixth type of psychedelic experience has been called by such names 
as psychedelic-peak, cosmic, transcendental, or mystical. Some of the psy- 
chological phenomena which are said to characterize this experience, are: a 
sense of unity or “cosmic oneness” with the universe; a feeling of trans- 
cendence of time and space; a deeply felt positive mood of joy, blessedness, 
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love, and peace; a sense of sacredness, awe and wonder; a feeling of profound 
theological or religious awareness; a feeling of insight into reality at an in- 
tuitive, non-rational level; an awareness of things which seem logically 
contradictory and paradoxical; and a belief that the experience is beyond 
words, non-verbal and impossible to describe. The full peak experience, in its 
entirety, does not occur in the majority of individuals, is usually transient, 
and does not last for long in its full intensity, although it may have persisting 
effects on attitudes and behaviour. 


With few exceptions, little general information can be given as to the 
relative frequency of occurrences of these various types of psychedelic drug 
reaction since the response is largely determined by such variable factors 
as the particular individual involved, his set and the setting. As is often the 
case in science, techniques designed to measure the effects of these drugs may 
greatly influence or distort the phenomenon under study. Savage has 
pointed out, that unless the LSD experience takes place 


. in a secure setting, with sufficient emotional support where S (the sub- 
ject) feels safe to encounter the bizarre and often powerful manifestations 
of his own mind unharassed by tests, interpretations, and the coldly precise 
scientific analytic attitudes, the only result can be confusion and paranoia.” 


Reports of “objective study” of LSD’s subjective effects vary considera- 
bly in content and often appear to be as much a function of the individual 
scientist’s conceptual orientation and experimental method as they are of the 
subjects and the drug itself. Some researchers report that LSD experiences in 
their subjects are definitely unpleasant and anxiety-ridden, and that subsequent 
sessions are uniformly avoided, while other scientists claim that anxiety is 
infrequent and that subjects generally enjoy the sessions and are eager to 
participate further.1??: 269. 3°¢ Experiences in non-supervised and indiscrimi- 
nate settings are undoubtedly even more variable. 


It is generally reported that LSD has deleterious effects on performance 
on tests requiring a high degree of attention, concentration or motivation. It is 
often difficult to get meaningful data from such measurements, since subjects 
frequently become engrossed in the subjective aspects of the drug experience 
and lose interest in the tasks presented by the investigators. Psychological 
tests are often seen as absurd or irrelevant by the subjects. After the drug, 
performance on standard tests of intelligence, learning, memory and other 
cognitive functions, as well as certain psychomotor tasks generally show 


temporary impairment, sometimes lack of change and, more rarely, some 
improvement.®: 127, 131, 150, 170, 247, 276, 322 


In some situations gross impairment of judgment may occur, but this 
is not common under experimental conditions. Later recall of events occurring 
during the drug experience is generally good, and amnesia is rare. PCP 
produces more disorganization of thought and confusion than the other LSD- 
related drugs. Delirium, agitation and other features of alcohol-like inebriation 
are commonly reported with high doses of PCP, but not with the other drugs 
discussed in this section.”® 
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Effects on driving skills have not been systematically investigated, 
although related experimental data, reports by users, and certain eye witness 
accounts, suggest that driving ability would usually be drastically reduced 
by the acute effects of LSD. There is no evidence that the drug has been a 
significant factor in automobile accidents or traffic violations, however.1®. 204, 
227, 315 Apparently few LSD users drive while under the influence of the drug. 
Further research in this area is needed—especially the investigation of persons 
involved in traffic accidents. Recent advances in the detection of LSD and 
related drugs in body fluids and tissues enable a more sophisticated approach 
to such study.” 


Changes in visual perception usually play an important role in the 
psychedelic drug experience. Colours often appear clearer, brighter and 
more vivid, and alterations in the form or size of objects are typically noted. 
Subjects report that afterimages last longer, and tinges of colours or “halos” 
may be seen around the edges of certain objects. The sense of visual depth is 
usually enhanced but may be decreased, perspective is often altered, and 
stationary objects may seem to undulate and change in contour and shape.**: 
46, 112, 127, 141, 164, 202, 246 Profound changes in visual imagery are among the 
most characteristic effects of drugs of this class. ®7: 138. 169, 186, 267 The stimula- 
tion of visual imagery is most pronounced in the dark when the eyes are 
closed, although the sensations may also occur to lesser degrees when the 
eyes are open and, more rarely, under normal lighting conditions.”%* Visions 
of luminescent colours, flashes of light, gem-like objects, intricate geometric 
and kaleidoscopic patterns, landscapes, and architectural forms are commonly 
reported. Stimulation of other sensory modalities such as hearing may induce 
changes in these visual phenomena.1!?: 117.165 Kluver has suggested three 
general perceptual forms which typically occur: spiral-like; tunnel- or funnel- 
like; and grating or lattice-type forms. 1° Commission research has confirmed 
the existence of these visual form constants and other LSD-like visual imagery 
effects with THC and marijuana.?16 268 MDA is apparently less likely than 
the other LSD-like drugs to produce these visual effects. 272 


Some subjects report that LSD enhances certain subjective qualities of 
other sensory modalities as well. Music may be especially beautiful, and some 
persons report that the taste of food and drink becomes more vivid, and the 
sense of smell more acute after the drug. Evidence of objective changes in 
these areas are limited, however, and many individuals do not experience sig- 
nificant alteration in auditory, gustatory or olfactory perception.’ 14. 124 


Changes in the perception of one’s body and limbs (often called body- 
image) commonly occur with psychedelic drugs. Subjects regularly report that 
body parts feel strange or unusual, as if shape, size, weight and various 
bodily sensations were altered or distorted. Changes in tactile perception are 
typical and include numbness, increased sensitivity to textures and shapes, 
and a tingling feeling in the skin. Parts of the body or mind may feel as if 
detached or floating free. Dreamy, floating sensations are very common, but 
often come and go in wave-like fashion.®*. 61, 112, 150, 187, 189, 199, 202 
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One of the most uniformly cited and significant effects of LSD and 
related drugs is the alteration of ordinary time perception or time sense. Sub- 
jective time is almost invariably faster than objective “clock time” with psy- 
chedelic drugs, and subjects typically overestimate the passage of time. Mo- 
ments may seem like hours, and time may seem to be transcended. Pleasant 
experiences may extend indefinitely, or, on the other hand, an acute ‘bad 
trip’ may seem like an interminable horror. PCP, in contrast to the other 
drugs discussed here, tends to produce an underestimation of time. Time per- 
ception effects may be related to changes in short-term memory or may 


reflect an alteration in the general speed of an “internal clock” in the 
brain.1¢. 35, 78, 161, 202 


It has been frequently reported that PCP is much more likely than other 
LSD-like drugs to produce feelings of isolation and apathy in users. The dis- 
turbance in sensory input produced by PCP is considered by some investi- 
gators to resemble sensory deprivation, and is quite distinct from the gen- 
eral sensory effects of LSD.78: 194, 212 


There is some controversy regarding the extent to which LSD and 
related drugs produce hallucinations. This question is primarily a problem of 
semantics. There are many definitions of the word hallucination, and there 
is little agreement in scientific circles regarding its specific delineation. Some 
investigators would subsume under the general label of hallucinations the 
various alterations in visual perception and other sensory changes described 
above. Others have suggested that some of these effects might better be 
called illusions, and still others feel that neither term is appropriate and that 
these phenomena should be considered, in a broader context, as altered 
states of consciousness and perceptual awareness. Many investigators restrict 
the use of the word hallucination to false sensory impressions which are 
believed to be real by the person experiencing them. In this sense, LSD and 
related drugs rarely produce hallucinations, since subjects are almost always 
aware that the perceptual changes are due to the drug and, typically, do not 
attribute to them significant independent existential reality.®!. ®% 127 


Contentions are often made that LSD can elicit new levels of spon- 
taneity, insight, problem-solving and creativity. These claims are very diffi- 
cult to assess scientifically, since the effects described are often highly sub- 
jective and personal, and are hardly amenable to empirical validation. The 
problems of studying creativity in the laboratory are considerable, and little 
is known of the basic psychology of such cognitive processes. A generally 
agreed upon definition of the concept of creativity has eluded investiga- 
tors so far, and few meaningful tests are available. Studies of the effects of 
psychedelic drugs on allegedly creativity-related interests and behaviours have 
produced inconsistent results.*® 116, 145, 206, 289, 301, 327 Often performance does 
not reflect the subjective impressions of the drug experience. Sophisticated 
scientific investigation in this area is only just beginning, and the question of 
subtle effects on creative processes in certain individuals must be answered by 
future research. 
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Current arguments as to whether LSD is truly ‘consciousness expanding’ 
as its proponents contend or ‘consciousness constricting’ as its opponents 
assert, will probably not be resolved by science in the near future, since it 
seems unlikely that such hypotheses can be put to adequate empirical test 
given the current state of technology. 


Most authorities agree that LSD does not have a specific aphrodisiac 
or sex-drive stimulating effect. Some users indicate an enhanced appreciation 
of sexual experience, while many others report a total disinterest in sex while 
on a ‘trip’. Some increase in sexual behaviour may occur as a result of a 
lessening of inhibitions and an increase in emotionality, tactile appreciation, 
and interpersonal contact. LSD has been used in the treatment of sexual dis- 
orders of psychological origin (e.g., frigidity and impotence), although its 
general usefulness has not been clearly demonstrated in this area. 

The possible religious significance of psychedelic drug experiences has 
been the subject of heated controversy for centuries. While many authorities 
have pointed out basic similarities between drug-induced feelings of trans- 
cendental or mystical awareness and the satori or kensho of Zen Buddism, 
the samadhi of Hinduism or the beatific vision of Christianity, others have 
been outraged by the suggestion that such ‘instant mysticism’ could be pro- 
duced chemically. It is quite apparent, however, that a considerable degree 
of religiosity pervaded the psychedelic drug movement of the 1960s and has 
played a major role in the use of such drugs in other cultures. The major 
theoretical positions and scientific research in this area have been reviewed 
by several investigators and these reports provide experimental support 
for the notion that drug-evoked experiences may have religious significance 
for certain individuals.11, 202, 27° 

Perhaps the most rigorous scientific evidence comes from Pahnke’s 
controlled psilocybin experiment with seminary graduate students, conducted 
in the setting of a Good Friday religious service.??? He notes that: “Those sub- 
jects who received psilocybin experienced phenomena which were indistin- 
guishable from, if not identical with, the categories defined by our typology 
of mysticism.” The religious aspects of the psychedelic experience apparently 
depend a great deal on the individual, his values and expectations, and the 
setting involved, and do not normally occur with great intensity in most 
persons or in most situations. Masters and Houston report that 6 out of 
206 of their subjects attained a mystical experience,”°” while other researchers 
report no such events and still others, a much higher incidence. Differences 
in semantic meaning, definition and criteria may account for part of these 
discrepancies. The “objective validity” of drug-elicited religious experiences, 
however, is by nature untestable in the scientific sense, and the area will 
doubtless remain in a storm of controversy. 


Adverse Psychological Reactions [4] 


As noted in A.1 Introduction the term adverse reaction, as traditionally 
applied to the medical use of drugs, refers to significant undesirable or nega- 
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tive side effects of the drug. The distinction between main or desired effects 
and the multitude of other side effects which the drug may have is not absolute 
in any sense, and the application of these terms generally depends on the 
conditions of drug use. In the medical use of drugs, the desired and undesired 
effects are relatively easy to define in a specific treatment context, although 
the labels may change with the aims of the therapy. 


In the area of the non-medical use of drugs, defining adverse reactions 
becomes considerably more complicated. With hallucinogens, for example, 
personal and social attitudes and norms often dominate in the interpretation 
of drug effects.1°° What may be a desirable or pleasurable effect to one indi- 
vidual in a certain situation may be considered an adverse response or a side 
effect in another situation or to another individual. In a survey of physicians 
regarding adverse reactions to LSD, one respondent stated, “From my under- 
standing of the effects, I would consider all reactions to LSD as ‘adverse’ 
regardless of the immediate subjective response.’’*°* Clearly, not all LSD users 
or other observers share this opinion. As Bialos indicated, in discussing some 
of the difficulties with defining marijuana adverse reactions: 

. . . drug users, the non-drug user friend, the professional clinical observer, 


the researcher, the law enforcement official, and the middle-aged, middle- 
class citizen may all have different criteria for defining the syndrome.” 


Tart has proposed two criteria for selecting what he believes would be 
unequivocally negative effects: °° 


(1) the effect is clearly unpleasant to the user; 


(2) it has no redeeming value, other than as a possible lesson to the 
user. 


While most observers might agree in principle with the approach, con- 
siderable conflict among individuals would undoubtedly arise in the applica- 
tion of these criteria in many practical situations. Even if agreement were 
reached as to whether a particular drug-associated condition is positive or 
negative, determining cause and effect relationships can be a formidable task. 
It is often very difficult to isolate the alleged effects of LSD from the possible 
influence of cannabis, since LSD users are almost invariably users of mari- 
juana and hashish as well. Other drugs are also involved in many cases where 
possible chronic effects are a major issue. 


In spite of these ambiguities, a number of rather specific concerns have 
developed regarding possible adverse psychological reactions to hallucino- 
genic drugs. Some of these alleged effects include acute adverse reactions 
such as depression, anxiety, panic or psychotic-like, short-term responses; 
augmentation of pre-existing neuroses, character disorders and adjustment 
problems; functional psychoses, in which drugs might serve as a precipitating 
or complicating factor; long-term changes in personality, behaviour or life 
style associated with chronic use (for example, the so-called “amotivational 
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syndrome”); specific psychoses or dementia of a chronic nature caused 
primarily by the drug; and “flashbacks” or recurrences of previous drug 
effects. 


In the past decade there have been numerous clinical reports of adverse 
psychological reactions to hallucinogen use in North America. The majority 
of these reports display considerable methodological problems which impose 
severe limits on their usefulness. Pre-drug personality, cause and effect 
relationships, and details of both the general patient group and the overall 
catchment population from which the subjects were drawn are rarely 
adequately explored and presented. Some well-documented reports have 
appeared, however, and certain recurring patterns are becoming apparent. 

An LSD-induced ‘bad trip’ is typically a self-limiting reaction of short 
duration, lasting only a few hours. Although much more prolonged responses 
sometimes occur it may range from a mildly negative or ambivalent experience 
to an episode of intense terror and nightmarish panic. Such adverse reactions 
often seem to focus on the fear of death, fear of permanent insanity, basic 
sexual conflicts, and fear of legal repercussions in illicit users, or may be 
precipitated by an objective ‘hassle’ or problem of real or imagined signifi- 
cance. Under the influence of LSD, it is often difficult to cope with immediate 
problems which arise, and emotional vulnerability may be increased. ‘Bad 
trips’ seem to occur most often when the individual has had little experience 
with hallucinogenic drugs, is poorly prepared, alone, or in an otherwise un- 
protected or unsupervised setting. While an experienced ‘guide’ or therapist 
can often help prevent or alleviate negative reactions, this is no guarantee 
against an unpleasant experience. Neither are earlier positive experiences— 
severe ‘bad trips’ have been noted in individuals who had previous long 
histories of unequivocally pleasant psychedelic experiences. 


Illicit users of LSD commonly voice the opinion that ‘bad trips’ are 
caused by bad drugs and that ‘pure acid’ is relatively free from adverse re- 
actions. These claims are rarely based on chemical analysis. Although con- 
taminants and other drugs occasionally found in illicit market LSD can 
undoubtedly affect the experience, it seems unlikely that a large proportion 
of the negative reactions reported can be accounted for by adulterants. It is 
well-documented that ‘freak-outs’ do sometimes occur with pure LSD. 


Becker has proposed an explanation for the occurrence of anxiety 
reactions to hallucinogenic drugs, which is gaining considerable sup- 
port.?9 3°. 31 Hallucinogenic drugs produce effects which are qualitatively 
different from those a non-user is likely to expect or have experienced before. 
In many instances, it is the interpretation or meaning which the user attaches 
to these radically different experiences which determine the subsequent 
emotional response. Effects which are considered tolerable or even interesting 
or pleasurable to experienced users, may be frightening to a novice, who 
may fear a permanent derangement of his mind. Hallucinogens sometimes 
produce transient waves of mild anxiety or paranoia, which the regular user 
usually correctly attributes to the drug and has learned to control. These 
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same effects may convince the novice that he is insane and bring on a severe 
panic. The response of others to this fear is of great importance—if they 
are not alarmed, and reassure him that the effects are not unusual or per- 
manent, the anxiety reaction may be minimized. On the other hand, non- 
users, including some police and medical personnel, may react with alarm, 
and reinforce the notion that the person is at least temporarily insane 
(psychotic), thereby adding to his distress. Becker’s hypothesis predicts that 
as familiarity with the acute effects of hallucinogens in our culture increases, 
the frequency of short-term panic reactions among users will decrease. 


The frequency of suicide among LSD users is not known, but a few 
cases have been documented. Suicidal thoughts have often been reported, 
but there is little indication that such notions are carried through. Some data 
on suicides among persons who have taken LSD in medical settings are 
discussed later. Attempts at self-mutilation have been reported on rare oc- 
casions. Accidental deaths associated with hallucinogen use have been reported 
and a number of fatalities or serious injuries have been noted as a result of a 
loss of critical judgment or attentional processes. For example, a few in- 
dividuals have jumped from buildings or trees apparently under the delusion 
that they could fly or were indestructible.®: 127. 259. 272 Stories of persons who 
had become permanently blind while staring at the sun during LSD trips were 
generated by a state official in the United States and widely circulated in the 
public media. These reports were subsequently shown to be a hoax and no 
such cases are on record.?*4 


Fear, panic and aggression may result from a ‘freak-out’, but homicides 
associated with LSD use are rare and only a few have been documented.1®: 238 
Reports of violence resulting from the use of LSD have generally not been 
supported,®® although there may be some significant exceptions. The majority 
of non-drug arrests associated with LSD use in Canada seem to be on the 
order of “disturbance of the peace” offences”*1, 25? and there is little evidence 
that LSD plays a significant role in major crimes. 


Recurrence of certain aspects of hallucinogen experiences (‘“flashbacks” 
or “echos”) of varying duration and intensity have been reported over 
periods ranging from a few months to more than a year after the last (or 
only) LSD use.1?8: 249. 272, 305 The quality of these experiences, which usually 
last only a few minutes or less, may depend on as many factors as the original 
effects. They may be triggered or precipitated by drug-associated stimuli 
which were previously associated with drug experiences, by seemingly ir- 
relevant stimuli or events, by other drugs, or they may appear spontaneously. 


According to Keeler and associates the recurrence of a drug-like effect 
(or “flashback”’) is not necessarily an adverse reaction and should be classified 
as such only if it precipitates anxiety or interferes with function.1®© 
“Spontaneous recurrences are tolerated by some and enjoyed by others.” 
They note that the recurrence of clinical psychopathology that was present 
during the drug reaction is not a spontaneous recurrence of the drug effect. 
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Discrete recurrences may be on a continuum with more subtle effects 
of drug use. For example, some subjects claim that their perceptual aware- 
ness was increased by hallucinogen use and that some degree of this enhance- 
ment remained with them after use. Perhaps also related is the ‘contact high’ 
—the experience reported by some users of feeling somewhat ‘high’ without 
the drug when in the presence of others who were ‘high’. Although these 
various post-intoxication responses may be in some respects related psycho- 
logically and physiologically, in most situations they cannot be considered 
the same phenomena. The lack of clear agreement as to essential definitions 
in these areas prevents simple interpretation of the very limited data available. 
Definitions of “flashbacks” or “spontaneous recurrences” rarely accompany 
clinical reports in the literature. 


There is little agreement regarding the frequency of these ill-defined 
recurring phenomena. In a recent survey of metropolitan Toronto high school 
students, 60% of LSD users reported experiencing “flashbacks” of some 
kind.?"* Of students who had used the drug 21 times or more in the past six 
months, almost three-quarters reported such recurring experiences. In contrast, 
other surveys report that about one-quarter of LSD users have had “‘flash- 
backs”’.4?: 2° Horowitz estimated that approximately 5% of repeated hal- 
lucinogen users have experienced “repeated intrusions of frightening images” 
in spite of volitional efforts to avoid them.1*> Studies of persons who have been 
given LSD under medically controlled settings have rarely found evidence of 
significant adverse recurrences.®. 74, 121,204 Jt is likely that these various 
studies are examining different phenomena and comparisons among them 
seem rather meaningless. Further research is needed, applying more rigorous 
definitions. 


A number of clinical reports have appeared which suggest that the 
chronic use of hallucinogens may be causally associated with a variety of 
psychological problems of a more prolonged nature than the generally 
accepted acute reactions. Although most negative LSD experiences appear 
to be of short duration, prolonged psychotic episodes lasting months or even 
years have reportedly been elicited by LSD. Many investigators contend that 
such extreme experiences occur only in individuals already predisposed to 
psychotic reaction, and are simply precipitated by the stress of a ‘bad trip’. 
In most of the cases described, considerable prior psychopathology existed, 
although this is reportedly not always the case, and there are numerous 
reports of significant adverse psychological effects in individuals without 
obvious previous pathology.®*: 69, 104, 120, 220, 259, 272, 307 


A number of clinicians have described an “amotivational syndrome” in 
some chronic users of cannabis, LSD and other hallucinogens. McGlothlin 
and West report that clinical impressions suggest that heavy use of these 
drugs may contribute to some characteristic personality changes, including 
apathy, loss of effectiveness, reduced drive and ambition, diminished capacity 
or willingness to carry out complex long-term plans, to endure frustration, 
to follow routines or to successfully master new material.2°? David Smith 
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has described a similar condition in a small proportion of chronic users, 
“The picture in terms of social consequences is then similar to that of a 
chronic alcoholic, but without the physical deterioration.”?7® 


While an association between heavy hallucinogen use and an “amotiva- 
tional” behaviour pattern in some persons is generally acknowledged, the 
complexity of untangling any causal relationship between the use of drugs 
and the general life style has resulted in considerable controversy regarding 
the essential etiology of the syndrome. The role of drugs in such cases may 
often be more symbolic than pharmacological. Some investigators have sug- 
gested a definite organic basis. Unwin contends that “the so-called amotiva- 
tional syndrome” may in most cases be a “masked depression’’.°° Lecker 
felt that such a syndrome might represent an “operant conditioning state” 
during which the chronic user aims at the quickest way to get pleasure, and 
may revert more and more to the drug for instant gratification.1** McGlothlin 
has suggested that drug use by persons appearing “amotivational” was 
perhaps continued and intensified when the drug effects were compatible 
with the users’ natural personality characteristics and preferred life style. He 
indicated that separating the various social, psychological and pharmacologi- 
cal components would be an arduous task. 


In contrast to reports of adverse personality change with hallucinogenic 
drugs, numerous claims have been made by various LSD users, psycho- 
therapists and scientists that LSD can produce long-lasting beneficial effects 
on personality and behaviour. Both types of allegation are difficult to evalu- 
ate, since few adequately controlled investigations have been done on the 
long-term effects of either medically supervised or non-medical LSD use. 
Experimental data suggests that in most subjects, long-lasting effects (bene- 
ficial or harmful) of LSD administered under controlled conditions are mini- 
mal.*°¢. 206 T ess information is available on non-medical use. It would appear, 
however, that under some circumstances LSD can potentiate or facilitate 
attitude and behaviour change, the nature of which is strongly influenced by 
suggestion, expectation and other aspects of the set and setting, as well as 
the personality of the individual involved. The degree to which any per- 
sonality or behaviour change is viewed as beneficial or adverse depends on 
personal and social attitudes and norms. What is considered positive by some 
individuals or groups may be viewed negatively by others. Additional research 
is needed regarding the psychological effects of chronic hallucinogen use— 
especially in adolescents. Concern has frequently been expressed regarding 
the effects of regular hallucinogenic drug use on the maturation process in 
young people, but little systematic data are available. 


Some observers warn that chronic hallucinogen use may cause prolonged 
disruption of cognitive functioning and school performance. While users of 
LSD and related drugs have been shown in several studies to have poorer 
academic records than non-users, this general pattern typically holds for all 


drugs including alcohol and tobacco, and is likely not a pharmacological 
effect.15: 88, 107, 273, 274, 275, 316, 321 
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Prolonged psychoses are quite rare in clinical or experimental settings, 
even when psychiatric patients are used as subjects. In 1959 Cohen surveyed 
44 investigators who had given LSD or mescaline to approximately 5,000 
persons a total of about 25,000 times.®° He found that psychotic reactions 
lasting over 48 hours occurred in 0.18% of the psychiatric patients studied 
and 0.08% of the experimental subjects. Only a few “flashbacks” were noted. 
There were four suicides among the patients, all occurring months after the 
LSD experience, and none among the experimental subjects. Whether these 
deaths can be attributed to LSD use is not certain. 


In 1970 Malleson surveyed 73 doctors known to have used LSD on 
human subjects in the United Kingdom.?° The data covered some 4,300 
patients given a total of 49,000 LSD sessions, and 170 non-patient experi- 
mental subjects administered LSD on 450 occasions. There was a reported 
suicide rate of 0.07%, and a rate of 0.9% for psychoses lasting for more 
than 48 hours. The investigator concluded that: 


... treatment with LSD does give rise to acute adverse reactions, but if there 
is adequate psychiatric supervision and proper conditions for its administra- 
tion the incidence of such reactions is not great.” 


In 1971 the Commission conducted a survey of researchers who had 
administered LSD (or mescaline or psilocybin) in clinical or experimental 
settings in Canada over the preceding 20 years.12* Twenty-four of the 29 
investigators surveyed responded and of these, data from 18 research teams 
were adequate for the following analysis. A total of 3,515 individuals had 
been administered LSD alone or in combination with other drugs on 5,398 
occasions. The vast majority of these subjects were psychiatric patients and 
were receiving the drug as part of a program of psychotherapy. Sixteen 
severe psychotic reactions were reported to have occurred in conjunction 
with LSD treatment (0.3% of drug sessions). The majority of the psychotic 
reactions lasted for several hours or less, but a few were more prolonged. 
Three occurred during the year following LSD treatment, and in one case a 
psychotic reaction lasting almost a year was precipitated three weeks after 
LSD was administered. Only a few “flashbacks” were noted. Six possible 
suicides (three confirmed) were reported in patients within a period of two 
years after LSD sessions. The role of the drug treatment in these deaths was 
not certain. As with the Cohen and Malleson studies, it is not clear whether the 
suicide rates found in these patients after LSD treatment were lower or higher 
than in comparable patients not given such treatment. 


McGlothlin and Arnold conducted a ten-year follow-up study of 
persons who had been given LSD in a controlled medical setting.2°* Some of 
these individuals also had some non-medical hallucinogen experience. Twenty- 
five per cent of 247 respondents had experienced a ‘bad trip’ at one time 
or another. Almost half of those reporting having had at least one unpleasant 
experience, viewed them as beneficial in retrospect. Few serious problems 
were associated with LSD experience. 
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It would appear, on the basis of these studies, that adverse reaction to 
LSD is not a prohibitive danger when the drug is administered in a controlled 
clinical setting. Many other investigators have also indicated that the ex- 
perimental use of LSD in a medical setting is comparatively safe from a 
psychiatric point of view." 127. 185 There is no evidence that clinical research 
with LSD or pharmacologically similar compounds should be restricted for 
reasons of subject safety. These findings do not provide a satisfactory basis 
for estimating the effects of illicit use, however, since set, setting, purity and 
quantity of drug, and consequently, the quality of the experience are all apt 
to be quite different in these situations. 


There are no adequate data regarding the frequency with which various 
unpleasant or adverse effects occur in the illicit hallucinogen-using population 
as a whole. These various possible negative effects are rarely clearly defined 
in studies, but it would appear that a large proportion of regular hallucinogen 
users have experienced unpleasant effects of some kind. Very little is known 
regarding the incidence of the more severe reactions or ‘freak-outs’. 


In a recent survey of Toronto high school students, 53% of LSD users 
reported that they had experienced unpleasant effects or a ‘bad trip’ of some 
kind. Few reported more than one or two such experiences. As would be 
expected heavy users reported having had a greater number of unpleasant ex- 
periences. *** Solursh reported that 24 ‘freak-outs’ occurred out of 601 ‘acid 
trips’ in a series of illicit users studied retrospectively.78> In the Commis- 
sion’s national surveys, approximately one-fifth of the respondents who re- 
ported that they had quit or decreased LSD use indicated having had a 
bad experience as a reason for this change in drug use.174; 175. 176 


Smart and Fejer of the Addiction Research Foundation have examined 
the relationship between non-medical drug use and experience in psycho- 
therapy among high school students in a semi-rural area of Ontario.®’ For all 
drugs (including alcohol and tobacco) significantly more users than non- 
users had received treatment for psychological problems. Non-users who had 
received treatment noted family or school problems most frequently as the 
reason for treatment. Users of illicit drugs most often gave depression as the 
reason for therapy. It is difficult to ascertain the role of hallucinogen use in 
these data since the incidence of psychotherapy generally increases with age, 
as does drug use. The investigators point out that age differences may be a 
confounding factor in the correlation between drug use and treatment. As 
well, we do not know whether the treatment preceded or followed halluci- 
nogen use. 


In a study of Harvard seniors, Walters and associates found more visits 
to a psychiatrist among those students who were users of hallucinogenic 
drugs. However, in half of these cases, the individuals were not users at the 
time they saw the psychotherapist. Few felt that drug use was related to their 
seeking psychiatric help.*1® Similarly, a study of adults in the San Francisco 
area found that hallucinogen use was more common among those who had 
seen a professional psychotherapist.1*+ 


376 


A.5  Hallucinogens 


A number of surveys of clinicians and treatment services have been 
reported. As noted in A.1 Introduction the interpretation of such studies is 
generally quite difficult. 


In spite of various methodological problems, it is apparent from these 
surveys that a significant number of adverse reactions to hallu- 
cinogens come to the attention of medical authorities.115. 215. 223, 226, 307 Since 
most cases of adverse reaction are probably not brought to medical attention, 
accurate diagnostic and treatment statistics must be considered underestimates 
of the overall incidence of the less severe conditions. In any event, drug-related 
cases must ultimately be interpreted in terms of the overall patient popula- 
tion, and more importantly, in terms of the extent and patterns of drug use 
in the general population from which the patients were drawn. 


The statistics collected by the Federal Poison Control Program provide 
some general information regarding adverse reactions and poisonings attribut- 
ed to LSD and related drugs.*® 16°.[1 However, it is generally not possible to 
distinguish between psychological adverse reactions and physical toxicity 
from these reports. Since physical reactions to LSD requiring medical treat- 
ment are rarely noted in the scientific literature, it is likely that the LSD 
cases reported are almost entirely psychological ‘bad trips’ of one sort or 
another. This may not be the case with MDA or PCP, since these drugs are 
more likely to produce signs of physical toxicity, which may account for 
some proportion of any adverse reactions associated with these drugs. For 
sake of convenience, all of the adverse reaction and poisoning reports are 
discussed here; physical toxicity and fatalities are dealt with later in the 
section on physiological effects. 


The general increase in the number of hospitals participating in the 
Poison Control Program from year to year precludes accurate comparisons 
among the various years, but some interesting relative reporting trends are 
apparent. (See Table A.3.) The overall number of adverse reaction reports 
involving hallucinogens is levelling off. The proportion of these cases ascribed 
to LSD has markedly declined from 1969-1971, as the proportion of cases 
attributed to MDA, mescaline, and unspecified hallucinogens increased. The 
specific sub-categories must be interpreted with caution, however. Drug 
identification in hospital reports involving hallucinogenic drugs is nearly 
always based on the verbal report of the user, rather than on chemical 
analysis of the drugs involved, and erroneous classification of such cases 
frequently occurs. Samples of the drugs taken are not usually available for 
chemical analysis, and accurate screening for these drugs in body fluids 
is beyond the capacity of most hospital laboratories. 


There has been no mention of adverse reaction to PCP in the Poison 
Control Program reports. As discussed earlier, PCP is almost invariably 
represented as some other drug on the illicit market and is rarely acknowledg- 
ed as PCP. If PCP adverse reactions occur, they would likely be mistakenly 
attributed to other drugs, or left unspecified. Although alleged ‘mescaline’ 
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TABLE A.3 


LSD AND OTHER PSYCHEDELIC-HALLUCINOGENS NOTED IN THE POISON CONTROL 
PROGRAM STATISTICS 


1969* 1970* 1971f 
j Vs) SRE POS eS SS a eS 390 (93.5%) 885 (77.2%) 799 (62.2%) 
MBAsib34.55 2nd. 20605.08. 7 (cb.0:2) 53 ( 4.6%) Shia e773 
WTCSCRIIOR 2 own eee ne Tort S30 7o) 57 ( 4.9%) 105 ( 8.1%) 
SPS eve, SOs Lh... 3 ( 0.7%) 15 ( 1.3%) 3160327) 
jt AEE SR Ee as 0 ( 0.0%) 0 ( 0.0%) 0 ( 0.0%) 
[ge 9 8 1 RED. RR ee 1 CO 2a 0 ( 0.0%) 0 ( 0.0%) 
UTISPECIIOU: ce tae kee 1 ( 0.2%) 135° (11.77) 225 (17.5%) 
TOTALS. bese, Various 417 1,145 1,283 


* Poison Control Program Statistics. 1969, 1970. (Table G-II) 


¢ Unpublished information provided to the Commission by E. Napke (Head, Drug Adverse Reaction 
and Poison Control Section, Department of National Health and Welfare, Ottawa.) 


is not uncommon in Canada, as indicated earlier, samples of such materials 
have almost invariably been found upon chemical analysis to be some other 
drug—primarily LSD, PCP or both. Consequently, it is likely that most 
of the 177 ‘mescaline’ cases reported actually represent adverse reactions 
to LSD and/or PCP. Many of the unspecified cases are probably attributable 
to these drugs as well. 


Overall, males outnumbered females by almost three to one in these 
data, and the vast majority of the individuals involved were in their teens or 
early twenties. Of the 1,653 reports where the disposition of the case was 
specified, 15.6% were hospitalized for treatment and these patients received 
a median of 1 to 2 days institutional care!®® Less than one-tenth of the hos- 
pitalized individuals (1.4% overall) were given more than two weeks of in- 
patient care. It would appear from these data most adverse reactions to LSD 
and related drugs are of short duration, not requiring hospital care; long-term 
hospitalization is uncommon. 


In the Commission’s national survey of psychiatric hospital diagnostic 
records, taken in the spring of 1971, LSD and related drugs were mentioned 
as factors in the primary and secondary diagnoses of 67 (0.3%) and 14 
(0.06% ) respectively of the 22,885 patients in the hospitals surveyed.12}. [4] 
In British Columbia, psychiatric wards in general hospitals were surveyed as 
well, and in this population, LSD-like drugs were mentioned in the diagnostic 
records of 10 (3.3%) of 293 resident psychiatric patients. A follow-up 
examination of certain specific case histories was done, focussing primarily on 
cannabis, although other more general information was obtained as well. 
These case histories revealed that most of the hallucinogen cases had 
intense involvement with a variety of drugs, the most common being can- 
nabis, alcohol, ‘speed’ and LSD. In many instances drugs were apparently 
considered causal factors primarily because of general information that the 
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patient had been a user, either in the past or at the time of hospital admission. 
The inclusion of such cases would likely give an inflated estimate of the role 
of the drugs in psychiatric disorder. On the other hand, many patients have 
drug-related problems which are not detected in the admitting diagnoses, and 
can only be identified by intensive subsequent exploration.1®* Consequently, 
diagnostic record sampling is bound to miss certain valid drug-related cases. 
Almost half of the patients in the follow-up study had been diagnosed 
schizophrenic at some time, and a high proportion of personality problems 
and adolescent adjustment difficulties were also noted. In many cases, these 
problems preceded hallucinogenic drug use. (See also Table A.7 in the Annex 
to this appendix. ) 


In the 1970 national mental health data provided to the Commission by 
Statistics Canada, 226 (0.44% ) of the first admissions and 71 (0.14%) of 
the readmissions to psychiatric wards and institutions were attributed to 
drug dependence involving LSD and related hallucinogens (ICD-304.7).5!: 
243, le] For 1971 the corresponding figures were 142 (0.26%) and 62 
(0.12% ) for first admissions and readmissions respectively. The apparent 
reduction in hallucinogen cases is striking; however, only limited between-year 
comparisons can be made with the available data. Some additional toxic 
reactions to these drugs are undoubtedly included in other undifferentiated 
general diagnostic categories (e.g., ICD-294.3, 309.14°). In the available 
data, males outnumbered females by approximately three to one. (See also 
Tables A.5 and A.6 in the Annex to this appendix.) 


The Commission psychiatric hospital survey and the national mental 
health statistics can only provide a general picture regarding the extent to 
which these drugs are involved in hospital admissions. Detailed follow-up 
of individual cases would be necessary to ascertain the nature of the role of 
the drugs in these patients. 


While the psychiatric hospital statistics do not allow firm conclusions 
regarding the causal role of the drugs in the cases described, the data indicate, 
however, that hallucinogens do appear as a complicating factor in a significant 
number of psychiatric admissions in Canada. However, such cases apparently 
represent a very small proportion of hallucinogen users in general, and of 
the psychiatric hospital patient population in particular. 

In studying psychiatric patient populations we have a priori defined the 
group under study as pathological. Consequently, only limited information 
can be gained from tabulating the pathology within such groups. Such 
studies provide little information regarding the frequency of adverse reactions 
in the general population of hallucinogen users. Few controlled studies exist 
of hallucinogen users who were selected on some non-pathological or non- 
deviant basis. It would be preferable to compare a cross-sectional sample 
of hallucinogen users with a control group of non-users with similar social, 
economic, and educational backgrounds. Even this type of investigation can 
only demonstrate factors which are associated with drug use and cannot 
indicate causality. 
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Although good epidemiological data are lacking, many observers feel 
that the frequency of psychopathology in the chronic hallucinogen-using 
population is higher than would be expected by chance. If this were true, at 
least three reasonable explanatory hypotheses might be adequate, each with 
some supporting evidence: 


(1) Pathological persons may be more likely to use hallucinogens (or 
to use them heavily). This might, for example, represent acting-out 
or rebellious behaviour, attempted self-treatment, poor judgment, 
or an inability to find pleasure by other means. 

(2) Hallucinogen use may lead to an increased incidence of psycho- 
pathology. This could be a direct neurological effect, or, for ex- 
ample, the drug might conceivably precipitate or complicate a 
schizophrenic reaction in a predisposed person. 

(3) Other factors may influence both psychopathology and drug use. 
Social alienation, adverse socio-economic conditions, or poor family 
environment might play such a role. 


In summary, mild transient phases of anxiety and paranoia occur in 
some inexperienced and regular users of hallucinogens in North America. 
More severe panic reactions, especially among inexperienced users have been 
reliably reported. The notion that LSD and related drugs may, under cer- 
tain circumstances, precipitate a more prolonged psychotic reaction in pre- 
disposed individuals is gaining some support in the clinical literature, although 
there is no consensus as to the exact nature of the predisposition or its pre- 
valence in the general population. Other more prolonged adverse psychologi- 
cal reactions to chronic use (including personality changes and an “amoti- 
vational syndrome’), in some instances in apparently previously normal 
individuals, have been cited, but there is considerable controversy as to the 
validity and general applicability of many of the clinical reports presented. 
It is not yet certain what role the drugs play in such chronic syndromes or 
the frequency with which they occur in the hallucinogen-using population. 
Additional epidemiological research will be necessary to clarify these issues. 
(Further discussion of theoretical and methodological issues relevant to hal- 
lucinogen adverse reactions appears in Chapter Two of the Cannabis 
Report.*®) 


PHYSIOLOGICAL EFFECTS 


LSD exerts its most significant physiological effects on and through the 
central nervous system, although the exact mechanisms by which this occurs 
are not yet known. As a result of its potent general arousal or activation 
capacity, LSD may produce a variety of autonomic nervous system (sym- 
pathomimetic) actions, generally considered to be of little clinical signifi- 
cance at normal doses. Commonly noted are minor increases in heart rate, 
blood pressure, blood sugar level, body temperature and perspiration. Chills, 
‘goose pimples’, flushing of the facial skin, decreased or increased urination, 
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headache, nausea and, more rarely, vomiting are reported. Nausea is more 
common with peyote than with LSD. LSD may produce a variety of changes 
in the visual system, including widening of the pupils, some disturbance of 
focussing and accommodation, an increase in intra-ocular pressure, and cer- 
tain direct effects on the retina. It would appear that the profound changes 
in visual perception which typically occur reflect a combination of peripheral 
(perhaps retinal) and central neural mechanisms. LSD and most of the re- 
lated drugs generally increase the activation of the brain (as indicated by 
the EEG), produce alertness, block sleep, decrease appetite, change respira- 
tory patterns, facilitate certain simple reflexes, and may induce tremors and 
reduce coordination. A few rare cases of convulsions have been re- 
ported.??. 25, 27, 67, 131, 141, 142, 195, 255 Cold extremities are sometimes reported 
with LSD and are likely due in part to constriction of the blood vessels in 
the skin. There have been occasional rumours of gangrene in the extremities 
allegedly caused by the use of poorly synthesized illicit LSD (thought to 
contain other physiologically active ergot alkaloids). We have been unable 
to substantiate these rumours, but one case of gangrene was recently reported 
in which LSD and large doses of nicotine (a potent vasoconstrictor) were 
implicated.1#® 


Considering their close structural similarity with amphetamine, it is 
surprising that MDA and STP produce little amphetamine-like peripheral 
physiological change. Pupilary dilation is the only conspicuous effect of 
MDA at low doses. Larger doses may produce increased perspiration, dry 
mouth, tension, tremors, dizziness, indigestion and occasionally nausea. Ap- 
petite is usually suppressed. Amphetamine-like central stimulation and EEG 
changes occur. }?; 19. 184 Although the literature is inconsistent regarding the 
physiological effects of STP, it would appear to be similar to, but more potent 
than MDA in most respects.®°: 96. 281 


At moderate doses, PCP produces physiological effects similar to alcohol 
or barbiturate intoxication. Larger doses are increasingly anesthetic, but very 
high doses produce convulsions. Moderate doses typically result in numbness 
in the extremities, an increase in blood pressure, heart rate, perspiration and 
salivation, and dilation of the peripheral blood vessels in the skin. Unlike 
most LSD-like drugs, PCP produces a slowing of the EEG, generally de- 
creases arousal, and does not affect pupil size. Muscular incoordination, 
ataxia, blurred vision, minor changes in involuntary eye movement, and 
dizziness are often reported. Nausea and vomiting may occur.”*. 78, 79, 127, 234 


There is no direct evidence of generalized brain damage due to the 
chronic use of LSD and related drugs, but indications of impairment on some 
behavioural tests have been reported which are suggestive of slight neuro- 
logical dysfunction in certain LSD users.?®: 3%, 70, 205, 326 The evidence is not 
consistent in this regard, and further research is needed. There are no data 
available on the neurological consequences of long-term use of MDA or 
PCP in humans, but existing animal studies do not indicate cause for con- 
cern at moderate doses.7®: 154, 234 
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Chromosome and Birth Effects 


A few years ago, considerable controversy and sensational publicity 
arose around the possibility that LSD might affect hereditary transmission 
through chromosomal alterations, produce changes in white blood cells re- 
sembling leukemia, or adversely affect the developing human fetus.®®. 147. 155 
Related studies, involving test-tube preparations of human cells, live animal 
and insect experiments, and examinations of illicit drug users, are contra- 
dictory and provide no final answers to these important questions.?>. 81, 101,136 
The relationship between in vitro (test-tube) and in vivo (living organism) 
effects is rarely straightforward, and generalizations from one animal species 
to another are difficult. Furthermore, studying the users of ‘street’ drugs gives 
little information regarding specific compounds, since such individuals typic- 
ally use a variety of drugs, and neither the investigator nor the subject can 
be sure of the purity, quantity or identity of substances obtained from the 
illicit market. In controlled human studies, in which chromosomes were exam- 
ined before and after clinically supervised administration of known doses 
of pure LSD, little evidence of significant change was noted.®: % 137, 300 The 
effects of prolonged frequent use of LSD have not been directly investigated 
in the laboratory, however, and the presence or absence of chromosomal 
alterations with heavy use of illicit materials can not be predicted on the basis 
of present information. 


Research on chromosome changes is complicated by the fact that 
temporary or permanent chromosome breakage is not an uncommon response 
to a variety of non-drug experiences, and can be produced by nuclear radio- 
activity, x-rays, many pollutants, fever and a number of virus infections. 
Furthermore, there is evidence that a number of commonly used drugs, 
including caffeine and aspirin, may cause chromosome breaks in certain 
cells.15, 262, 292, 323 Tt should be noted that chromosome damage per se does 
not necessarily affect either the individual or his offspring, although the 
possibility must be considered. There is considerable controversy regarding 
the frequency of occurrence of various chromosomal abnormalities in the 
general population.*“4 


High doses of LSD administered at certain times early in pregnancy have 
been shown to produce deformities in the offspring of some animal species 
but not others.1® 17, 84, 102, 250, 311, 317 Ng unequivocal evidence of such tera- 
togenic LSD effects in humans has been reported, although there have been 
a number of widely publicized instances of early abortion or abnormalities 
in babies born of mothers who had used LSD.*° 43. 52, 82, 147, 148, 300 Whether 
such anomalies occur more frequently in LSD users than in similar or matched 
non-users is uncertain.” 28, 291 


Recent reviews of the literature suggest that LSD does not cause lasting 
chromosome breaks in vivo and that it does not produce cancer or birth 
deformities in humans.’ 76 %. 192 However, many investigators still feel 
that the possibility of chromosome or fetal damage in humans forbids the use 
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of LSD and related drugs, for either medical or non-medical purposes, by 
women who are either pregnant or expect to become so in the near future. 


Physical Toxicity and Death 


Human fatalities due directly to LSD overdose are unknown in the 
scientific literature. In terms of lethal physical toxicity LSD must be con- 
sidered one of the safest drugs known. Mention of psilocybin or mescaline 
deaths in the literature is rare, as well. We have found no evidence of over- 
dose deaths involving these drugs in Canada.}2°. 271.[e] 


Little data is available on the lethal toxicity of PCP in humans. There 
is no evidence in the scientific literature or from the Commission’s studies of 
drug-related deaths that severe PCP overdose is a likely occurrence. We have 
not been able to document any such fatalities in Canada.217 No PCP 
poisonings have been recorded as such in the Federal Poison Control Pro- 
gram statistics.4® However, as noted earlier this may represent drug identifica- 
tion and classification errors rather than a lack of toxicity, since, in Canada, 
PCP is almost invariably sold as some other drug on the illicit market. While 
similar misidentification of drugs may exist in death records, such an error is 
less likely to occur since greater care is normally taken to chemically identify 
drugs in fatal cases. However, even in these latter instances, screening for 
drugs is usually not extensive or complete.?17 


The toxicity of MDA has been studied in animals, but little information 
is available regarding lethal levels in humans.®’: 154. 249 Because of the close 
chemical and pharmacological similarities between MDA, mescaline and the 
amphetamines, and the rarity of overdose deaths with these latter compounds, 
it would seem reasonable to expect a similar lack of fatalities associated with 
MDA. Animal studies suggest that MDA and amphetamine have comparable 
lethal toxicity.1* Correspondingly, until recently, MDA overdose deaths were 
not mentioned in the literature. The Commission’s survey of provincial 
coroners has provided information on 18 MDA-related deaths in Canada 
during the years 1969-1972.123 (Five of these cases have been described by 
Cimbura.®”) Eight of the 18 cases involved other drugs as well, but in the 
remainder, MDA was the only drug found in the body. In several cases 
samples of the drug taken were available for analysis and were found to be 
relatively pure MDA, without significant adulteration or contamination. The 
majority of the fatalities involved oral use, although evidence of intravenous 
administration was noted in some instances. The actual mechanism of death 
was generally uncertain. Although the actual doses involved cannot be 
accurately determined, the coroners’ reports noted a range from “one cap- 
sule” as a minimum, up to 60 capsules in one instance, and one-quarter 
ounce in another. It would appear that in most cases massive doses were 
involved. Sixteen of the individuals were males, and all were between 15 
and 34 years of age. 
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Because of classification ambiguities, it is not possible to obtain informa- 
tion on MDA-specific fatalities from the death statistics published by Statistics 
Canada.®©° As noted earlier, the Federal Poison Control Program has re- 
ported 151 cases of MDA toxic reaction poisonings in 1971, but in most 
instances it is not possible to determine to what extent these cases represent 
psychological adverse reactions or physical toxicity.??! However, five of the 
MDA-related poisonings were fatal; three of these cases involved opiate 
narcotics as well. Very recently there have been several reports of deaths 
attributed at least in part to PMA (paramethoxyamphetamine) in Canada 
and the United States. 


MDA is unique in that it appears to be the only one of the common 
psychedelic-hallucinogen or stimulant drugs which seems to involve a signifi- 
cant risk of fatal overdose as these drugs are presently used in Canada. 
Further research is needed to determine what combination of behavioural 
and pharmacological factors are involved in this unexpected phenomenon. 


TOLERANCE AND DEPENDENCE 


Tolerance to the psychological and physiological effects of LSD develops 
rapidly on repeated use, although the form of psychological tolerance is 
unusual in several respects. Tolerance to most drugs can be overcome 
to a certain extent by simply increasing dosage. With LSD, often a period 
of several days must separate ‘trips’ if the full effects are to be obtained, 
regardless of dose.*#!:148 A second unusual quality of LSD tolerance is 
the rapidity with which it develops and dissipates. A reduction in inten- 
sity of the effects occurs after only a few consecutive administrations’ and 
tolerance is lost within a few days of last use. Furthermore, when LSD 
is used intermittently many users report a ‘reverse tolerance’, or increased 
sensitivity to the drug and may, after experience, require less of it to achieve 
the desired effects. These factors suggest that the pharmacological mecha- 
nisms underlying LSD tolerance are quite different from those seen with 
most other psychoactive drugs. Cross-tolerance exists between LSD and 
some related drugs, and an individual who has recently taken LSD will 
generally show a reduced response to mescaline and psilocybin, but not to 
PCP or cannavis.c toe 


Physical dependence does not develop to LSD, even in cases in which 
the drug has been used more than two hundred times in a single year. 
Psychological dependence has been reported to occur in certain individuals 
who become preoccupied with the drug experience and feel emotionally 
depressed and unsatisfied without it. Normally, however, LSD use is inter- 
mittent and periods of weeks or months may separate ‘trips’ in even con- 
firmed users. Chronic frequent use is very rare. 


Because of the general sedative properties of PCP, some degree of 
tolerance and physical dependence might be expected with daily use, but 
little human data is available. There is evidence that tolerance develops to 
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some of the effects of STP.1° Similar effects apparently occur with MDA. 
There is no data available regarding physical dependence on MDA or STP, 
but an amphetamine-like rebound response might be expected with these 
drugs after repeated use. The typical patterns of occasional or intermittent 
use of LSD-like drugs makes the development of physical dependence highly 
unlikely under most conditions. 


HALLUCINOGENS AND OTHER DRUGS 


Amphetamine is reported to intensify, prolong or otherwise alter the 
experience produced by LSD and related drugs. Chemical analysis of illicit 
drug samples suggests that such mixtures are not often used, however. LSD 
and PCP often appear in combination in illicit samples, yet little is known as 
to how these drugs interact in humans. They produce opposite effects on 
many physiological functions, and animal studies indicate that LSD and PCP 
are antagonistic in some respects.*® Further research into LSD-PCP inter- 
action is needed. 

The psychological effects of LSD, MDA and most related drugs are 
reduced significantly by chlorpromazine (Largactil®), a phenothiazine major 
tranquilizer, and to lesser degrees by barbiturates, minor tranquilizers and 
other sedatives. In rare instances phenothiazines may potentiate the LSD 
response. Niacin, niacinamide, succinate and glucose have also been reported 
to reduce some of the effects of LSD.®: 127. 153. 260 There are no confirmed 
antagonists of PCP, but there is some suggestion in the literature that certain 
psychological effects may be reduced by succinate, and that PCP sedation 
may be blocked by amphetamine.”®: 787 


When STP first appeared on the illicit market in California, toxic effects 
were reportedly potentiated by chlorpromazine given in treatment of adverse 
reactions. This gave rise to widespread warnings against the use of chlor- 
promazine in treating ‘bad trips’.2“*7 However, in subsequent laboratory 
studies involving chemically pure DOM, chlorpromazine clearly did not 
accentuate the effects of DOM, but lessened them to some degree.1%?. 281 
However, the interaction of chlorpromazine and DOM over a wide dosage 
range has not been explored. It has been suggested that the unidentified 
drugs originally responsible for the alleged STP-chlorpromazine potentiation 
were actually atropine-like compounds rather than, or in addition to, DOM. 

Antibodies to LSD and certain related drugs have been developed, in part 
for use in immunoassay techniques for the detection of drugs in body fluid 
and tissue.’?: 312 Recently, such antibodies were shown to reduce the response 
to LSD in an animal study—thus demonstrating the possibility of immuniza- 
tion against hallucinogenic drug effects.*1* 

Users of LSD typically also use a variety of other psychotropic drugs. 
Almost all LSD users have smoked cannabis, but only a minority of persons 
who have tried cannabis have also taken LSD. Heavy cannabis users are 
more likely to have tried LSD than are occasional users. A significant pro- 
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portion of young users of speed or opiate narcotics also report previous use 
of LSD and related drugs. LSD is apparently not very popular among regular 
heroin or speed users, however.5® 108, 174, 175, 176, 207, 283, 274 (See also Appen- 
dix C Extent and Patterns of Drug Use.) 


A.6 ALCOHOL 
INTRODUCTION 


Alcohol is one of the most widely used psychoactive drugs known to 
man; it has apparently been with us since the dawn of civilization. Breweries 
flourished in Egypt almost six thousand years ago, and there is evidence 
that Stone Age prehistoric man made alcoholic beverages long before 
that.!*: 28° The Roman philosopher Seneca, in an essay on alcohol, observed 
almost 2,000 years ago that “Drunkenness is nothing but a condition of 
insanity purposely assumed.”?4 Varying degrees of alcohol use have ap- 
peared in most societies throughout recorded history and have traditionally 
played an important symbolic as well as pharmacological role in many social, 
religious and medical practices. Just as the use of alcohol has been almost 
universal, so, apparently, has its misuse. Consequently some degree of 
opposition to ‘drink’ appears to have arisen in all indulging cultures, al- 
though attempts to eradicate its use have met with almost uniform lack 
of success. 


What is this drug which has been hailed as the “water of life” and “nec- 
tar of the gods” by some, and damned by others as “second only to war” 
as a source of human problems? Ethyl alcohol (C2H;OH) is a colourless, 
flammable and volatile liquid made up of three common elements, carbon, 
hydrogen and oxygen. The word “alcohol” is commonly taken to mean 
ethyl alcohol or ethanol (common beverage alcohol), even though there are 
a vast number of other substances in the aliphatic alcohol family, many of 
which are highly toxic in even low doses. Methyl alcohol (wood alcohol) and 
isopropyl alcohol (rubbing alcohol) are common examples of such toxic 
substances. Unless otherwise specified, in this report the word “alcohol” 
is taken to mean ethyl alcohol or ethanol. 


Although the technique of producing alcoholic beverages by fermenting 
fruit, grain, vegetables, and other food-stuffs has been known for the past 
few thousand years, the biologic process by which the drug is generated 
was first illuminated by Louis Pasteur in the middle of the 19th century. 
His investigations revealed that alcohol is produced by single-celled micro- 
scopic plants (yeast fungi), which break down certain sugars by metabolic 
combustion, releasing carbon dioxide (CO2) and ethyl alcohol as by-products. 
The production of CO, is responsible for the head on a glass of beer, the 
popping of champagne corks, and the leavening effect of yeast in the rising 
of bread. Since yeast cannot digest starch, mash from cereal grains such 
as barley, rye, corn and rice must be malted (i.e., converted to maltose 
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sugar) prior to fermentation in the ‘production of beer, gin, whisky and 
other alcoholic beverages. 


Under optimal conditions fermentation continues until the sugar supply 
is exhausted. However, as the amount of alcohol in the fermenting solution 
increases, the metabolic activity of the yeast is slowed and arrested, 
and the fungi are killed when the alcohol they produce reaches a level of 
about 14%. Thus a limit is set on the maximum strength of natural (undis- 
tilled) beverages such as beer, wine and cider. The distillation process of 
boiling. off and isolating the more volatile alcohol from the other fluids 
(mostly water) allows a further increase in ethanol concentration. Although 
this technique was used in Middle Eastern cultures centuries earlier, the 
production of ‘spirits’ by distillation has been known in Europe for less 
than seven hundred years. Today, alcohol can be produced synthetically. 

The pharmacological effects of alcoholic beverages are attributable 
primarily to the quantity of alcohol they contain. In Canada, beer usually 
contains about 5% alcohol by volume, natural wine 7% to 14%, fortified 
wine up to 20%, and distilled spirits or liquor approximately 40% alcohol. 
In other words, a 12-ounce bottle of beer or 3 to 4 ounces of wine contain 
about as. much alcohol as 14 ounces of whisky. In the alcohol literature a 
distinction has frequently been made among beverages on the basis of potency, 
with more serious consequences often attributed to the use of distilled liquor 
than to the consumption of weaker drinks such as beer or wine. However, 
certain studies, including some Commission research, suggest that even 
though acute toxic reactions may occur more frequently with distilled 
spirits, the long-term effects of chronic alcohol use are primarily related to 
the total alcohol consumed, rather than to the form or potency of the 
individual drinks.®®. 151. 222. 279 Further research in this area is clearly needed. 


In addition to ethanol and water, alcoholic beverages frequently contain 
small quantities of substances collectively referred to as congeners. Typical 
congeners include: methanol, higher alcohols (fusel oil), acids, esters, alde- 
hydes and other organic and inorganic compounds. Some of the congeners 
are important to the flavour and aroma of alcoholic beverages. There is 
evidence that they also can contribute to certain effects including post- 
intoxication ‘hangover’. After pure ethyl alcohol and water (e.g., Alcool) 
which has essentially no congeners, vodka has the second lowest congener 
content of all alcoholic beverages. At equivalent doses of alcohol, after-effects 
with these beverages are less severe than those produced by drinks with more 
congeners, such as brandy. 4°. 6, 202, 215 


The notion of alcohol ‘proof’ originated centuries ago from a crude but 
effective analytic technique designed to assess the strength of spirits. If gun 
powder soaked with the beverage exploded on ignition, this was taken as 
‘proof’ that the liquor was more than half alcohol. ‘Proof spirit’ in the 
United Kingdom and Canada contains about 57% alcohol, while in the 
United States proof is calculated as twice the percentage of alcohol per unit 
volume of the beverage (e.g., 80 proof whisky is 40% alcohol). 
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Canada has experimented with alcohol prohibition in varying ways 
since 1878. Although there are currently some ‘dry’ localities, alcohol is 
generally legally available to adults across the country. Over 300 years ago 
the prohibition of liquor sales to Indians was Canada’s first alcohol regu- 
lation. °° Some residual discriminatory policies have only recently been 
eliminated. 


In the United States there was a 15-year period of alcohol prohibition 
which ended in 1934. Although alcohol consumption and certain related 
social problems and physiological disorders (such as cirrhosis of the liver) 
decreased during “prohibition”, the program was repealed, apparently because 
of the unworkable form of the laws, inadequate enforcement, corruption 
among public authorities and, perhaps most importantly, a general lack of 
public support. During that period, the elimination of legitimate alcohol 
outlets resulted in home breweries and distilleries, the production of ‘bootleg’ 
liquor, the use of toxic substitutes, smuggling (frequently from Canada), and 
an economic vacuum which was rapidly filled by organized crime. Many 
authorities feel that this multi-million dollar illicit market provided the 
initial capital for the emergence of a network of syndicated criminal and 
quasi-legal business empires which have considerable economic and political 
strength in North America today. 


Alcohol is now used by approximately three-quarters of the Canadian 
population over the age of 18. (See Appendix C Extent and Patterns of 
Drug Use.) Although most alcohol is undoubtedly consumed for its pharma- 
cological properties, there is a significant aspect of alcohol usage which is in 
some respects independent of direct drug effects. There are many longstanding 
customs, traditions and superstitions which pervade alcohol use in the 
Western world. Because it has become an integral part of our culture, the 
set and setting surrounding alcohol use is substantially different from that 
associated with the non-medical use of other drugs in Canada. 


Drinking alcoholic beverages may have special meanings in various 
social contexts. Depending on the type and quantity of beverage consumed, 
alcohol use is often symbolically associated with the acknowledgement of 
birth, death, marriage and other contracts, adulthood, friendship, and, to 
some, it may imply virility or masculinity, affluence and cultural refinement 
(or the opposite). Although it is employed in some religious ceremonies, in 
other contexts many individuals may approach its use with moral apprehen- 
sions and feelings of ambivalence and guilt. Some reject it outright on 
principle, while others feel that moderate use is morally acceptable. In many 
social circles abstinence is frowned upon and ‘teetotallers’ are looked upon 
with suspicion. But alcohol intoxication is frequently tolerated, condoned, 
and even expected and encouraged in many situations in North American 
society. When one considers the fact that these various attitudes interact 
with the diverse pharmacological potentials of alcohol in determining the 
overall drug effect, the complexity of the psychopharmacology of alcohol 
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becomes apparent. Because its use is so ingrained at all levels of society, 
many Canadians do not consider alcohol a drug. 


In a wider context Jaffe observed in The Pharmacological Basis of 
Therapeutics: 


The large role that the production and consumption of alcoholic beverages 
plays in the economic and social life in Western society should not permit 
us to minimize the fact that alcoholism is a more significant problem than 
all other forms of drug abuse combined.” 


MEDICAL USE 


Alcohol is currently recognized as an official drug in the British and 
U.S. Pharmacopeias, although the various alcoholic beverages, as such, are 
no longer listed for medical use. Alcohol has been cited over the past few 
thousand years as a cure for nearly every ailment or disease. Most of the 
medical benefits were probably indirect, if not more imagined than real, and 
although it still plays a useful role in medicine, many of alcohol’s legitimate 
therapeutic functions have now been filled by more effective drugs. 


Alcohol is often used as a preservative, solvent, and vehicle for other 
drugs, and is contained in tinctures, elixirs, spirits and many medicinal 
syrups. External applications are used to cleanse, disinfect and harden the 
skin, to reduce bed sores, to cool fever, and to decrease sweating (alcohol 
is included in many antiperspirant deodorants). In concentrations around 
70%, alcohol is an effective anti-bacterial agent, although it is not satisfac- 
tory for disinfecting open wounds since it damages the raw tissue.”* 297 
Alcohol is sometimes injected in the vicinity of nerves to temporarily or per- 
manently block transmission and relieve certain types of pain. Concentrated 
alcohol may be administered orally in the treatment of fainting, and alcoholic 
beverages are sometimes used to stimulate appetite and digestion. Alcohol is 
also sometimes employed as a source of calories and may be administered 
orally or intravenously in such applications. 


Alcohol is still sometimes recommended as a tranquilizer, sedative, or 
hypnotic and may also serve as a mild mood elevator for some individuals. 
Used alone it has not been considered a safe surgical anesthetic, since the 
dose necessary to produce unconsciousness is often dangerously close to the 
fatal level. However, the use of alcohol, particularly in conjunction with 
other anesthetic drugs, is being re-evaluated.®® © In addition, alcohol may 
reduce pain at moderate doses. Alcohol is still used in household medicine 
to “treat”? the common cold, although its benefits, if any, are probably limited 
to an improvement in mood and increased relaxation and rest. 


CHEMICAL ANALYSIS OF ILLICIT SAMPLES IN CANADA 


Most of the alcohol consumed illicitly in Canada comes originally from 
licensed brewers and distributors. However, thousands of gallons of liquor 


389 


A The Drugs and Their Effects 


are illicitly manufactured and consumed in Canada annually. In some 
instances considerable effort is made to imitate or counterfeit popular brands, 
and bottles are often prepared complete with bogus labels and Liquor Board 
stamps.°° 35 (See also Appendix B.6 Sources and Distribution of Alcohol.) 


Among the contaminants which have been identified in illicit alcohol are 
calcium and copper salts, hydrocarbon oils, vegetable debris, dead insects, 
animal feces and urine. These materials arise from uncontrolled and 
usually unsanitary conditions, including easy access for insects and rodents, 
the use of dirty vessels, hard or unclean water, and abnormally high acid 
content in the brewing mash. Lead from old radiators used as condensors 
in stills is occasionally found in illicit alcohol. Deliberate additives in- 
clude sugar, soft drinks, various flavouring and colouring matter, and glycerol. 
Toxic quantities of methyl alcohol are sometimes added inadvertently (blind- 
ness and death may result from such adulteration). Illicit alcohol is typically 
diluted with water and the strength of such spirits is highly variable, with 
approximate limits of 30-160 proof.87. 141, 115, 248 


ADMINISTRATION, ABSORPTION, DISTRIBUTION AND PHYSIOLOGICAL FATE 


Alcohol is usually taken orally and is rapidly and completely absorbed 
in the gastrointestinal tract. Some absorption takes place in the stomach, 
although diffusion into the blood stream is typically most rapid from the upper 
intestine; consequently, the quicker the alcohol passes through the stomach, 
the shorter its latency of action and the higher the peak blood alcohol level 
achieved.’*: #87 Alcohol in beer or sweet wine is absorbed more slowly than 
that in equivalent quantities of dry wine or diluted or full strength distilled 
spirit. Therefore, they result in a lower peak effect than the latter bev- 
erages.11*, 282 Food eaten before or with alcohol tends to decrease the drug 
effect by slowing stomach emptying, and a meal before drinking alcohol may 
reduce the peak alcohol level in the blood by almost one-half compared to 
that attained by drinking with the stomach empty. Once absorbed, alcohol is 
distributed quite uniformly in all body fluids; it easily enters the brain, and in 
pregnant women, crosses the placental barrier into the fetus.*°° 


Approximately 95% of the alcohol entering the body is broken down 
by oxidation and the rest is excreted unchanged, primarily in the urine and 
breath. Much smaller quantities of alcohol can be detected in sweat, saliva, 
tears, milk and other body secretions.787 Unlike many drugs, alcohol is 
metabolized at a relatively constant rate on a given drinking occasion. The 
rate of alcohol elimination is roughly proportional to body weight, with the 
average 150-pound man metabolizing about 9 ml (0.3 oz.) of pure alcohol per 
hour.7*- 3°5 On various occasions there can be significant differences in the rate 
at which an individual metabolizes alcohol. Substantial differences in me- 
tabolism rates between individuals are frequently observed. Genetic factors 
are often significant. Differences in response to alcohol among various ethnic 
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and racial groups have been linked ‘to differences in rates of metabolism 
at various stages in the biotransformation of alcohol.®. 231, 313 


While certain alcoholic beverages, such as beer, contain very small 
amounts of protein and carbohydrates, alcohol itself provides only calories 
when metabolized, but no vitamins, minerals, protein or essential fatty acids 
needed for adequate nutrition. Depending on the form of alcoholic beverage 
and possible mixers, an ordinary drink may contain 90 to 150 calories or 
more. Thus, as little as two 12-ounce servings of beer may make up 10% of 
the daily caloric needs of a 160-pound individual, and a 25-ounce bottle of 
40% distilled spirits may supply over 50% of the needed calories.82: 156. 292 


A convenient index of the quantity of the drug in the body (and the 
intensity of the short-term effects) is the blood alcohol level (b.a.l.), repre- 
sented in per cent alcohol per unit weight of blood. Since the amount of 
alcohol excreted in the breath bears a fixed relationship to that in the blood, it 
is possible to estimate the blood alcohol level from expired air. This principle 
is utilized in the Breathalyzer tests now employed in the enforcement of 
driving laws.18: 74, 274, 293 A variety of other related techniques are also avail- 
able for rapid estimation of blood alcohol level.1®° Standard methods of 
chemical analysis have been developed for the direct determination of alcohol 
levels in body fluid and tissue.*® 126 127, 278 


SHORT-TERM EFFECTS 


Alcohol exerts its primary acute effects through the central nervous 
system, producing a general sedation or depression of neural activity over a 
wide dosage range, although in certain circumstances, behavioural and 
psychological stimulation may result. Little is known as to the specific mech- 
anism by which alcohol produces its psychopharmacological effects. However, 
in a general sense, alcohol is believed to exert its sedating effects by inhibit- 
ing areas of the brain stem reticular formation which control sleep and wake- 
fulness. Behavioural and psychological arousal effects are thought to be 
related, at least in part, to the release of certain brain areas (including the 
cortex) from inhibition by the reticular formation. Areas of the brain called 
the limbic system and the hypothalamus are involved in the neurological 
basis of mood and emotion; but since the operation of these systems is not 
at all well understood, it is not possible to speculate how alcohol (or any other 
drug) might affect them.1°® 159 

As with most drugs, certain effects of alcohol depend to a large extent 
on the individual and the situation in which the drinking occurs. A drink or 
two may produce drowsiness and lethargy in some instances while the same 
quantity might lead to increased activity and psychological arousal in another 
individual, or in the same person in different circumstances. Furthermore, 
a dose which is initially subjectively stimulating may later produce seda- 
tion.2°: 226, 237 
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In many social settings, alcohol seems to result in a lessening of inhibi- 
tions, and in feelings of well-being, sociability and camaraderie in most 
individuals. For many people alcohol relieves tension and anxiety—the 
common notion that one ‘needs a drink’ when worried, irritated or upset, 
reflects a general acknowledgement of this function. Although alcohol usually 
elevates mood at first, a general lack of emotional control, including anxiety, 
withdrawal, self-pity and general depression may occur later or with higher 
doses. 


Hostility and aggression are not at all uncommon in some drinkers, 
and fights and other forms of violent antisocial behaviour are often reported 
to accompany bouts of heavy drinking. There is evidence that persons with 
certain pre-existing psychiatric or neurological disturbances are more likely 
than others to become aggressive or violent when intoxicated.16. 2°1, 220, 312 
Although delusions, illusions and amnesic ‘black-outs’ may occur with high 
doses in some individuals, acute alcohol psychosis (pathological intoxication) 
in normally moderate drinkers is rare.°8: 13°, 247, 280 


Alcohol does not have a specific aphrodisiac (sex-drive stimulating) 
effect per se, although the emotionality and general lessening of inhibitions 
often induced may lead to an increase in sexual activity and other normally 
restricted behaviour. An increase in desire or opportunity may be countered 
by acute sexual impotence or difficulty achieving orgasm.?*”. 766, 292 


In moderate amounts, alcohol may increase or decrease heart rate, 
produce a ‘flushing’ or dilation of small blood vessels in the skin (giving a 
sensation of warmth), lower body temperature, stimulate appetite and the 
secretion of saliva and gastric juices, increase urination, produce a slowing 
of the electroencephalogram (EEG), increase complex reaction time, and 
may reduce muscular coordination. The swelling of the minor blood vessels 
in the eye (conjunctival congestion) may give a ‘blood-shot’ appear- 
ance.®. 74, 237, 306 Alcohol has been reported to narrow the visual field, reduce 
sensitivity to brightness contrast, and increase the time required for the eye 
to adjust to darkness,}°®. 1%”. 248 but other investigators have not found such 
effects. 

Alcohol generally reduces performance on tests of a wide variety of 
psychological functions. Tasks requiring a high degree of selective or divided 
attention are particularly sensitive to alcohol effects,!9°. 19 and impairment 
is usually most pronounced on complex and recently learned tasks.**. 74 19? 
However, a small amount of alcohol may actually improve performance in 
some situations.*°? The frequently observed impairment of psychomotor per- 
formance with moderate doses of alcohol (e.g., 0.04% blood alcohol level) 
was confirmed in Commission experiments.®®. 164, 196, 233, 234, 293 


In high doses, alcohol produces drunkenness with disorientation and 
confusion, slurred speech, blurred vision, inadequate muscular control and, 
often, nausea and vomiting. As larger quantities are ingested, depression of 
respiration, general anesthesia and unconsciousness and, rarely, death due to 
respiratory and circulatory failure occur.”*; 16°. 237 
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Heavy alcohol use is often followed by pronounced ‘hangover’ symp- 
toms characterized by nausea, fatigue and weakness, dizziness, poor coordi- 
nation, headache, ‘heartburn’ and a variety of other aches and pains. Anxiety, 
guilt and depression may also occur. The number and intensity of these symp- 
toms tend to increase in proportion to the quantity of alcohol drunk.*?. 
Some authorities consider this Teens ee) phase a form of acute with- 
drawal syndrome. 


A number of factors have been shown to influence appetite for alcohol 
in different species, including age, sex, and various physiological, nutritionai 
and pharmacological variables.?®! Electrical stimulation and specific lesions in 
certain parts of the brain have been shown to affect alcohol intake and effects 
in animals.®. 154. 174 Changes in alcohol self-administration may be mediated 
by the modification of neurological reactions which reinforce drug use. 


Many studies have shown that the use of alcohol is negatively correlated 
with academic performance in high school and university.?7? 3° 3°9 Heavy 
or frequent users of alcohol almost invariably have poorer grades than light 
users or abstainers. While chronic heavy use might have direct effects con- 
tributing to this correlation, non-pharmacological factors are thought to be 
primarily responsible. Similar findings have been reported for most other 
drugs, and it would appear that certain attitudes and life styles influence 
both drug use and academic performance. 


DRIVING 


In moderate to large doses alcohol adversely affects many of the func- 
tions thought to be important in automobile driving. In addition, to detri- 
mental effects on various perceptual, attentional, cognitive and psychomotor 
skills, alcohol may increase risk taking and aggression in driving.‘ 16, 284 
Commission experimental research has replicated the frequent finding that 
alcohol in quantities commonly consumed in Canada (0.07% blood alcohol 
level) reduces driving performance.?® 48, 10. 189 


In 1904, data linking alcohol consumption to automobile crashes was 
published in an editorial in the Quarterly Journal of Inebriety.?*" Since then, 
a considerable amount of evidence has been accumulated which continues 
to point to alcohol as a major contributing factor in such accidents. A 1969 
study of alcohol involvement in fatal motor vehicle accidents in three Cana- 
dian provinces presented findings similar to those reported regularly across 
North America: approximately 70% of drivers killed in single vehicle acci- 
dents and 50% of drivers killed in multi-vehicle collisions had been drinking. 
Among all driver fatalities, alcohol was detected in the blood of 60 to 70% of 
those considered responsible for their own deaths.?* The majority of such alco- 
hol-related fatalities involve drivers with blood alcohol levels above 0.08% ; 
a much smaller fraction of other drivers on the road at a comparable time 
show blood alcohol levels of such a magnitude.1”. 186 In other words, many of 
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the fatal crashes are caused by a small but distinguishable group of drivers, 
namely those with blood alcohol levels above about 0.08%. 


Although more than half of the adult population in North America at 
some time drive automobiles after drinking, alcoholics, primarily men, 
account for a disproportionate number of highway fatalities, even when 
corrections are made for driving exposure.75*. 29%. 9°? Numerous factors in- 
cluding failure to use seat belts, greater susceptibility to death due to trauma, 
and possible suicide attempts may contribute to this relationship.®* 787 
Another group which accounts for a disproportionate number of highway 
deaths, often involving high blood alcohol levels, are young adult males 
(roughly between the ages of 15 and 24).?6 216 However, evidence indicates 
that all age groups contribute to the traffic safety problem, particularly after 
heavy drinking.*’. 298 

The relationship between blood alcohol level and non-fatal automobile 
accidents has not been extensively studied, partly because drivers involved 
in such accidents may not consent to being tested for alcohol. Nevertheless, 
evidence indicates that blood alcohol levels at or above 0.10% are seen in 
approximately one-quarter of the serious but non-fatal crashes; for various 
reasons these figures are considered to be underestimates.1* 14° Thus, the 
overall trend is quite consistent—significant quantities of alcohol are frequent- 
ly found in drivers (and, incidently, in about 50% of their passengers) in- 
volved in fatal single-vehicle crashes, fatal multiple-vehicle crashes, and non- 
fatal serious crashes, compared to drivers not involved in accidents. On the 
average, the likelihood of such crashes begins to accelerate at blood alcohol 
levels of about 0.08—0.10%; above that the chance of an accident increases 
rapidly as a function of the alcohol level in the blood.17 11%. 166 


Alcohol has also been found to be a contributing factor in pedestrian 
fatalities;1°° in the Canadian study cited above, more than half the pedes- 
trians killed were shown to have been recently drinking.** Alcohol is also a 
significant correlate of fatal aviation crashes, and it has also been cited as a 
contributing factor in rail crashes and home and industrial accidents.??: 54, 10. 
107, 159, 293 

Although the intensity of the acute effects of alcohol can, to a certain 
extent, be estimated from the amount of alcohol in the blood, the relationship 
between the blood alcohol level and the effects produced may vary consider- 
ably from individual to individual. Federal legislation prohibits driving with 
blood alcohol level greater than 0.08%. This concentration may be produced 
by three or four ordinary drinks, if consumed in a short time. While certain 
individuals might be capable of driving satisfactorily with this much of. the 
drug, most persons perform less skillfully at even lower levels.1°° 18° Although 
the Breathalyzer can be used to predict the immediate effects of alcohol, there 
are no simple methods of detecting a ‘hangover’, and there are indications 
that this post-inebriation phase can have adverse effects on psychomotor per- 
formance and driving. 
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Recent reviews of the broad area’ of drugs and traffic safety have con- 
cluded that alcohol is a major factor contributing to highway crashes and 
fatalities. There is little evidence that other drugs are presently significant 
factors in comparison.1#5. 208. 269, 303 According to Statistics Canada data, 
almost a half million automobile accidents were reported in this country in 
1971; of these, there were 4,670 fatal accidents (resulting in 5,573 deaths), 
192,599 traffic injuries and 358,883 property damage accidents.22° Existing 
information suggests that alcohol was involved in a large proportion of these 
occurrences, although Canadian data are not available to allow an accurate 
estimate of the precise number which could be attributed to alcohol intoxica- 
tion.?’° It has been estimated that alcohol-related mishaps account for 30% 
of the severe injuries and at least 50% of the deaths from traffic accidents 
in the United States.?11. 2°8. 299 The Canadian situation is probably not dras- 
tically different. 


LONG-TERM EFFECTS 


Many authorities differentiate between ‘low-risk’ (moderate) and ‘high- 
tisk’ (heavy) drinking in discussing the long-term effects of alcohol. For 
most otherwise normal individuals, moderate drinking over a prolonged 
period of time may produce little apparent psychological or physiological 
change. However, high-risk or heavy drinking (e.g., an average of five or 
more drinks a day) frequently leads to a variety of psychological and phy- 
siological difficulties, many of which are subsumed under the general terms 
alcoholism or alcohol dependence. 

There is considerable disagreement among authorities as to the proper 
delineation of the concept of alcoholism—definitions may be as general as 
“a family of disorders accompanying chronic heavy drinking” with various 
social and economic complications, or they may contain more restrictive 
specifications of physical dependency and addiction, or psychological and 
physiological harm.®!: 18° Jellinek has described five different types of alco- 
holics which differ in degree and kind of psychological, behavioural and 
physiological involvement.1*° In some areas of North America, at least 2% 
to 5% of alcohol users become alcoholics and perhaps twice that many 
would be considered problem drinkers. The Addiction Research Foundation 
has estimated that in 1967 there were over 300,000 alcoholics in Canada.? 
The number is undoubtedly substantially higher today. 

Only a small minority of alcoholics are ‘down and out’, ‘skid row’ 
variety derelicts; there are many alcohol-dependent persons in all levels of 
society who function in varying degrees of effectiveness in spite of their high 
alcohol consumption. Psychological and physiological disorders in these 
individuals vary considerably as a function of general life style and drinking 
patterns. Some heavy drinkers show little obvious functional impairment for 
long periods of time. 

Some of the consequences of excessive alcohol use include increased 
physical and mental health problems, earlier death and a greater likelihood 
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of incarceration; discussion of these topics will follow directly. In addition, 
however, there are other consequences of alcohol use which involve not 
only the user, but others about him, and society in general.1°8 A seemingly 
endless list of such consequences is possible, although those which are clear 
liabilities to society are the most frequently enumerated. As examples, heavy 
alcohol users are frequently cited as being responsible for injuring and killing 
large numbers of persons in automobile crashes and in acts of violence and 
aggression. Moreover, the legal handling, incarceration and rehabilitation of 
such individuals involve costs typically paid for by society as a whole. 
Alcoholics’ increased accident rate adds to the costs of medical and auto- 
mobile insurance, and their greater need for medical treatment decreases 
available hospital space and services already in short supply. They are more 
likely to create problems and misery for their families and their productivity 
while employed is frequently below par, partly due to their increased 
absenteeism.7!° 


General Physical Health 


The physical health of heavy alcohol users is typically poorer than that 
of the general population.®® 15%. 237, 252 Some illnesses result from the direct 
effects of alcohol, or they may involve other factors such as general life 
style, nutritional deficiencies, heavy use of other drugs (e.g., tobacco or 
Aspirin®), bodily injury due to accidents and other violent mishaps, inade- 
quate hygiene and rest, over-exposure, overcrowding and other forms of stress. 


Chronic heavy alcohol consumption often produces a loss of appetite 
for food and a disruption of normal digestion, absorption and, perhaps, utiliza- 
tion of essential nutrients. Heavy tobacco use, which is typical of alcoholics, 
often further reduces appetite. In addition, some alcohol-dependent persons 
choose to spend their limited funds on alcohol rather than adequately balanced 
meals. A large proportion of the diet of certain alcoholics is made up of 
alcoholic beverages (in some cases with weeks or even months with little 
else) and is thus dangerously low in protein, vitamins, minerals and other 
important food-stuffs. In addition to producing severe nutritional disorders, 
such diets may result in increased susceptibility to other diseases and infections. 


Several liver diseases are related to heavy alcohol use. Cirrhosis of the 
liver involves a replacement of functional liver cells with scar tissue. Alcoholic 
liver cirrhosis is reported to develop after 10 to 15 years of heavy drink- 
ing and may lead to death.?9* Alcohol itself may be directly responsible 
for cirrhosis although other alcohol-related factors, particularly nutritional de- 
ficiencies, are typically most significant.1°° 11, 217 A Commission project ex- 
amining societal factors influencing alcohol dependence in 45 countries 
replicated and extended the findings of others, showing that the incidence of 
cirrhosis in certain populations is positively correlated with per capita con- 
sumption of alcohol.1°!. 230. 242, 258, 286 Jt has been estimated that 65-90% of 
the liver cirrhosis in certain parts of North America is attributable to heavy 
alcohol consumption.”: 78° In the United States, alcohol prohibition brought 


396 


A.6 Alcohol 


a marked decline in deaths due to liver cirrhosis, compared to the general 
mortality rates during the same period.*” Cirrhosis fatalities rose gradually 
after prohibition was repealed and alcohol became freely available again. (See 
Figure A.1.) 


Another serious liver impairment associated with alcohol dependence 
is alcoholic hepatitis; this illness involves inflammation of the liver with ac- 
companying fever, abdominal pain and jaundice.?18 Other liver complications 
include a narrowing of the blood vessels serving the liver, and frequently, 
although apparently of lesser consequence, an increase in deposits of fat in the 
liver.12?, 169 Since many drugs are metabolized by the liver, alcohol-related 
liver damage may result in unusual or prolonged reactions to certain drugs in 
alcoholics, even when alcohol is not present in the body. 


Heart disease is also seen in heavy alcohol users more frequently than 
in the general population. Although nutritional deficiencies and other factors 
can add complications, the cumulative effects of chronic alcohol consumption 
have been shown to impair the functioning of the heart and to result in 
metabolic and structural abnormalities before any difficulties are noticed 
by the drinker.” 732 The progression of the disease to produce heart failure, 
arrhythmias and other problems is not yet fully clarified, since a number of 
additional factors such as malnutrition, infections, excess trace metals some- 
times found in beer, and the chronic use of other drugs such as tobacco may 
be involved.1%: 282 Heart disease has frequently been reported as a major 
cause of death among alcoholics.148. 288 


Alcohol can also adversely influence other parts of the circulatory sys- 
tem. In one study blood cells were found to clump together forming a 
“sludge” in small vessels in the eye which slowed the rate of blood flow in 
proportion to the blood alcohol level; some vessels ruptured and others were 
completely blocked. The authors suggested that such effects may adversely af- 
fect many organs including the liver and brain.1*4 


Gastrointestinal difficulties associated with heavy alcohol consumption 
include chronic gastritis, an undersupply of hydrochloric acid in the stomach, 
increased incidence of ulcers, and impaired absorption of various substances 
in the small intestine including thiamine, folic acid, xylose, fat and vitamin 
Byo.184 272 Heavy drinkers are also reported to have higher rates of cancer 
of the mouth, larynx, pharynx and esophagus; although heavy tobacco 
smoking is thought to add to the likelihood of some of these cancers, alcohol 
is also believed to be a significant factor.°® 315. 316.317 Various infectious 
diseases such as tuberculosis and pneumonia are also more frequently reported 
in heavy users of alcohol.*¢ 


Chronic and acute muscle disorders, involving muscle weakness, swell- 
ing, cramps and pain, have been related to heavy alcohol use. Both nutritional 
deficiencies and decreased oxygen to the muscles have been suggested as pos- 
sible causes of these conditions.1® 29? Other diseases associated with alcohol 
dependence, but due primarily to nutritional deficiencies, include pellagra, 
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scurvy, anemia, brain damage and alcohol neuritis.1** 2°? Alcohol-related 
neurological disorders are discussed in more detail in a separate section 
below. 

Regular, heavy alcohol use has significant effects on the secretion and 
metabolism of various hormones in the body, and some authors have sug- 
gested that many diseases of alcoholism are secondary to alcohol-induced 
disruption of endocrine function.®* Disorders of the pancreas are frequently 
noted in alcoholics.?4® Low blood sugar and elevated fat content in the blood 
are also often seen.1** 29? 

The majority of the illnesses associated with heavy alcohol use improve 
when alcohol consumption is discontinued and diet and living conditions 
are improved. Frequently, recovery is near complete, although in some 
instances permanent damage or disability results.15* 7°? The general area of 
alcohol-related fatalities is discussed in more detail in a separate section 
below. 


Adverse Psychological and Neurological Reactions 


Heavy alcohol consumption is associated with a variety of psychiatric 
and neurological disorders. As with other drugs, it is often difficult to dif- 
ferentiate cause and effect in such correlations. Some investigators contend 
that only those individuals with serious psychiatric disorders become heavily 
involved in alcohol use, while others might argue from the same data that 
alcohol is primarily responsible for the pathology observed. In many cases 
it would appear that both factors are operating with considerable interaction. 

In addition to the rather ambiguous but significant role of alcohol com- 
plications in various common psychiatric disorders, there are some relatively 
well defined organic conditions involving brain damage which are attributable 
directly or indirectly to the effects of chronic high-dose alcohol consumption. 
While the major psychiatric and neurological disorders associated with 
chronic alcoholism occur primarily in adults, there is considerable concern 
over the possible effects of heavy alcohol use on the maturation process in 
adolescents. Little adequately controlled research is available in this latter 
area, however. 

The neurological complications of alcoholism are usually closely related 
to nutritional deficiencies which typically accompany chronic heavy alcohol 
consumption. Deficiencies in the vitamins thiamine, vitamin Beg, nicotinic acid 
and pantothenic acid are primarily responsible for such disorders of the 
nervous system,1°® although alcohol can have direct irreversible damaging 
effects on nerve tissue as well. 

Some of the more serious alcohol-related neurological disorders include 
peripheral neuritis, Korsakoff’s psychosis, Wernicke’s syndrome, and Jolliffe’s 
encephalopathy. Typical symptoms of alcoholic brain disorders include dis- 
orientation, clouding of consciousness, memory failure, hallucinations, rigidity 
of the limbs, and certain uncontrollable reflexes. Other frequently noted 
neuro-psychiatric conditions associated with alcohol dependence include 
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alcoholic hallucinosis, pathological intoxication, delerium tremens and various 
convulsive disorders or epilepsy complications. 


The examination of hospital records provides some epidemiological 
information regarding the extent of alcohol-related psychiatric problems. As 
with other drugs however, the reliability and validity of psychiatric diagnoses 
associated with alcohol-related problems is often not adequate for survey 
purposes. In many cases, alcoholics may be hospitalized for treatment of 
their dependence rather than for other specific psychiatric disorders. In any 
event the number of alcohol-related cases must ultimately be interpreted in 
terms of the overall patient population, and more importantly, in terms of 
the extent and patterns of alcohol use in the general population from which 
the patients were drawn. 


In the spring of 1971 the Commission conducted a national survey 
of the diagnostic records of psychiatric hospitals.‘° Although alcohol was of 
interest to the study, primary focus was on other drugs, and consequently, 
institutions specializing in the treatment of alcoholism were not included in 
the sample. Because of the frequency of serious non-neurological physical 
disorders associated with heavy alcohol consumption, many alcoholics are 
hospitalized in general hospitals rather than in psychiatric institutions. In spite 
of our a priori exclusion of the majority of alcoholism cases, alcohol was 
mentioned in the primary or secondary diagnoses of 5.1% of the psychiatric 
patients in the hospitals surveyed. This figure is three times that reported 
by the hospitals for all cases with other drug-related diagnoses combined. 
In British Columbia general hospitals with psychiatric wards were also 
surveyed. Alcohol was mentioned in the diagnoses of 41 (13.8%) of the 293 
patients in the reporting hospitals.!4! 


In the 1971 national mental health data published by Statistics Canada, 
alcoholic psychosis and alcoholism together accounted for 10,071 (17.5% ) 
of the first admissions and 8,502 (16.5%) of the readmissions to psychiatric 
wards and institutions in the country.** '*! The category of alcoholic psychosis 
includes delirium tremens, Korsakoff’s psychosis, other alcoholic hallucinosis, 
alcoholic paranoia and other or unspecified alcoholic psychoses.?* Alcoholic 
psychosis was diagnosed in 6.7% of the total alcohol cases. The alcoholism 
category includes episodic or habitual excessive drinking, alcohol addiction, 
and other or unspecified alcoholism. Overall, males outnumber females by 
a ratio of almost six to one in these cases. These data reflect a substantial 
increase in alcohol admissions from those reported in 1969. However, direct 
comparison among different years is hampered by the lack of consistency in 
the number of hospitals reporting from year to year. 


Note that the Commission survey and the Statistics Canada data only 
include cases of alcohol complication of other psychiatric conditions when 
alcoholism per se is presented in the diagnosis. The total impact of alcohol 
on general neurological and psychiatric admissions is undoubtedly substan- 
tially greater than indicated in these data. (See also Tables A.5, A.6 and A.7 
in the Annex to this appendix.) 
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ALCOHOL AND DEATH 


Heavy alcohol users as a group have been shown to have a higher 
mortality rate than persons of similar age in the general population. Studies 
in various countries have found that alcoholics are more likely than non- 
alcoholics to die from various accidents, poisoning with other drugs, suicide, 
homicide and certain diseases such as pneumonia, tuberculosis, liver cirrhosis, 
gastrointestinal ulcers, heart disorders and some cancers.??: 45. 86. 100, 143. 163, 
209, 241, 252, 277, 281, 304 Some of this literature has been. discussed above. 

In reports of violent death, it is often difficult to distinguish between 
acute or chronic effects of alcohol and various associated personality, social 
and life style factors. The nature of the relationship between alcohol and 
suicide is often not clear; alcohol use may be responsible for the suicidal 
state or in other cases heavy alcohol use might be the result of pre-existing 
emotional depression. The possible role of ‘hangover’ depression in suicide 
has not been clarified. 


A study of alcoholics in Ontario found that suicide rates were six times 
the expected figure.*°? In another recent report from Ontario, approximately 
one-half of the males and one-quarter of the females who purposely injured 
themselves or attempted suicide were heavy drinkers.1*+ Data from British 
Columbia indicates that alcohol was associated with more than one-quarter of 
all attempted suicides.?®> Similarly, in an investigation in the U.S. approxi- 
mately one-quarter of suicide cases involved chronic alcoholics.?*! 


The Federal Poison Control Program has reports of 651 ethanol poison- 
ings or adverse reactions for 1971.7°* The majority of the poisonings occurred 
in persons over 25 years of age; approximately one-tenth involved children 
under 5 years of age. Males outnumbered females in these data by a little over 
two to one. It was not indicated whether these alcohol poisonings occurred 
singly or in combination with other drugs. Of those reports where the dis- 
position of the case was specified, 38% resulted in hospitalization, with a 
median of 4—5 days institutional care. Of 67 drug death reports in which 
alcohol was mentioned, only 6 (9%) were attributed to alcohol alone; the 
remainder involved drug interactions, with alcohol and barbiturates being 
the most frequent fatal drug combination reported to the program. None of 
the alcohol-related deaths involved children.!*! 

In the national statistics on Causes of death, published by the Federal 
Government, alcohol deaths may be coded under one of several different 
categories.** The following fatalities were reported for 1971:'™! 


Alcoholism 350 
Alcoholic psychosis (organic) 26 
Alcoholic cirrhosis of the liver 739 
Toxic effect (overdose) 10 
Interaction with other drugs 204 

Total 1,329 
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A little over two-thirds of these persons were males and the vast major- 
ity were over 40 years of age at the time of death. Alcohol-barbiturate com- 
binations made up more than two-thirds of the drug interaction deaths. 


For various reasons, these official mortality figures must be considered 
gross underestimates of the actual number of alcohol-related fatalities. Cases 
noted under the general category of alcoholism typically involve known alco- 
holics who died of some disease, such as pneumonia, heart attack, or gastro- 
intestinal disorder, which was attributed to their chronic heavy alcohol con- 
sumption. The ascription of death to alcoholism or to another disease is often 
arbitrary, and apparently most alcoholic deaths are coded under various 
specific diseases rather than under alcoholism in death records.*% 52, 100, 190, 252 


Canadian data suggest that approximately 65% of all liver cirrhosis 
deaths might be attributed to chronic heavy alcohol consumption in this 
country.22° When this formula is applied to the total number of cirrhosis 
deaths reported for 1971, an estimate of 1,259 alcoholic cirrhosis fatalities is 
derived, which is almost double the number officially specified as such.** 


The involvement of alcohol in overdose deaths associated with other 
drugs is apparently much greater than suggested by the above figures. For 
example, in a Commission study of coroners’ reports of drug-related deaths, 
alcohol was found on autopsy in 44 (48%) of 92 opiate narcotic cases 
where toxicological findings were reported.1°? Death had been coded under 
opiates without mention of alcohol interaction in many instances.!#! 


Dealing with fatalities among heavy alcohol users only, a 1971 report 
from the Addiction Research Foundation estimated that alcoholism in Can- 
ada contributed at least 6,000 deaths annually in excess of the expected 
mortality.2°! We have no accurate epidemiological information on the total 
number of deaths (among alcohol users and non-users) in Canada due to 
suicide, homicide or various accidents in which alcohol played a significant 
role. Existing data indicate that the number of such fatalities which could be 
attributed to the acute or chronic effects of alcohol would be substantial. 


ALCOHOL AND CRIME?!26 


Of all drugs used medically or non-medically, alcohol has the strongest 
and most consistent relationship to crime. In addition to over two and one- 
half million convictions for offences directly related to alcohol in Canada 
every year (including drunkenness offences; violations of the liquor control 
laws, such as operating stills, illegal importation and sales; and drunken and 
impaired driving) many other crimes are also related to alcohol use.}: 274 
However, many alcohol-associated criminal acts may not necessarily be 
attributable to the effects of the drug. For example, compared to non- 
delinquents, delinquents have been found to drink more frequently, and to 
report more solitary drinking, more drunken instances and less drinking with 
the family.1¢8 22° Although drinking may be associated with crime in some 
such individuals, evidence suggests that alcohol is generally not the cause of 
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their delinquent behaviour. Instead, illegal alcohol use appears to be part of a 
general delinquent syndrome involving such acts as joy riding, vandalism, and 
malicious mischief.1® 


To some degree it is possible to predict future alcohol problems on the 
basis of earlier youthful delinquency. In one study 21% of the individuals 
who appeared at a psychiatric clinic as children were diagnosed alcoholic 30 
years later, compared to only 3% of a group of matched control subjects. 
Forty-five per cent of the individuals with juvenile court records were subse- 
quently diagnosed alcoholic.?38 


Alcohol use is frequently correlated with certain crimes in the chronic 
drunkenness offender or ‘skid-row’ alcoholic. Most of the offences committed 
by such persons are typically minor non-drug offences (such as vagrancy, 
trespassing and panhandling) which are often related to their lack of funds 
for food, shelter or more alcohol. Petty theft is an occasional charge, and it 
has been suggested that in order to “break into jail” temporarily for food and 
shelter, some individuals may commit some minor disturbance or crime 
against property.’? 

There is an abundance of evidence relating alcohol use to more serious 
crimes. Homicide is strongly correlated with alcohol use. In one frequently 
cited study in Philadelphia alcohol was present in either the offender or the 
victim in 64% of the homicides over a five-year period.*14 In 70% of the 
alcohol-related cases, alcohol was present in both the offender and the victim, 
while in only 17% and 14% of the cases had only the offender or the victim, 
respectively, been drinking. Murders were committed by stabbing, kicking, or 
beating by fists or with a blunt instrument in 70% of the cases, suggesting 
that serious alcohol-involved crimes tend to be unpremeditated, physical as- 
sault. A study of coroners’ cases in Victoria found that out of 41 murder 
victims tested for alcohol, 19 had a blood alcohol level of over 0.15% .19 A 
Canadian study of ex-prisoners concluded that an abnormally high proportion 
of excessive drinkers had committed crimes against the person, and a lower 
proportion had committed crimes against property. Excessive drinkers also 
had a higher proportion of sex crimes.®* A strong relationship between alcohol 
use and sex crimes such as rape and incest has been demonstrated in many 
other studies around the world.*: ® 228 286 

A study of drinking was made in 415 self-referred and 260 court-refer- 
red patients to the Winnipeg Psychopathic Hospital between 1956 and 
1959.218 Drinking histories were as follows: 


Court-referred Self-referred 
Patients (N 260) Patients (N 415) 
Abstainers 8% 44% 
Moderate drinkers 17% 22% 
Problem. drinkers 40% 11% 
Alcoholics 35% 22% 
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A significantly higher percentage of the psychiatric patients who had been in 
trouble with the law had drinking problems. Of the court-referred patients, 
55 were charged with sex offences, and of these, 54% were problem drinkers 
and 22% were alcoholics. Homicide was contemplated, attempted or com- 
mitted by 42 of the court-referred patients, and 95% of these were problem 
drinkers. Seventy-three per cent of these individuals were intoxicated at the 
time of the offence. Of 43 patients who had committed theft or forgeries, 
70% were problem drinkers. 


Persons with alcohol problems constitute a considerable proportion of 
people imprisoned in Canada for serious offences. Of a total of 4,057 males 
who were committed to penitentiaries for such offences in 1969, 1,053 
(20% ) were judged to be problem drinkers and 360 (9% ) were alcoholics, 
making a total of 29% of the admitted male inmates with serious identified 
drinking problems. Of some selected crimes, alcoholics and problem drinkers 
were involved in 33% of the murders, 38% of attempted murders, 54% of 
manslaughters, 39% of rapes, 42% of other sexual offences, and 61% of 
assaults. Of female admissions for serious crimes, 16 (22%) out of a total 
of 72 were judged to be problem drinkers.** 


TOLERANCE AND DEPENDENCE 


Tolerance to most of the immediate effects of alcohol develops with 
frequent heavy use, although it does not occur as rapidly or to the same 
degree as with opiate narcotics. For example, tolerance to the lethal effects of 
morphine may be in the order of 25- to 100- fold, while tolerance to the lethal 
dose of alcohol may only be doubled under comparable dependence condi- 
tions.*°° Alcohol is more like the barbiturates and other sedative hypnotics in 
that limited or “incomplete” tolerance develops.11*: 139 The rate of acquisition 
and extent of tolerance depends on the pattern of use. Regular heavy drinkers 
may be able to consume two or three times as much alcohol as a novice. In 
Western culture, some symbolic masculinity frequently accompanies the devel- 
opment of tolerance and the ability to ‘hold one’s liquor’. 


Most intermittent or moderate drinkers show little tendency to increase 
dose, although regular heavy drinkers may, in order to obtain the desired 
psychological effects, ingest quantities which lead to symptoms of chronic 
alcohol toxicity. A decrease in the sensitivity of the nervous system to alcohol 
is probably more important than metabolic mechanisms in the development 
of tolerance.’*? Learning to function under the influence of alcohol may 
further reduce some of the acute behavioural effects of intoxication in regular 
users. As noted above, relatively little tolerance develops to the lethal dose, 
and acute alcohol poisoning is sometimes noted as a cause of death in 
alcoholics, although nausea, vomiting and unconsciousness usually prevent 
self-administration of a fatal overdose. In some alcoholics, tolerance later 
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seems to decline and a special response or oversensitivity to certain effects 
of alcohol (pathological intoxication) may develop. In such individuals 
even a single drink may produce profound loss of control and initiate un- 
restricted further indulgence. Alcohol-related liver damage may play a role 
in such phenomena. 


Physical dependence on alcohol occurs with the development of tolerance 
in some long-term heavy drinkers. Although alcoholic hallucinosis, delirium 
tremens (‘DT’s’), and convulsions (‘rum fits’) were noted and studied in the 
19th century, only relatively recently was it demonstrated that these symptoms 
are essentially part of the physical dependence withdrawal syndrome. 


Isbell and Mendelson and their associates have clearly demonstrated 
that even when diet is controlled, a characteristic severe withdrawal syndrome 
can occur in individuals who had been heavy drinkers, after only a few weeks 
of continual drinking of large doses of alcohol.!*1. 18° The quantities of alcohol 
ingested in these studies were considerably greater than those normally con- 
sumed. With the usual drinking patterns overt physical dependence may not 
appear until after years of heavy consumption. Some problem drinkers seem 
never to become physically dependent on alcohol.1*° 


The overall picture of the alcohol abstinence or withdrawal syndrome 
is generally similar to that associated with barbiturate dependence. As with 
other drugs, the number and severity of the withdrawal symptoms varies with 
the quantity of the drug regularly consumed before use was stopped. The 
abstinence syndrome typically involves loss of appetite, nausea, anxiety, 
sleeplessness, severe agitation and irritability, confusion, tremors, sweating 
and, later, cramps, vomiting, illusions and hallucinations. In severe cases, 
after several days delirium tremens develops and convulsions, exhaustion 
and cardiovascular collapse may occur. The delirium tremens stage occurs in 
about 5% of withdrawal cases.17> Although reports are inconsistent, death 
may result in 10% of those undergoing severe withdrawal without treatment.® 
Major recovery in those surviving usually occurs within a week, although 
certain symptoms continue for a much longer period.'%® 288 The full blown 
alcohol or barbiturate type withdrawal syndrome is considerably more dan- 
gerous than that of the morphine type, which is rarely if ever fatal. 


Psychological dependence on alcohol occurs in many individuals and 
such dependence is often accepted and tolerated in contemporary North 
America. A great number of people regularly turn to alcohol for relief or aid 
prior to or after facing a stressful situation, to escape worries, troubles or 
boredom, to relax and enjoy a party, or even to sleep, and many feel they 
do not function as well in certain situations without a drink or two. There 
is a strong psychological component in the drinking behaviour of the devel- 
oping alcoholic as his drinking becomes more and more compulsive in spite 
of the obvious consequences. 
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ALCOHOL AND OTHER DRUGS 


Pharmacological Interaction 


The psychological, physiological and biochemical effects of alcohol can 
be modified by the presence of other drugs; likewise, alcohol can influence 
the effects of many other substances. Although research regarding drug inter- 
actions has been considerably less extensive than that involving the effects 
of single drugs, knowledge in this important area is increasing at a rapid 
rate. Because of the prevalance of alcohol consumption in our society, the 
interaction of alcohol with other drugs used medically and non-medically is 
of considerable significance.’® 7% 2°? The preparation of this summary was 
greatly facilitated by the annotated bibliography on alcohol interactions pre- 
pared by Eric Polacsek and associates of the Addiction Research Founda- 
tion.?24 


Barbiturates. The combination of alcohol and barbiturates may result 
in effects which are greater and longer lasting than that produced by either 
drug alone. Under certain conditions sedation is potentiated, resulting in a 
greater effect than that expected by simply adding the reactions produced 
by each drug when administered alone. Toxic reactions and death can result 
from doses of alcohol and barbiturate in combination which, administered 
singly, are well below the lethal range.®?. 71. 133. 168 The mechanisms for these 
effects are not yet fully understood, but it has been found that the presence 
of alcohol in the body can decrease the rate of barbiturate metabolism.1* 


Alcohol and barbiturates also demonstrate cross-tolerance; it has long 
been recognized that regular heavy users of alcohol have a diminished 
response to barbiturates, and vice versa. This cross-tolerance appears to be 
primarily due to changes in the responsiveness of the brain following regular 
heavy use of either drug.1!+: 19%. 192 Thus, heavy alcohol users are less 
sensitive to barbiturates when taken alone, but become increasingly responsive 
after consuming alcohol. The development of cross-tolerance does not appear 
to significantly affect the lethal dose, and large quantities of alcohol and 
barbiturates taken simultaneously may produce a toxic or fatal reaction, 
even in individuals with high tolerance to other effects. Alcohol and barbi- 
turates also show a considerable degree of cross-dependence, and barbiturates 
are frequently used therapeutically to reduce the severity of withdrawal in 
persons physically dependent on alcohol. 


Non-barbiturate sedatives and minor tranquilizers. Alcohol combined 
with certain non-barbiturate sedatives and minor tranquilizers may, under 
certain circumstances, produce a more intense and prolonged sedation than 
is produced by either drug alone, although the literature is not consistent in 
this respect. In only a few studies have such combinations resulted in a 
potentiation of effects. Minor tranquilizers such as_ chlordiazepoxide 
(Librium®), diazepam (Valium®) and meprobamate (Equanil®) did not 
increase the sedation produced by alcohol in some investigations.*. 6. 78. 140 
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Cross-tolerance and cross-dependence have been demonstrated between 
alcohol and some non-barbiturate sedatives and minor tranquilizers. 


Since the minor tranquilizers are frequently used by non-hospitalized 
patients, some of whom are likely to drink alcohol and drive automobiles, 
there has been considerable interest in evaluating the effects that these drug 
combinations might have on skills related to driving. Such interaction studies 
have included only limited measures of| psychomotor, intellectual and per- 
ceptual functions, but the results are generally comparable to those inves- 
tigating general sedation: enhanced impairment has been found with some 
substances, no effects with others, and, under some conditions, certain of 
these drugs may reduce the response to alcohol.®®. 39 79, 88, 140, 153, 185, 199, 319 
Similarly complex interaction may be expected for combinations of alcohol, 
and certain antihistamine and anticholinergic drugs. Many such substances 
are available and relatively little human research has been done in this 
regard.®. 117, 265, 800 


Volatile solvents. Volatile solvents are sometimes taken in conjunction 
with alcohol by certain individuals, who report that some of the subjective 
effects produced by these drugs are thereby enhanced. Also, alcohol has been 
shown to augment the adverse effects of the volatile anesthetic, trichloro- 
ethylene, on visual-motor performance.** Furthermore, cross-tolerance be- 
tween alcohol and solvents has been suggested by the frequently reported 
insensitivity of chronic alcohol users to ether anesthesia.1° 


Major tranquilizers. Numerous studies suggest that many of the major 
tranquilizers, including phenothiazines, thiozanthines, butyrophenones and 
rauwolfia alkaloids (all of which are used primarily in the treatment of 
psychosis) may produce an increase in sedation when taken concomitantly 
with alcohol.®°. 191 Since many patients receive such medication on an out- 
patient basis, some researchers have expressed concern regarding automobile 
driving and social interactions if alcohol is taken concomitantly.14*. 248 


Anti-depressants. Certain drugs used to treat severe depression (espe- 
cially the monoamine oxidase inhibitors such as Parnate®) may exaggerate 
the toxic effects of alcohol and vice versa when the drugs are taken together. 
The mechanism of such effects is uncertain. Some other anti-depressants, such 
as imipramine (Trofranil®) and amitriptyline (Elavil®) may also alter the 
effects of alcohol, but the interaction is not as consistent or pronounced as 
with the former class of compounds.7®: 118 


Opiate narcotics. Surprisingly little human research has been done re- 
garding the interaction of alcohol and the opiate narcotics, such as codeine, 
morphine, heroin and methadone. On the basis of evidence obtained in animal 
experiments and from studies of death due to overdose of opiate narcotics 
and alcohol in humans, it is clear that the dose of either of these drugs which 
produces sedation, toxicity and death is substantially lower when they are used 
together.®: 63, 203, 301 
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Alcohol does not exhibit significant cross-tolerance or cross-dependence 
with the opiate narcotics. However, opiate narcotics can reduce or mask some 
of the symptoms of alcohol withdrawal or ‘hangover’. There is almost no 
evidence regarding other potentially important psychological and physiologi- 
cal interactions resulting from opiate narcotic and alcohol combinations in 
humans. This is clearly a high priority research area. 


Stimulants. The results of research regarding the interaction of alcohol 
and stimulants such as caffeine and amphetamine are, in general, complex, 
conflicting, and incomplete, but it does appear that some of the sedative ef- 
fects of alcohol can be reduced by certain stimulants. Amphetamines have 
been reported to reverse the impairment due to alcohol on some, but not all 
tests involving mental addition and the learning of new material.?®*. 311 In 
another investigation, amphetamines overcame alcohol-induced changes in 
certain minor involuntary eye movements.1+ However, in a series of studies in- 
volving motor skills and verbal performance under stress, amphetamines did 
not antagonize the detrimental effects of alcohol even when the subjects were 
fatigued.11’. 141 Amphetamines have been reported to reduce the gross behav- 
ioural signs of alcohol intoxication in alcoholics and to decrease some of the 
symptoms of ‘hangover’.?*, 188, 235 


Some researchers, but not all, contend that caffeine decreases certain 
symptoms resulting from high doses of alcohol, including potentially fatal 
depression of respiration.’® 737 With moderate doses of caffeine there may be 
some transient improvement in feelings of alertness, but caffeine has not been 
shown to improve psychomotor coordination impaired by alcohol.’ Smoking 
tobacco in combination with alcohol or with alcohol and coffee may enhance 
the detrimental effects of alcohol on psychomotor coordination.1*4, 208 215 


Cannabis and hallucinogens. The interaction between alcohol and can- 
nabis has only recently begun to be systematically explored. Cannabis in- 
creases certain alcohol effects on behaviour in mice,** *’ but apparently does 
not affect the lethal toxicity of alcohol.®® It has been shown in Commission 
research and in studies of another group that cannabis and alcohol can have 
additive effects on certain psychomotor and physiological functions, and that 
marijuana may intensify the sedative properties of alcohol under some condi- 
tions.172, 173, 189, 233 Qn the other hand, the two drugs may have. antagonistic 
effects on some subjective variables such as visual imagery.?3? In the Com- 
mission study, cannabis altered the alcohol effects without changing the rate 
of alcohol metabolism or disappearance from the blood (as measured by the 
Breathalyzer). 


Alcohol interactions with LSD and related drugs have not been sys- 
tematically explored, but antagonism of certain effects has been reported by 
illicit users. Alcohol enhancement of the sedative properties of PCP is to be 
expected. 


Non-psychotropic drugs and antagonists. Alcohol may also interact 
with a number of drugs which have little or no psychotropic effect, or are 
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rarely used for such purposes. Of primary interest here are substances which 
may reduce or eliminate the acute effects of alcohol, post-intoxication hang- 
over, or withdrawal symptoms in alcohol-dependent persons. Some other 
drugs used in conjunction with the medical management of alcoholism are 
discussed as well. 


A substance which could reverse the short-term effects of alcohol would 
be of considerable practical importance |in both medical and social contexts. 
Unfortunately, at present there is no known pure alcohol antagonist, although 
a number of substances have been shown to reduce some of the acute effecis 
of alcohol. One report noted that multiple vitamins (B,, riboflavin, pyridox- 
ine and calcium) can reduce alcohol subjective effects and impairment of 
reaction time.14? Diarginine ketoglutarate has been reported to lower blood 
alcohol levels after drinking, and to reduce alcohol effects on certain psy- 
chological and physiological measures.** In one study carbamazepine almost 
entirely compensated for errors caused by alcohol in a visual field test.257 In- 
travenous infusions of fructose (a sugar obtained from fruit sources) have 
recently been reported to increase the rate of alcohol elimination in alcoholics 
by 25%, thereby presumably resulting in quicker recovery.2* Antacids taken 
during or after drinking reduce nausea and other gastrointestinal symptoms 
of alcohol intoxication and hangover.*® 


Mendelson and associates1*! recently reported that alcoholics who were 
given propranolol displayed smaller alcohol-induced decrements in perfor- 
mance than control subjects on assessments of reaction time, hand steadiness, 
manual dexterity, flexibility of attention, and ability to change perceptual 
motor sets. Alcohol-induced mood change was reduced as well. The an- 
tagonism of alcohol effects in this study was small but consistent. In addition, 
propranolol has been used to reduce mild alcohol withdrawal symptoms such 
as trembling, nausea, stomach cramps, and vomiting, and to temporarily 
reduce craving for alcohol.?8® Apomorphine has also been shown to at least 
temporarily decrease craving for alcohol.?°° 


Disulfiram (Antabuse®) and calcium carbimide (Temposil®) are often 
used to encourage abstinence in alcoholism therapy. Antabuse® was develop- 
ed in Denmark in the late 1940s!°? and Temposil® in Canada in the early 
1950s.°7 Both drugs alter the process by which the body metabolizes alcohol, 
but have little other relevant pharmacological activity. They are sometimes 
mistakenly discussed as alcohol antagonists. Under normal drinking circum- 
stances ethyl alcohol breaks down into acetaldehyde when it is oxidized in 
the body. Acetaldehyde is highly toxic but is usually destroyed so quickly 
that its effects are minimal and rarely noticed. But with the introduction of 
disulfiram or calcium carbimide, the metabolism of the acetaldehyde is retarded 
so that intensely unpleasant effects occur (called the acetaldehyde syndrome) 
which may include nausea and vomiting (and, in severe cases, dangerous 
cardiovascular effects). A patient given maintenance doses of disulfiram, for 
example, can not use alcohol without becoming immediately sick.1°? In order 
to provide a long-lasting deterrent to drinking, long-acting implantable disul- 
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firam preparations have been developed which are effective for six to eight 
months. In one study, 20 of 22 patients achieved total abstinence over a period 
of 8 months after such treatment, while 11 of 12 non-implant patients re- 
turned to drinking within two months following discharge.1*° Further research 
with such implants is clearly warranted. 


Patterns of Multiple Drug Use 


Alcohol is currently used by the majority of the Canadian population. 
Most of these individuals also use other psychotropic drugs non-medically, 
with caffeine and nicotine being most frequently mentioned. Heavy users of 
alcohol are almost invariably heavy tobacco smokers and as noted earlier, 
this high correlation is a frequent complicating factor in interpreting studies 
of the physical effects of alcohol. 


In general, alcohol users are more likely than abstainers to be users 
of barbiturates, tranquilizers, opiate narcotics, volatile solvents, ampheta- 
mines, cannabis and other hallucinogens, and a variety of other prescription 
and non-prescription drugs. (See Appendix C Extent and Patterns of Drug 
Use.) Alcoholics are frequently heavy users of other sedative-hypnotics such 
as barbiturates and minor tranquilizers.®* 57 Likewise, heavy users of bar- 
biturates, minor tranquilizers and opiate narcotics generally turn to alcohol 
if the supply of the preferred drug is restricted. Most opiate narcotic-depen- 
dent persons have histories of heavy illicit alcohol use as adolescents.?*°. 27° 
Alcoholism is one of the most serious problems regularly associated with 
opiate narcotic dependence, and heavy alcohol consumption is common 


among many former. heroin users and patients in methadone maintenance 
programs.®?: 100, 295 


The relationship between cannabis and alcohol use has been the subject _ 
of much controversy. Some have suggested that cannabis may be a cure for 
society’s alcohol ills. In general, survey studies indicate that those who use 
alcohol are much more likely than ‘teetotallers’ to use cannabis, and that 
most cannabis users still drink alcohol. In addition, heavy users of cannabis 
tend to drink more alcohol than light or infrequent users.1*: 15. 27, 94, 150, 170, 
246, 271, 273, 290 FHowever, in a recent survey in Toronto, heavy users of alcohol 
used less cannabis than more moderate drinkers.?’* In a retrospective study 
of black males in St. Louis, a higher incidence of alcoholism and related 
problems was found among cannabis users than non-users.78® However, we 
have no information from most of these studies as to the effect cannabis had 
on an individual’s drinking behaviour and overall alcohol intake. 


Many researchers have mistakenly assumed that cross-sectional survey 
data indicating a positive between-subject correlation of cannabis and alcohol 
use, at a single point in time, implies a positive relationship between the use 
of the two drugs within an individual over time, which is the relationship 
of ultimate interest. This extrapolation is unjustified logically and statis- 
tically.*4 Evidence of an association (either positive or negative) between the 
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use of two drugs in a population at a given time provides little information 
as to the relationship (if any) between the levels of use of the drugs within 
the individual members of the group. Changes in behaviour over time, within 
an individual, must be studied directly. Even then, other secondary data in 
addition to drug use patterns must be considered in order to determine causal 
factors. 


The bulk of the limited retrospective within-subject data now available 
suggest that cannabis use may reduce or interchange with alcohol consump- 
tion to some extent in the user population. In many surveys, including sev- 
eral Commission studies, a substantial proportion of cannabis users claimed 
that they have significantly reduced their consumption of alcohol or quit it 
since using cannabis.%4, %. 99, 101, 150, 179, 214, 267, 318 There is a reported tend- 
ency, with cannabis use, for a greater reduction in the use of hard liquor than 
of the milder forms of alcohol. The combined consumption of cannabis with 
wine or beer is common in some social circles. Anecdotally, in certain parts 
of the United States, alcohol sales in university areas reportedly declined as 
marijuana use increased, in spite of generally spiralling alcohol sales across 
the country.2°" Also of interest, five fraternities on a mid-western U.S. 
campus reported that the proportion of social funds spent annually on alcohol 
had been reduced considerably since marijuana use became common. No 
indication of alcohol abstinence appeared in these fraternities, however.18" 
None of these reports present definite, verifiable evidence of a reduction in 
alcohol use, so conclusions must be guarded. 


Some cannabis users claim that alcohol effects dominate and, for that 
reason, they refuse to mix the drugs even if they enjoy each one separately. 
However, in several studies, including Commission experiments, where 
alcohol and cannabis were given separately or together in low doses under 
‘blind’ conditions, some experienced cannabis users were not particularly 
proficient at identifying the predominant drug action.1°. 135. 283 Differentia- 
tion is easier at higher doses, however, and alcohol does appear to reduce 
some of the psychedelic aspects of cannabis.**. 738 


Comparing the benefits and harms of alcohol and cannabis has become 
a popular and engaging activity. Due to the profoundly different social con- 
notations, patterns of use, and scientific knowledge of these drugs, such a 
comparison must be made on limited and tenuous grounds. As discussed in 
the Commission’s Cannabis Report, only a few experiments have been done 
comparing cannabis and alcohol in humans.?*: 1°° Two such studies were 
conducted by the Commission.1©: 189, 233 


It would appear that individuals who actually quit alcohol use because 
of cannabis constitute a minority of users, and their choice of drugs may 
have more to do with their particular value systems than with the pharma- 
cological properties of the drugs. The hostile attitude towards alcohol ex- 
pressed in the past by some cannabis-using youth is clearly not reflected in 
the majority of cannabis users today. Combined use is becoming increasingly 
common.®? Systematic prospective studies have not been done, and it is not 
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clear from the data whether, on a large scale, cannabis would tend to replace 
alcohol as an intoxicant in the user population, or whether the use of these 
drugs would be additive without significant interaction, or if the use of one 
might potentiate or increase the consumption of the other. As measured 
separately, the use of alcohol and cannabis are both increasing in Canada, 
especially among young people.1°. *72 (See also Appendix C Extent and 
Patterns of Drug Use for further discussion of multiple drug use. ) 


A.7 BARBITURATES 
INTRODUCTION 


The term ‘barbiturate’ refers to drugs which are derivatives of barbituric 
acid (malonylurea). Barbituric acid itself has no significant psychotropic 
properties, but its derivatives may have a variety of effects on the central 
nervous system. Certain of those compounds with significant depressant or 
sedative-hypnotic properties are of primary importance in medical and non- 
medical use. Many of the short-term subjective effects of the barbiturates 
are remarkably similar to those of alcohol. 

The first drug of this class to be synthesized, barbital (also called barbi- 
tone or Veronal®) was introduced to medicine in Germany in 1903.1%4 
Barbiturates rapidly gained a common usage as tranquilizers, sedatives, 
hypnotics (sleep inducers) and anesthetics, and today are considered indis- 
pensible to medical practice. In the past decade, however, the preference for 
barbiturates in some medical applications has declined, primarily due to the 
availability of other drugs with certain similar effects, including the minor 
tranquilizers (such as Valium®, Librium® or Equanil®). The minor tran- 
quilizers and other non-barbiturate sedative-hypnotics are discussed in Ap- 
pendix A.8 which follows. Although significant differences exist in some in- 
stances, the general pharmacological similarities between the barbiturates 
and many of these other drugs are such that these substances are often 
considered together as a group under the heading of “anxiolytic seda- 
tives’”’.1°°. 169 Jn 1971, barbiturates were estimated to account for more than 
one-fifth of all prescriptions for mood-modifying drugs in Canada, and are 
second only to the minor tranquilizers in total prescriptions in both Canada 
and the United States.18 157 

Although some problems with non-medical barbiturate use were noted 
soon after these drugs were introduced, in the 1930s there was considerable 
controversy regarding the nature and extent of chronic barbiturate intoxica- 
tion and the consequences of their non-medical consumption.®°: 9. 167 The 
significance of barbiturate dependence and its similarity to alcoholism and, 
to a lesser degree, opiate narcotic dependence has become apparent only in 
the past few decades.** 5°76 For many years, barbiturates have been the 
leading toxic agents involved in fatal poisonings and suicides in North 
America. 
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In the past three-quarters of a ‘century, an estimated 2,500 different 
pharmacologically active derivatives of barbituric acid have been developed, 
of which perhaps 25 to 50 have been marketed for medical use.®°. 134, 156 
Less than a dozen make up the bulk of current use in Canada. The bar- 
biturates vary in the potency, latency and duration of their effects, but there 
is considerable overlap among them and differences are generally only a 
matter of degree. They are often classified by the duration of their sedative 
or hypnotic action at a standard dose. 


Among the most widely used barbiturates in Canada are the short- 
to intermediate-acting compounds, including amobarbital (Amytal®), seco- 
barbital (Seconal® or ‘reds’), pentobarbital (Nembutal® or ‘yellows’) and 
butabarbital (Butisol®). Tuinal®, a mixture of amobarbital and seco- 
barbital, is very popular in both medical and non-medical use. Similar bar- 
biturates which have been singled out as likely candidates for non-medical 
use in the United States include cyclobarbital, heptabarbital, probarbital, 
talbutal and vinbarbital.1°* Long-acting barbiturates, such as phenobarbital 
(Luminal®) and the ultra-short-acting variety, such as hexobarbital (Evi- 
pal®) or thiopental (Pentothal®) are commonly employed for medical pur- 
poses, but are less often used non-medically than are the intermediate com- 
pounds. 


In North America it has been traditional to use names ending in “al” for 
the barbiturates; in Great Britain the letters “one” are commonly suffixed in- 
stead (e.g., barbital or barbitone). In addition to descriptive slang terms based 
on the usual colour of the pharmaceutical capsule (e.g., ‘reds’, ‘yellows’, 
‘blues’, ‘rainbows’, etc.), barbiturates are often referred to as ‘sleeping pills’, 
‘barbs’, ‘downers’, or ‘goof balls’. 


It is frequently said that in North America the supply of barbiturates 
lawfully manufactured or imported greatly exceeds the requirements of 
legitimate medical use or exportation.1® 156 157 Many current non-medical 
users were initiated into barbiturate use under medical auspices; such persons 
may develop dependence and maintain use long after the original medical 
rationale for the prescription is absent. Apparently most of these barbiturate 
users continue to obtain the drugs through legitimate channels.*? Since many 
physicians do not adequately maintain or monitor prescription records, a 
patient may be able to arrange an increase in the frequency and/or quantity 
of drug prescribed. In addition, many chronic users of barbiturates and other 
prescription drugs obtain ‘legitimate’ prescriptions from a number of different 
doctors simultaneously, without the physicians’ awareness. (See also Ap- 
pendix B.7 Sources and Distribution of Minor Tranquilizers, Barbiturates 
and Other Sedative-Hypnotics. ) 


The occasional medical and non-medical use of barbiturates appears to 
be widespread across age groups and social classes, but the chronic use of 
these drugs has seemed to be most common among persons over 30 years 
of age. Prescription controls are only partially effective; possession of these 
drugs for personal use without medical authorization is not a criminal offence; 
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and users do not appear to form a homogeneous, cohesive or easily recog- 
nized minority. Hence, the usual medical and legal data sources and other 
traditional research techniques have been of relatively little assistance in 
assessing the extent and consequences of non-medical barbiturate use 
in Canada. While a considerable body of research exists into the many 
medical applications of these drugs, there has been relatively little systematic 
investigation of non-medical use. As with other drugs which are widely 
available on a prescription basis, the distinction between the medical and 
non-medical use of barbiturates is often particularly difficult to make. 
An increase in the extent of barbiturate use among young people in 
the United States has recently become the focus of much attention.15°. 157 
In Canada, there are some indications that the use of these drugs by teen- 
agers and young adults may be growing as well.*1 (See also Appendix C 
Extent and Patterns of Drug Use.) 


MEDICAL USE 


The medical uses of barbiturates are based on their sedative, hypnotic, 
or anti-convulsant effects. In low doses (e.g., 25—50 mg), the short- or inter- 
mediate-acting compounds are widely used as sedatives or tranquilizers in 
the treatment of tension and anxiety. The hypnotic effect of these drugs is 
familiar to thousands of Canadians who use barbiturates in higher doses 
(e.g., 100-200 mg) in the form of the common sleeping pill. Barbiturates are 
regularly administered as anesthetics or pre-anesthetics (often in conjunction 
with other drugs) in surgical or dental situations; but they have little effect 
on pain if used alone.®*: 1*° The ultra-short-acting compounds are most com- 
monly used as intravenous anesthetics. The anti-convulsant effects of certain 
barbiturates have been very important in the treatment or prevention of acute 
convulsions associated with tetanus, various neurological disorders including 
epilepsy, poisoning due to the overdose of stimulants such as strichnine, nico- 
tine or cocaine, and withdrawal symptoms associated with alcoholism and 
other sedative drug dependence. The intermediate- to long-acting barbiturates 
are those most commonly employed in anti-convulsant applications. The 
convulsion-blocking properties of these drugs are not necessarily correlated 
with their general sedative potential. Barbiturates have also been employed 
in the treatment of asthma, pre-menstrual tension, motion sickness, nausea 
and vomiting, peptic ulcer and other gastrointestinal disturbances, hyper- 
thyroidism, and high blood pressure and other cardiovascular disorders.1- 
106, 134 Barbiturates may be used to treat adverse reactions or ‘bad trips’ 
associated with LSD and other hallucinogenic drugs. 


Occasionally barbiturates may assist in the diagnosis and psychotherapy 
of certain psychiatric disorders. In some applications the drug is administered 
in a slow intravenous infusion with the dose adjusted to keep the patient in 
a semi-conscious state, relaxed and uninhibited, thereby facilitating communi- 
cation, diagnosis and perhaps therapy. This procedure is essentially the same 


414 


A.7_ Barbiturates 


as that used in the so-called ‘truth serum’ application in criminal investiga- 
tions. This latter effect is just a carefully monitored response to common 
barbiturates. While this procedure frequently results in information which is 
less inhibited or otherwise different than that normally communicated, there 
is little evidence that it actually exposes the ‘truth’ as such. 


As noted earlier, the use of barbiturates as day-time sedatives, tranquilizers 
and sleep inducers has declined somewhat in the last decade due to the 
increasing popularity of certain minor tranquilizers and non-barbiturate 
sedatives, some of which are considerably less physically toxic than the bar- 
biturates. Heavy sedation of psychotic patients with barbiturates was once 
common in certain psychiatric hospitals, but these drugs have been largely 
replaced in such applications by the major tranquilizers or neuroleptics (such 
as the phenothiazines) which can control many symptoms of psychosis with- 
out extensive depression of central nervous system functioning. 

In summary, the barbiturates are considered indispensible in certain 
aspects of medical practice, but in many common prescription applications 
they could be replaced by other drugs which are less likely to produce signifi- 
cant adverse effects as a result of non-medical use. 


CHEMICAL ANALYSIS OF ILLICIT SAMPLES IN CANADA 


There has been surprisingly little systematic chemical analysis of illicit 
barbiturates in Canada. These drugs were not specifically mentioned by 
Marshman and Gibbins in their summary discussion of illicit drug samples 
analysed at the Addiction Research Foundation of Ontario in 1969-70.1° The 
Health Protection Branch quantitative analysis study of police seizures does 
not include barbiturates as primary drugs for special analysis, nor were any 
found mixed with the opiate narcotic, amphetamine or hallucinogen samples 
reported by HPB to the Commission for 1971—72.®:{>1 The HPB has identi- 
fied 339 barbiturate samples among the total police seizures for the 12-month 
period ending in March 1973. 


In the Commission’s study of illicit drug samples (1971-72) no bar- 
biturates had been presented to the researchers as such.'!4 However, bar- 
biturates were detected in 28 (2.9%) of the 980 drug samples analysed. 
Eight samples were reported to contain only barbiturates; these had been 
represented as LSD, ‘speed’ or were of unspecified identity. Ten samples con- 
tained barbiturates in combination with methamphetamine and nine with 
LSD. These samples had generally been presented as methamphetamine or 
LSD respectively.'! 


These data suggest that barbiturates were not a major item in that part of 
the illicit drug distribution system assessed by these studies (i.e., primarily 
the youth-oriented market). It appears that the samples that were found 
came originally from legal sources; there were no indications of illicitly manu- 
factured barbiturates. (See also Appendix B.7 Sources and Distribution of 
Minor Transquilizers, Barbiturates, and Other Sedative-Hypnotics.) 
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ADMINISTRATION, ABSORPTION, DISTRIBUTION AND PHYSIOLOGICAL FATE 


In crystalline form, barbiturates are odourless white or yellow powders 
with a slightly bitter taste. They are available as powders, elixirs, injectable 
solutions, suppositories, capsules or tablets (in both sustained and delayed 
release forms). Barbiturates are frequently marketed for medical use in mix- 
tures with other drugs such as other sedatives, tranquilizers, analgesics, bella- 
donna alkaloids (atropine or scopolamine), various stimulants (amphetamine 
or caffeine), vitamins and certain gastrointestinal therapeutic agents.1%* 


Barbiturates are usually administered orally for both medical and non- 
medical purposes, and are readily and efficiently absorbed by the stomach, 
small intestine, and rectum.1° 134 After ingestion, absorption is most rapid 
on an empty stomach, and effects of some barbiturates may occur within 20 
minutes. A full stomach may double the time required for effective absorp- 
tion. Both intramuscular and intravenous injections are efficient, but they 
are prone to physical complications and are generally avoided except for 
special purposes. Barbiturates are almost never given subcutaneously since 
they can cause considerable local pain under the skin and may seriously 
damage the tissue. Persons who inject barbiturates non-medically usually 
prepare a solution of tap water and crushed tablets or capsules originally 
intended for oral use. 


After absorption into the blood stream, barbiturates are distributed 
rather uniformly throughout the body, but the various barbiturates show some 
individual differences in the facility with which they enter the brain. These 
drugs readily cross the placental barrier into the fetus in pregnant women. 
Barbiturates are eliminated by the kidney in the urine, partly in their original 
form, but largely as breakdown products resulting from enzymatic metab- 
olism in the liver. Metabolism is more extensive and subsequent excretion is 
faster with the shorter-acting barbiturates. Binding of the drug in the blood 
plasma or by tissue protein, and its affinity for tissue fat may also affect 
the rate at which the barbiturate is eliminated from the body and its net 
effect on the nervous system. The short-acting barbiturates are highly lipid 
soluble and may accumulate in body fats with repeated use. Variations in 
distribution, metabolism and excretion are largely responsible for the dif- 
ferences in potency, latency and duration of action of the different bar- 
biturates.1% 85. 134 


Barbiturates stimulate the production of the enzymes responsible for 
their metabolism in the liver, thus resulting in more rapid and efficient 
deactivation and a shorter duration of action with repeated use. Since many 
drugs are metabolized by the same non-specific enzyme systems, barbiturate 
use may alter the body’s response to other substances as well. Liver diseases 
or damage, such as those associated with chronic heavy alcohol use, reduce 
the rate of barbiturate metabolism and subsequent excretion, and may result 
in an exaggerated or extended response.” 76 85 
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Barbiturates and their metabolites are readily detectable in body fluids 
using standard analytic methods.» *1 38. 83.148 However, the quantity of 
fluid and the time required for extensive analysis using traditional techniques 
reduces the usefulness of the methods in certain applications. Recently, radio 
and spin immunoassay techniques have been described which allow a rapid, 
specific and extremely sensitive analysis of minute samples.1°1. 143 


PSYCHOLOGICAL EFFECTS 


The short-term psychological and behavioural effects of barbiturates are 
highly similar to those of alcohol. Depending on the conditions of use, at 
low doses barbiturates typically result in relaxation, a heightened sense of 
well-being, and often drowsiness and a moderate decrease in alertness and 
attention. Alternatively, the same dose may produce a period of excitement 
during which the individual is more sociable, jovial, impulsive, or energetic. 
There may be decreased inhibition of certain drives and, depending on the 
individual, one might feel more amorous, aggressive, creative, playful or 
hungry. 

At higher doses, the effects of the drug on the motor system become 
apparent, and include a diminished ability to react quickly and to perform 
skilled precise tasks. Sedation is common. The emotions are often labile, and 
the individual may alternate between feelings and displays of unusual 
affection, euphoria, or hilarity, on the one hand, and rudeness, hostility, 
aggressiveness and violence, on the other. Emotional depression, self-pity 
and social withdrawal are not uncommon. (The involvement of barbiturates 
in suicide is discussed below.) At still higher doses slurred speech, blurred 
vision and an unsteady gait occur along with other signs of drunkenness. 
The individual may have difficulty walking or manouvering around simple 
obstacles without collisions or falls, and there is characteristic confusion and 
difficulty communicating effectively. With such doses, behavioural sedation 
often becomes predominant and the individual may fall into a stupor or 
sleep. Intravenous barbiturate use may produce a ‘warm rush’, but not the 
‘flash’ or ‘splash’ associated with cocaine or methamphetamine injection. 


The variability in the short-term response under medically supervised 
conditions is described by Wikler: 


After intravenous injection of 0.25 to 1.0 gm of amobarbital, a subject may 
fall asleep if he lies in bed undisturbed, yet he may be awake and voluble 
if interviewed by a psychiatrist, or he may exhibit ataxia on attempting to 
walk back to his bed, but he may ‘sober up’ promptly when instructed to 
pose for a motion picture demonstration of ataxia. 


Driving 
Several reviews of the drugs and driving literature in Canada and the 


United States have concluded that there is little evidence that barbiturates 
have contributed significantly to highway crashes.® 14% 138, 160 Jn Canada, 
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arrests for impaired driving involving barbiturates are rare, perhaps in part 
because the use of these drugs is not detectable with a Breathalyzer or other 
convenient test, nor do they produce any characteristic odour on the breath. 
Recently, an increase in driver and pedestrian arrests involving barbiturate 
use has been reported in some areas of the United States.15” 


Definitive studies on barbiturates and driving have not yet been carried 
out and the data that do exist are incomplete and difficult to interpret. 
Road research has been hampered by numerous difficulties including prac- 
tical problems in determining drug levels in the body at the time of accidents, 
and the possible confounding effects of other drugs. The role of alcohol in 
traffic accidents, for example, became more apparent after studies showed 
that drivers in accidents had higher blood alcohol levels than non-crash 
drivers who had been using the roads under similar circumstances. 


Laboratory studies of psychomotor performance and other psychological 
functions presumed to be important in automobile driving indicate that bar- 
biturates may produce a dose-related impairment, and that some effects may 
last up to a day after a large sleep-inducing dose.* %?. 194, 199 Under some 
conditions, low doses of barbiturates may improve performance.?©. 155 As 
noted earlier, the behavioural effects of barbiturates are very similar to those 
of alcohol. With high doses of either drug, the user may demonstrate a 
diminished ability to react quickly and to perform skilled precise tasks 
(particularly those requiring selective attention). Aggressiveness and risk- 
taking may increase. Low therapeutic doses may not cause driving prob- 
lems, but further research is needed. It has been suggested that persons 
who are very tense may become safer drivers after low doses of barbiturates.1°° 
Overall, it appears that in high doses barbiturates have the potential for 
contributing to automobile accidents and that barbiturates in combination 
with alcohol would be an added hazard. 


Psychiatric Complications 


Although heavy users of barbiturates may be hospitalized for the treat- 
ment of dependence, there is little indication of major psychiatric disorders 
directly attributable to the effects of these drugs. Acute toxic psychoses are 
uncommon, although delirium, paranoid symptoms and aggressiveness may 
be present during heavy intoxication. Short-term psychoses often occur during 
withdrawal in heavy dependent users. Secondary barbiturate involvement 
in, or complication of, various psychological problems has been reported in 
many dependent users. In one study multiple drug users noted more adverse 
psychological effects with barbiturates than with heroin.?® 


The heavy use of barbiturates and other sedatives may contribute to 
what has been described as an “amotivational syndrome”, characterized by 
apathy and reduced drive and ambition. It has been noted that the work 
output of certain barbiturate dependents is minimal, and may generally be 
lower than that of persons dependent on heroin, for example. °° Con- 
siderable concern has been expressed over the possible adverse effects of 
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chronic sedative use on the maturation process in adolescents.15*.157 A recent 
United States Senate committee report on barbiturate use in juveniles sum- 
marized the testimony of Sidney Cohen as follows: 


Those involved in the “downer” scene, even if they avoid the associated 
illnesses, injuries and fatalities, will sustain a significant defect in their per- 
sonality development. They will have spent long periods during their matur- 
ation evading with chemicals the very elements of existence which promote 
human growth: the frustrations, problems and stress of daily life. It is this 
aspect of bedrugged adolescence which is particularly tragic—the loss of 
opportunity to grow up psychologically.[P.4]'” 


In the Commission’s 1971 national survey of psychiatric hospitals 
barbiturates were mentioned in the primary diagnoses of 19 (0.08%) and in 
the secondary diagnoses of 9 (0.04%) of the 22,885 patients in the hospi- 
tals at that time.®"[41 In British Columbia, general hospitals with psychiatric 
wards, were surveyed as well; barbiturates were noted in the diagnosis of 6 
of the 293 psychiatric patients in the reporting hospitals. The national 
mental health data collected by Statistics Canada for 1971, indicated 
that barbiturate dependence accounted for 66 (0.11%) of the first admis- 
sions and 60 (0.11%) of the readmissions to psychiatric hospitals and 
wards.16 129.fe] More than half of these admissions involved females and 
the majority were over 25 years of age. These two sources of data suggest 
that in 1971 barbiturates were not a significant factor in psychiatric admissions 
in Canada. (See also Tables A.5, A.6 and A.7 in the Annex to this appendix.) 


Crime 


At present, barbiturate use does not appear to be a significant contributor 
to, or correlate of, crime in Canada. In the United States there are indications 
that barbiturate use is growing, particularly among youth, and an increase 
in barbiturate-related crime in that country has been noted.156 157 


There are several ways in which barbiturate use might be associated 
with crime. As with alcohol, barbiturates may increase the likelihood of 
certain individuals becoming aggressive or violent. Persons dependent on bar- 
biturates may commit crimes in an effort to obtain the drug, either by stealing 
it or by stealing money or property with cash value for the purpose of 
purchasing the drug. However, because of the ready availability of barbiturates 
from many legal sources and, consequently, the low price of illicit barbiturates 
(compared to heroin, for example) this type of barbiturate-related crime 
is relatively infrequent in Canada. Heavy barbiturate use by some delinquent 
groups in the United States has been noted,1#* but the role of the drug in 
their illegal behaviour is not easily interpreted. Barbiturates may be used 
to gain confidence or to reduce nervousness in preparation for previously 
planned crimes. Most barbiturate users in Canada (including the majority of 
dependent users) are apparently adults who live an otherwise socially ac- 
ceptable existence without significant involvement in criminal activities. 
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PHYSIOLOGICAL EFFECTS 


The primary short-term physiological effect of barbiturates is a general 
depression of central nervous system and muscular activity, although the 
response to low doses may be quite variable. Initially, the electroencephalo- 
gram (EEG) may suggest some activation or arousal, but with sufficient 
dose (e.g., 100-200 mg), this brain wave pattern is usually replaced by 
signs of drowsiness or sleep.*® 1° The somnolence induced by barbiturates 
generally resembles normal sleep with the exception of an initially marked 
reduction in dreaming and in the rapid eye movement (REM) sleep 
stage.*5. 120 (REM sleep is thought to be related to dreaming, but its overall 
significance is only beginning to be appreciated.) With repeated use some 
tolerance develops to REM suppression. As with alcohol, barbiturates are 
thought to produce their principal effects by inhibiting activity in the brain 
stem reticular formation, which among other things, controls sleep and 
wakefulness. Direct effects on other areas of the brain are likely involved 
as well.” 


Drowsiness or ‘hangover’ symptoms may follow acute barbiturate in- 
toxication or drug-induced sleep. Such ‘hangovers’ generally lack the nausea 
and other gastrointestinal disruption associated with alcohol since barbiturates 
have little irritant effect on the stomach and intestines. 


A variety of transient or temporary physiological changes occur with 
moderate doses; the majority of these reflect a general slowing down of 
physiological activity which normally occurs with behavioural sedation, and 
are of little clinical significance. A minor decrease in gastrointestinal and 
autonomic nervous system activity may occur. The brain centres responsible 
for the control of breathing are especially sensitive to higher doses, and fatal 
depression of these mechanisms is the primary danger in barbiturate over- 
dose.1°. 134 


A toxic or poisoned state may be produced by five to ten times the 
normal sleep-inducing dose, and is characterizd by coma and a general 
shock syndrome (e.g., weak rapid pulse, shallow breathing, low blood pres- 
sure and cold sweaty skin). Larger quantities may be fatal as a result of 
respiratory arrest, cardiovascular collapse and/or kidney failure. Quantities 
of 15 to 20 times the usual hypnotic dose may produce death in a matter 
of minutes; however, if proper treatment is administered before breathing 
has stopped the chances of recovery are generally good. If the overdose 
is not fatal, a temporary jaundice (due to impaired liver function), respira- 
tory complications, kidney dysfunction and skin reactions may result. Other 
damage may occur indirectly as a result of respiratory depression. Some of 
these toxic reactions may also appear with normal doses in individuals 
allergic or abnormally sensitive to the barbiturates.1°*. 154 Because of the 
well-documented additive or potentiating effects among many sedatives, users 
of related drugs, such as alcohol, must be especially attentive to barbiturate 
dose levels. 
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Following chronic use of barbiturates there is generally fairly complete 
recovery from direct drug effects. Other than possible secondary complica- 
tions of injections in some users, instances of severe physiological disorder, 
or of irreversible brain, liver, kidney, heart, gastrointestinal or other tissue 
damage are rarely noted. Barbiturates do not greatly affect eating habits and 
diet, and consequently nutrition is usually adequate, in contrast to the typical 
situation of heavy chronic alcohol consumption. Unlike barbiturates, alcohol 
provides calories and disrupts normal gastrointestinal function. 


Chronic barbiturate intoxication may lead to an increased incidence of 
accidental injuries, including, among others, possible head injury and brain 
damage. In addition, neglect of personal hygiene and other factors important 
to health may render some heavy users more susceptible to certain forms 
of disease and infection. Heavy barbiturate users may also run a greater 
risk of becoming dependent on alcohol, a condition associated with a variety 
of health problems, as discussed earlier. 


Since barbiturates are highly effective orally and are typically taken 
by this route even by chronic heavy users, complications caused by injections 
are less commonly seen than with dependence on heroin or methamphetamine. 
The popular sodium salts of barbiturates are strongly alkaline and can cause 
considerable pain and tissue damage if injected under the skin. Abcesses 
and infections have been reported to result from unsuccessful attempts at 
intravenous injection. Cases have been reported where barbiturates were 
mistakenly injected into an artery instead of a vein.®’ 6° Rather than follow- 
ing the normal venous route through the general vascular system in the body, 
such arterial injections result in immediate high drug concentrations in the 
small peripheral blood vessels in the extremities. This produces excruciating 
pain, tissue damage and, in some instances, gangrene which may necessitate 
the amputation of parts of the hands or feet. 


In addition to these possible direct effects of barbiturate injection, 
further complications including hepatitis, tetanus, malaria, abcesses and ulcers 
of the skin, and a variety of other infections may be caused by shared or 
unsterile needles or drugs. Repeated intravenous injections result in scarred 
veins (‘track marks’) and other vascular damage. Furthermore, the injec- 
tion of insoluble or colloidal particles (which are typically present in drug 
preparations intended for oral use) often damages lung tissue and can be 
fatal.*. 185 


SELF-POISONING, SUICIDE AND ACCIDENTAL DEATH 


The role of barbiturates in poisoning and death is quite different from 
that of most of the drugs discussed in this report. For decades barbiturates 
have been cited as a major source of poisoning and the leading cause of 
drug overdose deaths in North America. In Canada more acute overdose 
fatalities are attributed to barbiturates than to all other psychotropic drugs 
combined.!® Similarly in California, for example, barbiturates were involved 


421 


A The Drugs and Their Effects 


in more than half of all drug-related deaths in 1970-—71.15® The vast majority 
of the barbiturate-related fatalities in Canada involve deliberate self-poison- 
ing by adults, with or without lethal intent. 


In 1971, there were 2,134 non-fatal and fatal barbiturate poisonings 
reported to the Federal Poison Control Program.1!* Among all pharmaceutical 
preparations, only acetylsalicylic acid compounds (e.g., Aspirin®) and 
certain minor tranquilizers (e.g., Valium®) were responsible for more toxic 
reactions than barbiturates. Relatively few poisonings with these non-barbitu- 
rates were fatal, however. Barbiturate cases made up approximately 4% 
of the total of almost 53,000 poisonings reported for all substances (in- 
cluding drugs, household chemicals, weed killers, insecticides, etc.), but 
barbiturates were involved in one-quarter of the fatal poisonings reported 
to the Program. Of those substances noted in the report to “frequently lead 
to drug abuse” (excluding alcohol), barbiturates accounted for less than 
one-seventh of the toxic reaction cases, but more than half of the reported 
fatalities. 


The rate of reported barbiturate poisonings in the population was 
highest for children under five years of age, but overdose fatalities in this 
group are rare. Adults over the age of 25 had the second highest per capita 
poisoning rate and accounted for the majority of both non-fatal and fatal 
poisonings. The proportion of total barbiturate poisonings which was ac- 
counted for by persons over 25 has risen slightly during 1965-71. Almost 
two-thirds of the cases were females. In 1971, of 1,478 instances of barbitu- 
rate poisoning where the disposition of the case was specified, 755 (51%) 
resulted in hospitalization; these patients received a median of four to five 
days hospital care. There were reports of 89 barbiturate-related deaths, of 
which 63% included mention of other drugs as well, with alcohol noted 
in the majority of these latter cases. Only six of the fatal poisonings involved 
persons between 10 and 24 years of age. Drug interactions in the non-fatal 
poisonings are not reported, and all cases appear under only one drug cate- 
_ gory in the official Poison Control Program Statistics. 


The proprietary barbiturate preparations most frequently mentioned 
in the 1971 poisoning reports were: Tuinal® (secobarbital and amobarbital, 
458 cases); Seconal® (secobarbital, 425 cases); Carbital® (pentobarbital 
and carbromal, 148 cases); Fiorinal® (butalbital, caffeine, phenacetin and 
A.S.A., 102 cases); Amytal® (amobarbital, 95 cases); and Nembutal® 
(pentobarbital, 69 cases). Of 58 fatal reactions where the specific barbitu- 
rates were noted, secobarbital or amobarbital, either alone or together as 
Tuinal®, appeared in 49 (85%) of the reports. 


According to the Causes of death statistics published by the Federal 
Government, in 1971 there were 482 drug overdose deaths in Canada 
which were attributed at least in part to the effects of barbiturates.15 In 309 
cases (64%), barbiturates were the only drugs mentioned, but in 173 cases 
other drugs were indicated as well, with alcohol noted in 144 instances. 
These figures undoubtedly underestimate the total involvement of barbiturates 
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in fatal poisonings. In most areas of Canada, autopsies are not carried 
out in a large proportion of self-poisoning or suicide cases, and screening 
for barbiturates in the body is even less common.1!*. 152 Furthermore, some 
barbiturate-interaction deaths involving a variety of drugs are put in a 
general unspecified category in government statistics and, consequently, 
cannot be easily identified.121:[™ 


In 1971 barbiturates were involved in 8.5% of 2,559 deaths at- 
tributed to suicide or intentional self-inflicted injury in the official statistics. 
Of 591 fatal self-poisoning cases involving a group of compounds designated 
as “solid or liquid substances” (which includes licit and illicit drugs, house- 
hold chemicals, insecticides, etc.), 217 (37%) of the deaths were attributed 
to barbiturates, the most frequent toxic agents noted. Of all barbiturate 
fatalities, there were 283 cases where the circumstances of death had been 
specified; 77% of these were classified as suicide. This is likely an under- 
estimate of the actual proportion of the total deaths which involved intentional 
self-poisoning (but not necessarily including fatal intent). In many instances 
adequate information is not readily available to ascertain the intentions 
of the deceased and such ambiguous cases are typically left unspecified or 
are classified as accidents. In addition, there is often considerable reluctance 
on the part of physicians to designate fatalities as suicides on death reports. 
Follow-up research indicates that a large proportion of fatal poisonings 
originally classified as accidents actually involved intentional self-injury or 
suicides”) 152 


Women constituted 78% of the cases reported as suicides and 59% 
of those designated as accidents in the official 1971 statistics.1° Quite con- 
sistently during 1965-71, approximately two-thirds of the barbiturate deaths 
have involved persons over 40 years of age. After rising somewhat in the late 
sixties, the number of barbiturate deaths in Canada has levelled off and 
declined slightly in the early seventies—reflecting, in part, the shift in medical 
prescribing away from barbiturates to the minor tranquilizers and non- 
barbiturate sedatives. 


It would appear that relatively few barbiturate deaths in Canada 
were purely accidental in the sense that they did not involve suicide attempts 
or intentional self-injury. Fatalities due to overdose in young persons taking 
barbiturates for the ‘trip’ or euphoriant effects are quite infrequent and 
make up a very small proportion of the total number of barbiturate-related 
deaths.11* As well, few deaths result from intended therapeutic use of these 
drugs. Consequently a more detailed examination of the concept and condi- 
tions of suicide is appropriate in this discussion. 


Many researchers have concluded that the majority of “suicide attempts” 
might better be called “suicide gestures”, and do not actually involve a 
serious intention of death.7?. & 18, 117,146 Most such acts are considered 
to be primarily sympathy- or attention-getting devices and are often a plea 
for help or an attempt to force the subsquent resolution of some personal 
conflict. Although cases of intentional self-poisoning and suicide frequently 
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involve ‘repeaters’ with previous intentional self-injuries, the act is usually 
impulsive and not carefully planned in advance.*? 81, 88, 89, 187, 152 Instances 
where individuals had actually acquired drugs for the purpose of self-injury 
are apparently infrequent.74. 81. 82. 107, 187 Typically, the drugs employed had 
been in the person’s possession for some time prior to the poisoning, and 
were originally acquired through legitimate prescription for medical use. 
Many self-injuring individuals have a prior history of psychiatric disorder. 


The use of alcohol in combination with barbiturates is common in self- 
poisonings, and a disproportionately large number of persons engaging in 
suicidal behaviour are problem drinkers. (The significant role of alcoholism 
in suicide is discussed in more detail in Appendix A.6.) It is thought that 
a significant number of self-poisoning suicide gestures result in unintended 
fatalities due to the accidental administration of a lethal dose, especially 
when the individual has been drinking heavily.1**. 1? 163 Because of these 
frequently reported patterns, the careless or excessive prescribing of bar- 
biturates for depressed patients, heavy drinkers or persons with a history of 
self-injury has been severely criticized.%1, 81, 100, 134, 187 


A phenomenon called “drug automatism” is somtimes mentioned in 
association with toxic barbiturate overdose, although many observers have 
expressed doubts as to its significance. In this situation, individuals in a 
drug-induced state of confusion or stupor are said to administer additional 
quantities of the drug without being fully aware of the extent of previous 
doses.1°® 184 In Canada, few, if any, such deaths have been documented. 


As noted earlier, in the past few years the minor tranquilizers have 
become more frequently prescribed than the barbiturates.18.°* There has 
been a concomitant increase in self-poisoning with the minor tranquilizers as 
a result. However, since some of these latter compounds (particularly the 
benzodiazepines) have very low lethal toxic potential there has been a decline 
in the proportion of fatal outcomes in the total number of poisoning cases 
involving sedatives and tranquilizers. Apparently, a reduction in the avail- 
ability of barbiturates does not necessarily reduce the total number of self- 
poisonings or suicide attempts, but it may result in fewer overdose fatalities 
if available alternative drugs are less toxic. The relative toxicity of these 
various sedatives and tranquilizers, the incidence of related poisonings, and 
the associated prescribing trends are discussed in more detail below in A.8. 
Minor Tranquilizers and Non-Barbiturate Sedative-Hypnotics. 


TOLERANCE AND DEPENDENCE 


Tolerance to some of the effects of barbiturates readily develops; the 
degree and rate of its development vary considerably with the particular 
drug, the dose, the mode and frequency of administration and the individual 
involved. A phenomenon called acute tolerance (lasting several hours) may 
cccur after a single dose, thus reducing the response to further doses given 
at short intervals. Depending on the barbiturate taken and the pattern of 
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use, more prolonged tolerance may begin to appear within days or weeks of 
daily administration.’ 7 77. 94 The extent of maximum tolerance to sedative- 
hypnotics is quite limited compared to that which can result with opiate 
narcotics.®° Barbiturate tolerance occurs to the greatest extent to the mood, 
sedative and behavioural effects. Tolerance to the lethal toxicity (i.e., respira- 
tory depression) develops more slowly and to a lesser degree. As with alco- 
hol, when general barbiturate tolerance develops the safety margin between 
the psychologically effective and the lethal dose is narrowed. 


Several mechanisms seem to operate in producing barbiturate toler- 
ance.*. 7°. 85 As noted above, barbiturates stimulate the production of meta- 
bolic enzymes in the liver which inactivate these and many other drugs. The 
resulting increase in the rate of metabolism and excretion is primarily respon- 
sible for general tolerance. As well, some overall reduction occurs in the 
sensitivity of the tissues to the drug. Certain learning processes are also likely 
to be involved in changing the character of the response with repeated use. 
Tolerance develops more quickly to the shorter-acting barbiturates than to 
the long-acting varieties, perhaps because of the greater importance of liver 
metabolism in the inactivation and excretion of the former compounds. Most 
aspects of tolerance disappear after a few weeks of abstinence from the drug. 
Some persons may become more sensitive to barbiturates after withdrawal 
than they were prior to chronic use.*? 


The capacity of barbiturates to produce physical dependence was not 
generally recognized for decades after their wide medical acceptance, although 
considerable attention had been directed to problems associated with psycholo- 
gical dependence. A series of experiments by Isbell and associates, published 
in the early 1950s, clearly demonstrated that chronic use of large doses of 
barbiturates (i.e., several hundred milligrams per day) can produce profound 
physical dependence similar to that of alcohol.*!: “7.76 The abstinence 
syndrome following withdrawal from large doses of barbiturates may begin 
with a reduction in intoxication and an apparent improvement in condition. 
Within a few hours, however, general physical weakness, dizziness, anxiety, 
tremors (the ‘shakes’), hyperactivity, sleeplessness, nausea, abdominal cramps 
and vomiting may occur. These may be followed after several days by muscle 
spasms and grand-mal (epileptic) seizures. Between the third and seventh 
day, delirium, delusions and hallucinations may appear; these and other 
symptoms may last for days or even months, although general recovery 
usually occurs within a week or two. As with alcohol, death during the 
convulsive phase occasionally occurs.*”: ®°. 7° In extreme cases the barbiturate- 
or alcohol-type withdrawal syndrome is considerably more painful and 
dangerous than that associated with dependence on the opiate narcotics. 
Withdrawal effects following dependence on more moderate barbiturate doses 
are considerably less severe than the full syndrome described above. Most 
regular users of therapeutic doses do not develop significant tolerance or 
dependence. Babies born of mothers who are physically dependent on barbi- 
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turates are also typically physically dependent, and may suffer severe with- 
drawal symptoms if the condition is not recognized and treated soon after 
birth.® 33 


Anxious or tense individuals may become psychologically dependent 
on even small doses in order to function in a manner which they consider 
satisfactory; many persons become dependent on barbiturate sleeping pills 
and feel that they cannot sleep without the drug; others become dependent 
on a variety of subjective effects which they feel are satisfying or perhaps 
essential to their well-being. 


BARBITURATES AND OTHER DRUGS 


The effects produced by combinations of barbiturates and other drugs 
may often resemble the interactions described earlier for alcohol. Because 
of the similarities among the barbiturates and other general sedatives, these 
drugs are often used interchangeably.*° Barbiturates combined with alcohol, 
minor tranquilizers, non-barbiturate sedatives or volatile solvents often result 
in a more intense and longer-lasting effect than is produced by either drug 
alone.7%: 49, 8°, 98, 99, 168 Tn addition to direct additive effects, the presence of 
alcohol in the body may slow the metabolism of barbiturates.1+® 


A certain amount of cross-tolerance exists among these drugs and 
chronic users of barbiturates are generally quite resistant to many of the 
effects of the other sedatives.** °* This cross-tolerance, however, may not 
appreciably affect the lethal dose, and large quantities of alcohol and barbi- 
turates taken simultaneously (acting in an additive or potentiating fashion) 
may produce a toxic or fatal reaction in persons tolerant to other effects. In 
addition, these drugs generally show some degree of cross-dependence and 
have the capacity to block or diminish the withdrawal symptoms associated 
with physical dependence on the other sedatives.*?. °* Barbiturates are fre- 
quently used therapeutically to reduce the severity of withdrawal in alcoholics. 
Since most sedatives show this cross-dependence, individuals dependent on 
one may turn to other sedatives if the preferred drug is unobtainable. Conse- 
quently, chronic barbiturate dependents are usually heavy alcohol users as 
well. Most sedatives can also reduce some of the acute ‘hangover’ symptoms 
associated with other drugs of this class. Multiple drug users often refer to 
the barbiturate intoxication as a ‘dry drunk’. See A.6 Alcohol for further 
discussion of barbiturate-alcohol interaction. 


Little research has been done regarding the interaction of barbiturates 
and opiate narcotics in humans. It is clear, however, that the dose of either 
of these drugs which produces sedation, toxicity and death is lower when 
they are used together. Although barbiturates and opiate narcotics do not 
show significant cross-tolerance or cross-dependence, barbiturates are some- 
times used to reduce the unpleasantness of opiate narcotic withdrawal. Some 
subjective effects of the drugs apparently interact in a complementary way 
when used together and barbiturates reportedly modify and prolong the 
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effects of heroin. Barbiturates are often employed by opiate narcotic users 
to strengthen or reinforce a weak heroin dose or as a substitute when opiate 
narcotics are unavailable.?° 28 6, 116, 140,147 Persons on methadone main- 
tenance are frequently reported to use barbiturates and alcohol to get ‘high’.®® 
The use of barbiturates is not socially acceptable in some opiate narcotic- 
using groups, however.?® 


Barbiturates are often used in conjunction with amphetamines. The two 
drugs together may result in some enhanced psychological response, although 
certain of their central nervous system effects are antagonistic. Amphetamines 
are sometimes used in the treatment of barbiturate overdose, although the 
value of such applications is questionable.®’ Likewise, barbiturates are some- 
times employed to reduce the toxic effects of stimulant overdose. Dexamyl® 
is a popular prescription combination of dextroamphetamine and amobarbital 
which supposedly produces stimulation without the irritability or tension 
produced by amphetamines. An alternating cycle of sedation and stimulation 
has been frequently noted among certain medical and non-medical drug users. 
A stimulant may be used to overcome the drowsy hangover the day after a 
hypnotic dose of barbiturate. By evening, another sedative dose may be 
necessary to overcome the insomnia potentiated by the day’s amphetamine. 
A somewhat related pattern has been demonstrated by some amphetamine- 
injecting ‘speed freaks’ who use barbiturates to terminate the stimulant effect, 
‘mellow the crash’, or produce sleep after a ‘speed run’ of several days dura- 
tion. 


Apparently barbiturates are not often used in combination with cannabis, 
LSD or other hallucinogenic drugs in Canada. In rodent studies cannabis has 
been found to prolong barbiturate sedative-hypnotic effects, probably in part 
through metabolic interaction.®® 58 %6. 124,154 Commission research showing 
marijuana enhancement of certain alcohol effects suggests that some interaction 
might be expected with cannabis and barbiturates.1!*. 1°7 Some concern has 
been expressed that even though cannabis is not very toxic physically, high 
doses taken in combination with barbiturates or other sedatives might enhance 
the toxicity of the latter drugs.12* In one animal study cannabis was shown 
to increase sensitivity to barbiturate overdose.*? 


The Commission study of illicit drug samples indicated that LSD-bar- 
biturate mixtures do occur, although they are uncommon."* Such combina- 
tions would be expected to reduce some of the psychedelic and stimulant 
effects of LSD.®® Barbiturates are often used to treat or terminate an LSD 
‘bad trip’. On some occasions barbiturates have reportedly been mixed with 
STP or MDA to reduce the amphetamine-like toxic side effects seen with 
large doses of these latter drugs.'*® It seems likely that barbiturates would 
enhance the sedative effects of PCP at doses typically taken, but such com- 
bined use has not been documented. 


Although a number of drugs can block or reduce certain barbiturate 
effects, there are no known general barbiturate antagonists. The development 
of radio-immunoassay techniques for the chemical analysis of barbitu- 
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rates,1°!, 143 raises the possibility of a general immunization against barbi- 
turate effects. However, no research in this latter area has been reported. 
Patterns of multiple-drug use are discussed in more detail in Appendix 
C Extent and Patterns of Drug Use. 


A.8 MINOR TRANQUILIZERS AND NON-BARBITURATE 
SEDATIVE-HYPNOTICS 


INTRODUCTION 


There are many common drugs which have significant sedative-hypnotic 
properties. Alcohol and barbiturates have been discussed separately in this 
appendix, and their many pharmacological similarities were indicated. Bar- 
biturates are often considered the prototype of sedative-hypnotic drugs; 
pharmacologically related compounds are frequently identified or discussed 
in terms of their similarities to and differences from them. We shall consider 
a rather heterogeneous aggregate of sedative compounds in this section under 
the general rubric of minor tranquilizers and non-barbiturate sedative-hyp- 
notics. Because of significant similarities in effects, many of these drugs, and 
alcohol and barbiturates as well, are often considered together in broad cate- 
gories given such titles as sedative-hypnotics, psychosedatives, anxiolytic 
sedatives (or just sedatives), non-selective depressants (or just depressants), 
ataractics, or psycholeptics.*: 37, 7%, 125 


TABLE A.4 
MINOR TRANQUILIZERS AND NON-BARBITURATE SEDATIVE-HYPNOTICS 


(1) Acetaldehyde derivatives 
(e.g., chloral hydrate [Noctec®], paraldehyde) 


(2) Propranediol derivatives 
(e.g., meprobamate [Equanil®, Miltown®], tybamate [Solacen®]) 
(3) Benzodiazepine derivatives 
(e.g., chlordiazepoxide [Librium®], diazepam [Valium®, Vivol®], 
oxazepam [Serax®], nitrazepam [Mogadon®)]) 
(4) Piperidinedione derivatives 
(e.g., glutethimide [Doriden®], methyprylon [Noludar®]) 
(5) Pentynol derivatives 
(e.g., ethchlorvynol [Placidyl®], ethinamate [Valmid®]) 
(6) Quinazolone derivatives 
(e.g., methaqualone [Mandrax®, Mequelon®, Quaalude®, 
Sopor®, Parest®)]) 
(7) Miscellaneous: 

(a) Monoureides (e.g., carbromal) 

(b) Bromides (e.g., Nytol®) 

(c) Anticholinergics (e.g., scopolamine, benactyzine) 

(d) Antihistamines (e.g., dimenhydrinate [Gravol®, Dramamine®], di- 
phenhydramine [Benadryl®], doxylamine [Decapryn®], hydroxyzine 
[Atarax®], methapyrilene [M-P®], phenyltoloxamine [Bristamin®], 
promethazine [Histantil®], pyrilamine [Neo-Antergan®], triprolidine 
[Actifed®]) 
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The minor tranquilizers and non-barbiturate sedative-hypnotics can be 
divided into several groups as indicated in Table A.4.°. 79 With few excep- 
tions, the drugs in the first six groups share significant common pharma- 
cological properties and are similar to alcohol and barbiturates in many 
important respects: these drugs reduce anxiety and tension, and produce 
drowsiness and sleep at progressively higher doses; they elicit similar psy- 
chological and physiological signs of intoxication and overdose; they have 
relatively little effect on autonomic nervous system functions; they generally 
elevate the convulsion threshold; limited but significant tolerance develops 
with chronic heavy use; physical dependence can also occur with high-dose 
use; psychological dependence is sometimes reported; and significant but 
often incomplete cross-tolerance and cross-dependence may occur among 
them.* 36 38.79, 125 The various drugs may differ to some extent in their 
potential for producing these effects. The major exceptions to some of these 
generalizations about sedative drugs are certain anticholinergic (acetylcholine 
blocking), antihistaminic (histamine blocking) and bromide compounds, 
although even these are similar to the other sedatives in many respects. In 
addition, most of the volatile solvents and gases have somewhat comparable 
sedative properties. Under certain conditions, cannabis has significant seda- 
tive or tranquilizing effects and has been used medically in Canada and many 
other countries for these purposes.'*] Some further distinctions among the 
various sedative drugs are made in the following discussion. 


The term “minor tranquilizer” was introduced in the scientific literature 
in the 1950s to distinguish some of the newer non-barbiturate drugs pre- 
scribed to reduce anxiety and tension from the “major tranquilizers” or 
neuroleptics, such as the phenothiazines (e.g., chlorpromazine) and rauwolfia 
alkaloids (e.g., reserpine), which are employed more as antipsychotic drugs 
in the treatment of such disorders as schizophrenia.® ** 1°3 The minor tran- 
quilizers are intended to reduce anxiety, tension and agitation at doses which 
have relatively few other significant effects on emotional, cognitive or per- 
ceptual processes. The degree to which they approximate this goal and the 
extent to which they actually differ in this regard from the various barbi- 
turate and non-barbiturate sedatives is still a matter of some controversy. 
In this report, and in much of the scientific literature, the label “minor 
tranquilizer” is restricted to the benzodiazepine and propranediol derivatives 
(e.g., Valium®, Librium®, Equanil®, Miltown®), but the term is often used 
in a broader sense to refer to other of the newer non-barbiturate sedatives as 
well. Although the benzodiazepines are perhaps most unique, few clear phar- 
macological distinctions can be drawn between most of these sedatives. 


Much confusion is caused by the non-specific usage of the general labei 
“tranquilizer”. Both major and minor tranquilizers are often indiscriminately 
grouped together under the broad heading of “tranquilizer” in spite of the 
fact that these two classes of drugs are quite dissimilar chemically and 
pharmacologically, and have generally different medical applications and 
patterns of non-medical use.® 32, 38. 79, 107, 122, 125 The major tranquilizers do 
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not produce euphoria or other pleasant psychological side effects and are 
consequently rarely used non-medically. The minor tranquilizers, on the other 
hand, typically produce effects subjectively similar to those of alcohol and 
barbiturates, and may be used non-medically because of these properties. 
Dependence on the minor tranquilizers has often been reported in the litera- 
ture. In spite of significant differences (especially as regards non-medical use), 
many Official and lay sources continue to use the general category “tran- 
quilizer”, with no further differentiation, thereby confusing and confounding 
many important issues.1* 18 


The sedative effect of bromide was first used in medicine in the 1850s 
in the treatment of epilepsy. Bromides were soon employed on a large scale 
for a variety of psychological and neurological disorders. Unlike most other 
drugs which depress the functioning of the central nervous system, the bro- 
mides do not effectively induce sleep in large single doses. They are usually 
administered chronically for their general cumulative sedative effects. 
Although bromides are still employed in a variety of nerve tonics, headache 
remedies (e.g., Bromoseltzer®) and non-prescription ‘sleeping pills’ (e.g., 
Nytol®), they have generally been replaced in medical use by a variety of 
more effective and less toxic drugs.*?: 1°? 


Chloral hydrate and paraldehyde are very effective sedative-hypnotics 
which were introduced into medicine in the latter part of the 19th century 
and are still employed in clinical therapeutics today. Chloral hydrate was the 
first widely used synthetic sleep-inducing (hypnotic) drug, and as ‘knockout 
drops’ added to alcohol produces the so-called ‘Mickey Finn’. Both chloral 
hydrate and paraldehyde have been used in the treatment of alcohol with- 


drawal. Dependence on these drugs has become rare but is still sometimes 
seen.®: 90, 109 


Barbiturates were first used medically in 1903 and dominated the area 
of sedative-hypnotic therapeutics for the following half-century.’® 1° Most of 
the drugs in groups 2 to 6 of Table A.4 were developed in the 1950s or 
later, and have tended to replace barbiturates in many areas of medical and 
non-medical use. Many of these sedatives were introduced specifically as 
“non-barbiturates”, suggesting major distinctions in dependence liability, 
toxicity and certain other effects. In some instances significant differences 
between barbiturates and the newer sedatives and minor tranquilizers are 
clearly documented, but many of these drugs have been shown to be more 
like barbiturates than was originally realized. Compared to the barbiturates, 
much less is known about the effects of both the medical and non-medical 
use of these newer drugs. It is interesting to note that thalidomide was in- 
troduced into medicine as a non-barbiturate sedative-hypnotic and is a very 
effective sleep-inducer. 

The minor tranquilizers and non-barbiturate sedatives are among the 
most widely used drugs in medicine. In 1971, a Canadian Medical Associa- 
tion survey suggested that these drugs accounted for half of all mood- 
modifying drug prescriptions in Canada. In comparison, barbiturates made 
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up one-fifth of such prescriptions.19 Valium® (a benzodiazepine minor tran- 
quilizer) is the widest selling prescription drug in Canada.®® 


Until recently, the non-medical use of these sedatives was considered 
largely the domain of the ‘average middle-class adult’, but recent reports 
indicate that some of these compounds are gaining in popularity among youth 
as well.°! The non-medical use of Mandrax® (methaqualone and diphen- 
hydramine) and other methaqualone preparations has frequently been noted 
in Canada in recent months. (See also Appendix C Extent and Patterns of 
Drug Use.) 


Atropine and scopolamine (/-hyoscine) are belladonna alkaloids which 
block certain effects of acetycholine in the body. Atropine generally produces 
central nervous system excitation, but scopolamine has mild sedative proper- 
ties in moderate doses. In higher doses, however, both belladonna alkaloids 
have similar effects and may produce delirium and hallucinogenic re- 
sponses.?”: 5° 58, 62 Scopolamine is found chiefly in Hyoscyamus niger (hen- 
bane), Datura stramonium (Jimson or Jamestown weed, also known as 
thorn-apple or stink weed) and other Datura varieties. These drugs have 
been used in many societies since ancient times for a variety of medical and 
non-medical purposes. They were frequent ingredients in sorcerers’ potions 
and poisons, and have served important religious functions in certain cul- 
tures.*?. 6°. 83 In the United States, scopolamine was commonly employed in 
non-prescription sedative and motion-sickness preparations, but in recent 
years it has been removed from many such over-the-counter products. It has 
not been commonly used for such purposes in Canada. Because of unpleasant 
side effects at high doses, these drugs are not frequently used non-medically, 
although a few reports exist, for example, of young people using such 
stramonium preparations as Asmador® cigarettes for hallucinogenic purposes. 


There is a wide variety of drugs which are used medically for their 
antihistaminic and anticholinergic properties; many have significant central 
nervous system effects which are of interest here. Since antihistamines were 
first discovered in France in the 1930s, hundreds of pharmacologically related 
substances have been identified and synthesized.1*. 34: 1°6 Many antihistamine- 
containing preparations are sold in Canada without prescription for use in 
the symptomatic treatment of a variety of ailments, including the common 
cold (e.g., Contact®), allergies (e.g., Actifed® [triprolidine and pseudo- 
ephedrine]) and motion sickness (e.g., Gravol® [dimenhydrinate]). Labels 
on many such antihistamine-containing products warn the user that drowsi- 
ness may be an expected side effect. The sedative properties of certain anti- 
histamines are made direct use of, alone and with other drugs, in a variety of 
non-prescription and prescription sedative preparations (e.g., Sominex®, 
Mandrax®). The antihistamine drugs vary considerably in their sedative 
properties; some do not exert significant effects on CNS activity or may have 
mixed stimulant and depressant effects, while a few may rival the barbiturates 
in their tranquilizing or sleep-inducing capacity.®”: 88: 113 Some antihistamines 
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produce significant psychological excitation at high doses and hallucinogenic 
effects have been noted under such conditions.®* § There is apparently rela- 
tively little non-medical use of antihistamines alone, although, for example, 
the use of large doses of Gravol® to get ‘high’ (often in combination with 
alcohol) has occasionally been reported among juveniles. Antihistamines with 
sedative capacity generally have significant anticholinergic properties as well, 
which may account for some of their central nervous system effects.1° 
Consequently, clear distinctions cannot be made between anticholinergic and 
antihistaminic classifications in many instances. 


There are many over-the-counter preparations which are sold as tran- 
quilizers or sedatives. Most contain some combination of bromides, salicylates, 
anticholinergics, antihistamines or other drugs (e.g., Sominex®, Sleep-eze®, 
Nytol®, Devarex®, Compoz®). The pharmacological rationale and effec- 
tiveness of some of these concoctions has been questioned on numerous 
occasions, and it would appear that many such preparations are of little or 
no therapeutic value and may have significant adverse side effects.7®.78.5?.83.101 


MEDICAL USE 


As with barbiturates, the minor tranquilizers and non-barbiturate seda- 
tives are mainly prescribed for patients suffering from anxiety, tension, 
behavioural excitement, and insomnia. Some are also used in the treatment 
of lower back pain, convulsive disorders, withdrawal symptoms of barbiturate- 
alcohol type dependence, and acute anxiety and panic reactions which 
sometimes occur with certain hallucinogenic drugs. Some minor tranquilizers 
are effecitve muscle relaxants.7+. 7, 88, 108 


Some clinicians feel that chemotherapy of anxiety should be a secondary 
approach in psychiatry (although frequently the most expedient) and that 
drugs should be used primarily to relieve immediate distress, and to aid 
the patient only until other treatment procedures become effective.’® 


In addition to their use as sedatives, certain antihistamines (e.g., dimen- 
hydrinate) and anticholinergic drugs (e.g., scopolamine) are employed in the 
prevention and treatment of nausea and vomiting associated with early 
pregnancy, motion sickness and other conditions. Antihistamines are com- 
monly used for the symptomatic treatment of hay fever and numerous other 
allergic reactions. They also relieve nasal congestion and discharge associa- 
ted with the common cold, lessen rigidity and tremor of parkinsonism, 
and some are moderately effective local anesthetics.*4: 1°6 Scopolamine and 
other belladonna alkaloids are used medically, for example, in the sympto- 
matic treatment of parkinsonism, congestion due to allergies and the common 
cold, peptic ulcer, and bed-wetting, and are employed in conjunction with 
other drugs in certain anesthetic applications.” °: 
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CHEMICAL ANALYSIS OF ILLICIT SAMPLES IN CANADA 


There has been relatively little chemical analysis of illicit minor tran- 
quilizers and non-barbiturate sedatives in Canada. None was mentioned in 
Marshman and Gibbins’ 1970 report from Ontario.®* The Health Protection 
Branch special study of police seizures does not focus on these substances, 
but methaqualone was identified in 20 samples combined with other 
drugs.** {1 There were 18 samples involving methaqualone and an anti- 
histamine; LSD was also present in 14 of these cases and heroin was detected 
in four. There were also two samples of LSD and methaqualone together. 
These samples contained a median of 20 mg (range: 11-77 mg) of metha- 
qualone per unit dose and approximately 2 mg per capsule of the anti- 
histamine was typically found. 


In the Commission’s collection of illicit drug samples and our national 
survey of authorized analytic facilities (1971-72), 15 samples of high 
purity methaqualone were found along with two LSD-methaqualone com- 
binations.®?: '¢] Of the unmixed methaqualone samples, two had been repre- 
sented as mescaline, five as Mandrax® and eight were of unspecified identity. 
In addition, four samples of chlordiazepoxide, and one each of diazepam, 
oxazepam, ethchlorvynol and methyprylon were reported. No antihistamines 
were noted in this study. Two samples of plant materials containing bella- 
donna alkaloids were found. 


ADMINISTRATION, ABSORPTION, DISTRIBUTION AND PHYSIOLOGICAL FATE 


The minor tranquilizers and non-barbiturate sedatives are usually 
administered orally as tablets, capsules or elixirs, but some are occasionally 
injected for both medical and non-medical purposes. These drugs are gen- 
erally rapidly absorbed by the stomach, intestine and rectum, and absorption 
after oral administration is typically most rapid with an empty stomach. 
Once absorbed, the drugs are generally distributed quite uniformly through- 
out the body. Some are metabolized, or otherwise chemically altered (usually 
in the liver), and excreted into the urine, while others are eliminated un- 
changed. As with barbiturates, some of these drugs increase the body’s 
production of the enzymes responsible for their metabolism. Certain of 
these substances may be detected in the urine for several weeks after use is 
discontinued. The factors of distribution, metabolism, and excretion are 
responsible for many of the differences in potency and duration of action 
of these drugs.1* 82, 88, 109, 122 

Methods of detection of some of these drugs and their metabolites in 
urine and blood are sophisticated and expensive, while others are readily 
identified with standard analytic techniques.”*: °°. 9, 64, 115, 123 There are cur- 
rently no immunoassay methods available for any of these sedatives. 
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GENERAL EFFECTS 


With most of these drugs, psychological and behavioural responses to 
low doses are quite variable. There may be sedation in some instances and, 
in others, an increase in activity. Studies reveal that complex interactions 
between the specific drug and the level of anxiety may occur, even within the 
same pharmacological group; psychological and behavioural performance 
may be impaired or improved, depending on the dose, personality of the user 
and the degree of anxiety present.*? 7 


Normal doses usually provide relaxation, a feeling of well-being and 
perhaps some loss of inhibition—effects not unlike those associated with 
social alcohol drinking. The response to moderate and high doses of most 
of these sedatives is a general depression of nervous and muscular activity 
and certain other body functions. Compared with other sedatives, minor 
tranquilizers are thought to have less inhibitory effect on the parts of the brain 
which are responsible for arousal and motor control, and may have greater 
muscle relaxant effects.32. 38. 79. 88, 109 The taming effect of minor tranquilizers 
in animals has frequently been observed.® 7118 As noted earlier, certain 
antihistaminic and anticholinergic drugs produce considerable excitation in 
high doses; hallucinogenic effects have been reported with some of these 
substances.5° 58, 78, 84 


Excessive use of most sedatives may produce drowsiness, ataxia, leth- 
argy, disorientation, confusion, memory impairment, trance-like episodes, 
double vision, personality alterations, rage reactions, and other symptoms 
resembling those of drunkenness. Other side effects observed with certain of 
these sedatives include skin rashes, nausea, diminished sex interest, menstrual 
and ovulatory irregularities, blood abnormalities and increased sensitivity to 
alcohol.??: 79, 88, 109 

The national mental health data collected by Statistics Canada for 1971 
indicated that dependence on non-barbiturate sedative-hypnotics and minor 
tranquilizers (ICDA—304.3) accounted for 51 (0.09% ) of the first admis- 
sions and 33 (0.06% ) of the readmissions to psychiatric hospitals and wards. 
More than half of these admissions involved females and the majority were 
over 25 years of age. These data suggest that in 1971 these drugs were not 
a significant factor in psychiatric admissions in Canada.!*] (See also Tables 
A.5, A.6 and A.7 in the Annex to this appendix.) 


DRIVING 


The current knowledge regarding the role of minor tranquilizers and 
non-barbiturate sedatives in automobile accidents is somewhat similar to that 
described for barbiturates. Existing data suggest that these drugs have not 
contributed greatly to highway crashes."1: 97. 114 121 Tn Canada it is an offence 
to drive while intoxicated by any drugs, and the penalties are the same as those 
for drunken driving. Traffic convictions involving drugs other than alcohol 
rarely occur, in part because of the difficulties in proving intoxication. 
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A number of studies have attempted to estimate the incidence of drug 
use in the general population, in the driving population, and in the victims of 
automobile crashes; other reports have focussed on the driving records of 
individuals known to be users of one or another drug. In general these data 
have proven to be incomplete and frequently difficult to interpret. There is a 
clear need for further research in this area. Such research should include 
emphasis on the chemical detection of drugs in the body fluids or tissues of 
drivers involved in crashes as compared to persons not involved in such 
accidents but using the roads under similar circumstances. 


Laboratory studies have shown that large quantities of some minor 
tranquilizers and non-barbiturate sedatives can disrupt performance on cer- 
tain psychomotor, intellectual and perceptual functions—suggesting that with 
sufficient dose such drugs may have the potential for increasing the likelihood 
of automobile crashes. Ordinary clinical doses may not have such effects.72: 
80, 81, 119 Certain antihistamines and belladonna alkaloids might disrupt per- 
formance on tasks related to driving, but little relevant research exists. 


In one study the accident rate in a group of drivers using prescribed 
doses of Librium® was ten times the accident rate for the general population, 
but it is not clear whether the accident rate among these drivers, who “need- 
ed” a tranquilizer, was so high because of, or in spite of, the drug they were 
taking.®”. 79 


TOXICITY, POISONING AND DEATH 


As with barbiturates, the majority of serious overdose cases with the 
minor tranquilizers and non-barbiturate sedatives involve adult intentional 
self-poisoning (although not necessarily with fatal intent). Much of this 
literature was reviewed previously in A.7 Barbiturates. The number 
of poisonings or toxic reactions involving these various drugs is generally 
related to their availability through medical prescription.?? However, the 
various sedatives differ considerably in their lethal toxicity,1% 7% 9 112, 128 
and certain compounds (e.g., the benzodiazepine derivatives) which are 
involved in many poisonings, may result in very few deaths. It should be 
noted that official mortality statistics must be interpreted with caution. In 
many cases autopsies are not performed and a thorough drug identification 
and chemical investigation of the cause of death is often not conducted.**: 147 


In the 1971 Poison Control Program Statistics there were 4,966 
poisonings attributed to “tranquilizers” (both the major and minor categories 
together) and 1,588 to non-barbiturate sedatives and hypnotics.®® !*! Diazepam 
(Valium® or Vivol®) accounted for 2,758 toxic reactions and was second 
only to acetylsalicylic acid compounds (e.g., Aspirin®) as a source of 
poisoning in Canada. Chlordiazepoxide (e.g., Librium®) was noted in 922 
cases, oxazepam (e.g., Serax®) in 62, a chlordiazepoxide and bromide com- 
bination (Librax®) in 60, and meprobamate (e.g., Equanil®) in 52. 
Females outnumbered males by almost two to one in these data. Approxi- 
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mately one-quarter of the minor tranquilizer poisonings occurred in children 
under five years of age, but none of these cases was reported to be fatal. 
There were 23 drug death reports which mentioned either diazepam or 
chlordiazepoxide; in 20 of these cases other drugs were specified as well. 
Three fatal poisoning reports mentioning only Valium® were generally 
incomplete. One meprobamate interaction death was reported. It should be 
noted that well-documented cases of simple overdose deaths involving chlor- 
diazepoxide or diazepam are rare or non-existent in the scientific litera- 
ture.?°: 28, 29, 59, 79, 99 

The Poison Control Program category of “other sedatives and hyp- 
notics” contains a heterogeneous group of chemicals.°* Methaqualone- 
containing compounds were reported in 437 cases, with Mandrax® noted 
in 391 of these. One methaqualone death (Mandrax® and Librium®) was 
reported. The other most frequently named sedatives were: Noludar® 
(methyprylon), 264 cases; Placidyl® (ethchlorvynol), 147 cases; Doriden® 
(glutethimide), 85 cases; and chloral hydrate, 53 cases. There were 12 
deaths involving these latter drugs, primarily as interactions with other 
compounds. 

There were also 80 toxic reaction cases involving Sominex® prepara- 
tions (typically containing bromides, antihistamines and other substances)? 
and 42 Nytol® (bromides) reports. Listed separately were 160 Gravol® 
and 133 Actifed® toxic reactions. Poisonings with other antihistamines were 
noted as well. There were no deaths attributed to any of these latter drugs. 


Including drug interaction deaths, the number of fatalities reported per 
thousand poisonings were: 59 for barbiturates, 10.7 for non-barbiturate seda- 
tives (and meprobamate) as a group, and 6.3 for the benzodiazepine minor 
tranquilizers. If only single drug fatalities are considered, the corresponding 
rates for these three drug groups are 25.8, 3.3 and 0.8 respectively. In other 
words, excluding drug interaction reports, barbiturate poisonings were 7.8 
and 32 times as likely to be reported fatal as were the non-barbiturate sedative 
and the benzodiazepine minor tranquilizer cases respectively.[*! 


Because of the variety of different compounds subsumed under the topic 
of minor tranquilizers and non-barbiturate sedative-hypnotics, it is not pos- 
sible to derive a clear picture of the fatalities involving these drugs from the 
Causes of death statistics published by the Federal Government.1® These 
various drugs are often not differentiated or specified in official statistics and 
are frequently considered together with many other psychotherapeutic agents 
—-particularly when drug interaction is involved.!™] 


In the Causes of death report for 1971, 32 deaths were ascribed to 
“tranquilizers” in general.1® A detailed list of the specific drugs involved re- 
vealed that four deaths were attributed to diazepam, one to chlordiazepoxide 
and four to meprobamate.®® The remainder involved major tranquilizers. A 
similar situation existed for 1969 and 1970 as well, when 12 and 15 deaths 
respectively were ascribed to the former three drugs. Over the three-year 
period, two-thirds of these individuals were women and approximately two- 
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thirds of the cases had been designated as suicides. No specific information is 
available from these government statistics regarding interactions involving 
these and other drugs. 


In the same 1971 report, 61 deaths were attributed to non-barbiturate 
sedatives and hypnotics alone, with an additional 29 noted in combination 
with alcohol.1® Little other specific information is available regarding fatalities 
due to interactions of these and other drugs. Only three fatalities involving 
persons under 20 years of age were noted and these were in the 15-19 age 
category. The majority of the deaths occurred in persons over 40 years of age. 
Chloral hydrate, paraldehyde, or bromides were specified in four cases, but 
all other non-barbiturate sedatives were pooled in a single class in the official 
statistics. There is no methaqualone-specific category in these statistics, but 
our survey of provincial coroners indicated that a number of drug-related 
deaths in young people have involved methaqualone—usually in combination 
with other drugs.°* [81 We have no reliable information on the extent of such 
occurrences. 


For 1971, there was a total of 99 deaths which involved minor tran- 
quilizers or non-barbiturate sedatives, alone or in combination with other 
drugs, in the official national statistics.18 In contrast, there were 482 bar- 
biturate-related deaths for the same period. After adjustment for the number 
of prescriptions issued (using the Canadian Medical Association’s prescrip- 
tion estimates!®), barbiturates were approximately 100 times as likely to be 
associated with drug overdose fatalities (per prescription) as were the minor 
tranquilizers (benzodiazepine and propranediol derivatives) and more than 
three times as likely as the other non-barbiturate sedatives as a group. In a 
United States report, the incidence of suicide with barbiturates was 32 times 
the incidence of suicide with “minor tranquilizers” (meprobamate or chlordi- 
azepoxide), and 2.8 times as great as that involving “new non-barbiturate 
hypnotics”, when related to prescriptions written.?° 


The variation in fatalities among these drugs is possibly due to a com- 
bination of factors, including differences in: direct lethal toxicity, interaction 
with other drugs, drug-induced confusional states, potentiation of emotional 
depression, unit dosage size, number of doses per prescription and certain 
personality characteristics and disorders of the persons involved. Further 
research in this area is clearly indicated. 


TOLERANCE AND DEPENDENCE 


Tolerance can develop to most of the effects of these sedatives with 
regular use, and the dose may be increased by some users in order to maintain 
the desired effects. Although originally introduced as ‘non-habituating’, most 
of these drugs have been shown to be capable of producing both psycho- 
logical and physiological dependence resembling that seen with alcohol and 
the barbiturates. Physical dependence is infrequently seen, but can occur with 
sustained use of large doses of almost all of the drugs in groups 1 to 6 of 
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Table A.4. Significant tolerance and dependence generally does not occur 
with therapeutic doses.*? 36, 40, 61, 65, 79, 110 Some tolerance to the sedative ef- 
fects of the anticholinergic and antihistaminic drugs may develop with reg- 
ular use, but dependence has not been reported. 


The clinical descriptions of the abstinence syndrome following abrupt 
withdrawal after excessive use of some of these drugs indicate a marked 
similarity to one another and to those of alcohol-barbiturate dependence. The 
syndrome may be characterized by anxiety, apprehension, tremulousness, 
muscle twitches, insomnia, headache, rapid pulse rate, fever, loss of appetite, 
nausea, vomiting, abdominal cramps, sweating, fainting, hyperactive reflexes, 
convulsions, and uncontrolled urination and defecation. In addition, delirious 
states can occur with motor agitation, hallucinations, delusions, disorientation 
and confusion. After very heavy daily use for long periods of time, the ab- 
stinence syndrome can be very serious, and a few deaths have been attributed 
to withdrawal from some of these drugs.*®: °° 


MINOR TRANQUILIZERS, NON-BARBITURATE SEDATIVES AND OTHER DRUGS 


Although these various sedatives have many common features, as noted 
earlier, there may be significant differences in certain effects, and all of the 
sedatives cannot be expected to interact with other drugs in the same way. 
Since the number of different compounds under consideration is large, 
determining interaction effects for all possible drug combinations would be an 
enormous undertaking. So far such interactions have generally been investi- 
gated only superficially, and consequently only the most general statements 
are possible. Some of the following topics have been covered in more detail 
in the previous discussions of alcohol and barbiturates. 


Recent detailed studies of alcohol-meprobamate interaction conducted 
by researchers at the Addiction Research Foundation of Ontario and Rutgers 
University are indicative of the complexities of this topic. The direction and 
intensity of the interactions of these two drugs were shown to depend on 
various dose, time and administration factors, as well as the particular 
response examined.”° 


Under many conditions, combinations of the various sedative drugs may 
result in more intense and longer lasting effects than are produced by a 
given dose of one of the drugs administered singly. Some antihistamine and 
anticholinergic drugs may also enhance the effects of other sedatives at 
Certain “doses,9: 20 “Sree ner 


Cross-tolerance and cross-dependence occur among many sedative 
drugs.®!, ®&° Persons dependent on one of these drugs may turn to the others 
for a desired effect. Minor tranquilizers and other sedatives are often used to 
reduce the severity of the alcohol withdrawal syndrome. The development 
of cross-tolerance among the sedatives does not appear to significantly affect 
the lethal dose and large but sub-toxic doses of each drug, if taken together, 
may produce a toxic or fatal reaction in persons tolerant to other effects. 
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Very little research has been done regarding the interaction of opiate 
narcotics and the various minor tranquilizers and other sedative drugs. It is 
expected that certain effects of these drugs would add in such a way that the 
doses which produce sedation, toxicity and death are lower when they are 
combined. 


The interaction between the various sedatives and the stimulants is 
complex, with some responses being additive, and others dominated by one 
or the other drug. Certain sedative effects may be antagonized by stimulants. 
Various sedatives are reportedly taken in alternation with stimulants by a 
variety of users. As an extreme example of this phenomenon, intravenous users 
of amphetamines may take sedatives to ease the discomfort of the ‘crash’ at 
the end of a long ‘speed run’. 


A.9 VOLATILE SUBSTANCES: SOLVENTS AND GASES 
INTRODUCTION 


The inhalation of volatile substances and gases for non-medical pur- 
poses has been known for centuries, although it has only been within the last 
decade that such practices have come very commonly to the attention of 
public health officials.1: 17. 34, 36,46 While recent occurrences of adolescent 
‘glue sniffing’ have received the most publicity, a wide variety of other sub- 
stances and practices have been involved. These drugs have frequently been 
labelled deliriants, although delirium is only one of many potential effects 
and is clearly not restricted to these substances. Some of these drugs have 
much in common with the sedatives (such as alcohol and barbiturates) and 
might be considered in a sub-class of that group. In addition, certain solvents 
and gases apparently have some psychedelic or hallucinogenic properties and, 
in sufficient doses, are anesthetic. 


Many of the chemicals used may be described as volatile hydrocarbon 
solvents and are highly soluble in lipids (fats) ——a major component of living 
tissue. Most of the substances are either gases at room temperature or rapidly 
evaporate from a liquid phase to a gaseous state when exposed to the air. 
This property makes them highly desirable, industrially, in the production 
of materials in which fast drying is essential. The solvents are also usually 
highly flammable. 


There are literally hundreds of easily accessible forms of these materials, 
which may run from hardware store and cosmetic sundries to clinical drugs 
and anesthetics. Some common products which may contain large quantities 
of these chemicals are: fast drying glues and cements; many paints, lacquers 
and varnishes, and their corresponding thinners and removers; gasoline, kero- 
sene and various other petroleum products; lighter and dry cleaning fluid; 
fingernail polish remover; and various aerosol products. Active chemicals in 
these materials include toluene (also called toluol or methylbenzene), benzene, 
acetone, naphtha, hexane, cyclohexane, trichlorophane, trichloroethylene, 
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perchlorethylene, carbon tetrachloride, chloroform, ethyl ether, and various 
alcohols, ketones and acetates. Closely related chemically to the solvents 
are the freon gases which are commonly used as aerosol and refrigerant 
gases. Nitrous oxide (often called “laughing gas’’) and related nitrites are also 
highly volatile substances with long histories of non-medical use. It was re- 
cently observed that 38 different products containing such substances were 
available from the shelves of a single service station-hardware store in 
Ottawa. 


It is clear that we have in this drug category a large aggregate of chemi- 
cally diverse substances from a wide variety of sources. While this hetero- 
geneity precludes any broad and all-encompassing generalizations, many of 
the substances have common properties which warrant general consideration. 


Most of these drugs have not been investigated individually in much 
detail, since only a few have had extended medical use. There has been little 
systematic pharmacological investigation of the deliberate and repeated inhal- 
ation of solvents. In most instances, human studies have been limited to gross 
investigations of toxicity in industrial situations which have limited application 
in this context.?4. 29. 32, 58, 67 Some significant information can be gleaned from 
individual clinical case study reports of intentional users. 


Nitrous oxide, ethyl ether and chloroform, three of the best known inha- 
lant anesthetics, had considerable non-medical recreational use which pre- 
ceeded their general medical acceptance. In 1844, the following advertisement 
was circulated in Hartford, Connecticut: 


A Grand Exhibition of the effects produced by inhaling Nitrous Oxide, 
Exhilarating or Laughing Gas! will be given at Union Hall this (Tuesday) 
Evening, Dec. 10th, 1844. 

Forty gallons of Gas will be prepared and administered to all in the 
audience who desire to inhale it. 

Twelve Young Men have volunteered to inhale the Gas, to commence 
the entertainment. 

Eight Strong Men are engaged to occupy the front seats to protect 
those under the influence of the Gas from injuring themselves or others. 
This course is adopted that no apprehension of danger may be entertained. 
Probably no one will attempt to fight. 

The effect of the Gas is to make those who inhale it either Laugh, Sing, 
Dance, Speak or Fight and so forth, according to the leading trait of their 
character. They seem to retain consciousness enough not to say or do that 
which they would have occasion to regret. 

N.B.—The Gas will be administered only to gentlemen of the first res- 
pectability. The object is to make the entertainment in every respect, a 
genteel affair.17 


Although this event occurred before the systematic investigation and 


general medical acceptance of nitrous oxide as an analgesic and anesthetic, 
the promotors of the entertainment showed considerable appreciation for 
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the variety of potential effects of the drug and the importance of the indi- 
vidual personalities of those taking it. The non-medical use of nitrous oxide 
apparently continued on a small scale, and recently seems to be coming 
back into vogue in North America. 


During the century before ether was established in medical practice, it 
was widely used as an industrial solvent and often as an intoxicant. It 
frequently served as a replacement beverage for alcohol during times of 
liquor scarcity in numerous areas in Europe, Great Britain and North 
America in the 19th century. During World War II, ether consumption in- 
creased in Germany when alcohol became unavailable. Inhalation of small 
amounts of ether and chloroform on special occasions is reported to have 
been accepted practice in certain sophisticated social circles in North 
America before the turn of the century.*® 


Ether inhalation parties were not uncommon during the 19th century, 
especially among students and associates of the healing professions. In fact, 
it was the observation of one of these ether ‘jags’ which directly led to the 
first medical use of ether as a clinical anesthetic by C. W. Long. Soon after, 
Oliver Wendell Holmes suggested the word anesthesia to describe the 
state of “insensibility’ which accompanies the unconsciousness or sleep 
induced by large doses of these substances.” 


Although non-medical use of volatile substances has been reported across 
age groups and spanning social class, recent surveys concur with the law 
enforcement and public health impressions that use is predominantly a 
phenomenon of youth, reaching a peak in early teens and dropping off 
soon after. (See Appendix C Extent and Patterns of Drug Use.) 


(For federal and provincial provisions with respect to volatile substances 
see Appendix B.8 Sources and Distribution of Volatile Substances: Solvents 
and Gases.) The almost unlimited number of potential substances makes 
specific legislation of questionable value as a deterrent. It has often been 
suggested that manufacturers add to the products most commonly used, a 
substance which renders the original material offensive to the user. An irri- 
tant chemical or obnoxious odour might serve this purpose, although it 
might also be unpalatable to the manufacturing staff and the legitimate user 
of these products as well. In Canada, at least one major producer of airplane 
glue has experimented with mustard oil in this connection.‘* The pervasive 
use of highly volatile, potentially psychoactive substances for largely non- 
drug purposes in our society makes this approach seem impractical as a 
general solution. Furthermore, restricting certain chemicals would have little 
overall effect since many materials, such as gasoline, are easily obtained by 
any age group. Effective restriction of access to most such substances could 
not be achieved except at considerable inconvenience to a large segment of 
the population. This is an area which clearly calls into question the potential 
of the crimino-legal. system in controlling non-medical drug use. 
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MEDICAL USE 


Most of the volatile substances have had no regular medical use 
although in many instances the general effects produced are similar to those of 
the clinical inhalant anesthetics. Ether, nitrous oxide, trichloroetheylene (Tri- 
lene®) and chloroform have been widely used as anesthetics, to reduce pain 
and produce unconsciousness prior to and during surgical and dental work, 
and at one time they were used as sedatives. Other nitrogenous compounds 
(e.g., amyl nitrite) are used in the therapy and relief of heart pain and, occa- 
sionally, asthma.” #6 5° 


ADMINISTRATION, ABSORPTION, DISTRIBUTION AND PHYSIOLOGICAL FATE 


In many instances the active agents in the substances used would be 
absorbed if taken orally, although inhalation generally provides a more rapid 
and effective means of administration and a sharpening of effects. Tech- 
niques used in inhalation are usually designed to maximize the gas concen- 
tration in the air. Frequently the substance is emptied or sprayed into a plas- 
tic or paper bag, which is held tightly over the nose and mouth, and the 
fumes inhaled. Alternatively, a cloth may be dipped in a liquid or the active 
substance otherwise applied to the cloth, which is then rolled up and held 
against the nose and/or mouth and the vapours sucked in. In other instances, 
the drug might be sniffed directly from an open container or inhaled through 
a tube. Aerosol gases have sometimes been sprayed directly into the mouth. 
Nitrous oxide is often inhaled directly from tanks (such as those used in 
medical and dental work, or in soda fountain dispensers), and is sometimes 
sold in balloons for non-medical use. Amyl nitrite is available in ampules 
or ‘pearls’ which are broken to release the fumes. 


As noted earlier, the drinking of certain relatively pure substances, such 
as ether, has also been reported. The effects of oral administration are said to 
be in many ways similar to those of ordinary alcohol. The somewhat different 
initial effects of solvent inhalation are probably due to the more rapid rate 
of absorption from the lung, as compared to the gastrointestinal tract. These 
observations again underline the importance of route and rate of administra- 
tion in determining drug effects. 


In certain cases some metabolism occurs in body tissue, although many 
of these drugs are eliminated, chemically unchanged, by the lungs in gaseous 
form. Consequently, the odour of the substance may be noticeable on the 
breath for several hours after use. Some solvents are primarily excreted in 
the urine. Most of the common volatile substances can be chemically detected 
in either the urine, blood or breath of users.1® 18. 57 


EFFECTS 


The psychological and physiological effects of the volatile solvents are 
in many respects similar to those produced by alcohol, barbiturates and other 
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sedatives. Low doses can elicit considerable behavioural and psychological 
arousal, while higher amounts usually result in sedation and a general reduc- 
tion in activity. Little is known as to the specific mechanism by which these 
substances exert their action. As with most drugs, the effects of the volatile 
solvents and gases can be expected to vary considerably with the individual, 
his mental set, and the setting in which the substance is used. 


Little controlled research has been conducted on the psychological 
effects of the solvents. Frequently reported are a lessening of inhibitions, a 
feeling of sociability and well-being, and a general elevation of mood. Higher 
doses may produce laughing and silliness, feelings of floating and being “out of 
contact”, dizziness, perceptual distortions of time and space, and illusions. 
Certain of these substances are said to have subjective effects which are in 
some respects similar to those produced by the psychedelic drugs. In addition, 
confusion, drunkenness, slurred speech, blurred vision, a feeling of numb- 
ness, nasal secretion, watering of the eyes, headache, incoordination and, not 
infrequently, nausea and vomiting may also occur.*® ®7 As the dose is fur- 
ther increased, the general sedating-anesthetic effects dominate, and drowsi- 
ness, stupor, respiratory depression and, finally, unconsciousness result. Ex- 
treme quantities may inhibit breathing and produce death. 


During the acute phase of intoxication, judgment may be impaired, and 
considerable confusion, hyperactivity, and lack of behavioural control may 
occur. Some individuals become irritated, tense, or frightened, and acute 
psychoses have been noted. There is no evidence of long-term psychotic 
reactions, however. Reported results of such conditions include accidents, 
panic, self-destructive behaviour, physical aggression, and other antisocial 
acts. ??-8° 


The acute effects may be as short as five to ten minutes or last up to 
an hour, depending on the substance used, the dose administered, and a 
variety of other factors. Most of these agents are short-acting. Users 
frequently retain their supply and repeat the administration over several 
hours, attempting to maintain a balance of intoxication often close to, but 
below that producing unconsciousness. The state achieved is somewhat 
analogous to light clinical anesthesia, where mixed stimulation and depres- 
sion of various psychological and physiological systems occur. Because of 
the sensitivity of the nervous system to subtle changes in dose, maintaining 
this level of intoxication is frequently not an easy task, and undesired ‘conk- 
outs’ may occur. 


Medical anesthetists, in trying to achieve deep anesthesia in a patient 
with high doses, generally attempt to pass through this early deliriant stage 
quickly and may use a variety of techniques and other drugs to minimize the 
erratic stimulating effects of light anesthesia. Many individuals may be able 
to recall the dream-like experiences and unusual feelings and thoughts which 
are characteristic of ‘going under’ with inhalant anesthetics. Such experiences 
are not unlike the intoxication effects sought by some individuals in the 
non-medical use of these substances. 
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The majority of recent reports on volatile solvent inhalation have been 
concerned with juveniles who had come to the attention of the authorities 
because of some antisocial or delinquent behaviour, which may or may not 
have been associated with drug use. Most of these individuals had emotional 
or behavioural difficulties prior to the use of the drug, and no careful investi- 
gation has been done with non-delinquent solvent users, even though there 
are indications that these latter individuals may make up the majority of 
users. Little adequate information is available on the long-term psychological 
outcome of chronic solvent inhalation, although many observers have 
expressed concern over possible adverse effects of heavy drug use by young 
people coping with the already trying and often troublesome stage of early 
adolescence. 


In one of the first systematic studies of adolescent glue sniffers, Mas- 
sengale and associates were unable to find any evidence of significant effects of 
solvent use on physical health.*? Although the authors discovered no neuro- 
logical or intellectual abnormalities, they felt that glue use was a prominent 
complicating factor in the delinquency of many of their 27 patients. The 
majority of the solvent users were poorly adjusted to school, had few friends, 
were generally withdrawn, and were similar psychologically to adult alcoholic 
patients. Other investigators have also failed to find evidence of irreversible 
effects on intellectual functioning in chronic glue sniffers.?? 


Temporary changes or abnormalities resulting from acute intoxication 
with some solvents have been reported in kidney and liver function, bone 
marrow activity, and a variety of psychological and neurophysiological tests. 
Gastroenteritis, hepatitis, jaundice, blood abnormalities and peptic ulcers are 
among the complications reported to be associated with the use of some of 
these products. In addition, some chronic users have developed slow-healing 
ulcers around the mouth and nose.*: ®: 39 42, 49, 67, 68,71 The frequent loss of 
appetite, and resulting poor eating habits, in chronic users may complicate 
the situation further, and weight loss and various nutritional disorders have 
also been reported. It appears so far, however, that after discontinuing drug 
use, complete recovery from these disorders usually occurs. There is little 
unequivocal evidence of permanent brain damage or other nonreversible 
psychological or physiological abnormalities due to the deliberate inhalation 
of these chemicals. Many solvents have not yet been investigated, however, 
and generalizations about potential dangers from existing data cannot be 
extended to the vast number of unstudied volatile substances. We have found 
no evidence that volatile substances are responsible for a significant number 
of psychiatric admissions in Canada. 


While the commonly held belief that permanent brain damage is a reuglar 
result of glue sniffing is not supported in the scientific literature, numerous 
industrial studies involving related chemicals, as well as certain laboratory 
animal experiments, suggest that irreversible physiological and psychological 
changes might occur with prolonged exposure to some solvents. As noted 
earlier, gases (such as freon) are sometimes sprayed directly into the mouth 
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and throat from aerosol cans. The hazards of such practice include the 
possible freezing of lung tissue and anoxia.!% 


In the past few years, a number of deaths have been attributed to volatile 
solvent use.*®. °8 The majority of these fatalities have occurred when the user 
was inhaling alone, and appear to be due to mechanical suffocation which 
was subsequent to unconsciousness produced by the drug. Simple uncon- 
sciousness, if of short duration, might be quite harmless since fresh air 
usually produces complete and rapid recovery. However, if the user’s mouth 
and nose is covered by a plastic bag, as is often used for inhalation, suffocation 
may occur. Also, if the user’s face remains close to the vapour source after 
he loses consciousness, he may continue to breathe fumes which could 
produce further overdose and respiratory arrest due to depression of the 
brain-stem breathing centres. A few fatalities have been attributed to vomitus 
suffocation and, perhaps, damage to lung tissue. In addition, a small number 
of solvent sniffers in North America have died suddenly and unexpectedly 
without suffocation, general CNS depression, or gross organic injury.’ Such 
infrequent but clearly identified sudden sniffing deaths can result after only 
a few deep inhalations and have generally occurred under conditions of 
considerable physical activity or stress. Direct cardiac arrhythmia and arrest 
may be responsible in some cases.®: 4: 52: 59, 60 


The Commission has investigated in considerable detail reports of volatile 
solvent poisoning and death in Canada.44 The Federal Poison Control 
Program has records of 174 cases of solvent sniffing poisonings occurring in 
1971.[*] Six of these were fatal. The most common materials involved were 
nail polish remover (84 cases), glue (68 cases) and paint thinner (18 
cases). Males outnumbered females by two to one in these data, and most 
of the cases involved persons between 10—24 years of age. The Commission’s 
study of provincial coroners’ reports provided detailed information on ten 
deaths attributed to deliberate solvent inhalation in Canada during the years 
1968—71.*1:[£] Eight of the ten cases occurred in Ontario, nine were males and 
all were between 10 and 18 years of age. In nine of the cases, the deceased 
was found with a plastic bag over his face. Asphyxia and pulmonary edema 
were commonly noted. It would appear that the vast majority of solvent 
deaths in North America would have been avoided if some method of ad- 
ministration not involving plastic bags had been employed. 


TOLERANCE AND DEPENDENCE 


Although no tolerance occurs with occasional use, the chronic user of 
some volatile substances may require several times as much of the active 
material to achieve the desired state of intoxication as was originally necessary 
in the beginning.?® The possibility of physical dependence with withdrawal 
symptoms has not been adequately investigated to date, although existing 
clinical reports suggest that it does not occur. This is somewhat surprising 
given the pharmacological similarities between the volatile solvents and the 
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sedatives, which do produce both tolerance and physical dependence. Further- 
more, cross-tolerance between the sedatives and solvents has been suggested 
by the frequently reported insensitivity of chronic alcohol and barbiturate 
users to ether anesthesia. It is possible that such factors as the rapid excretion 
of most volatile solvents and/or the usual intermittent patterns of use make 
the development of physical dependence unlikely, since sustained tissue con- 
centration is very probably an indispensable factor in the establishment of 
such dependence. 


Symptoms of psychological dependence and compulsive use have been 
recorded, although chronic use is not frequent. Certain regular users reportedly 
become restless, irritable and depressed if they cannot have access to the 
drugs. 


SOLVENTS AND OTHER DRUGS 


As noted above, cross-tolerance seems to occur between some solvents 
and the sedative drugs. It has been noted that solvents are taken in con- 
junction with alcohol by certain individuals. Alcohol has been shown to 
augment the adverse effects of trichloroethylene on visual-motor perform- 
ance.?3 Barbiturates also intensify the effects of certain solvents.*’ 38 Inter- 
action with other CNS depressant drugs would also seem likely, but little 
research in this area has been conducted. Ether and cannabis did not show 
significant interaction in a study with mice.é 


The use of drugs currently available on the illicit market, such as mari- 
juana and amphetamines, has been reported in some youthful solvent users. 
Adult users of solvents often have a history of heavy alcohol consumption 
and may switch from one drug to the other. Although some observers enter- 
tain the hypothesis that chronic use of solvents in early youth may predispose 
one to the misuse of other drugs (especially alcohol) in later life, there is, 
as yet, no empirical evidence to confirm or deny a causal link between solvent 
use and the use of other drugs. It would appear that solvents are often the 
substances chosen for non-medical use by very young people primarily 
because of their ready availability to anyone. Subsequent drug preferences 
and use patterns may merely reflect an expansion of the options available. 


Nevertheless, in view of the generally accepted psychological principle 
that early significant life experiences tend to be more persistent and to play 
a more important role in the formation of future behavioural tendencies than 
later experiences, e.g., during or after adolescence, it would seem reasonable 
to assume that children who have been repeatedly exposed to the exciting 
and subjectively rewarding effects of repeated manipulation of mood and 
consciousness with chemical substances might be at higher-than-average risk 
to become predisposed to indiscriminate multiple-drug use in later life. (See 
also Appendix C Extent and Patterns of Drug Use.) 
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A.10 TOBACCO 


INTRODUCTION 


In a relatively short time tobacco has become one of the most commonly 
used drugs in the world. Tobacco is prepared by drying and curing the leaves 
of Nicotiana tabacum or, less commonly, Nicotiana rustica, plants indi- 
genous to the Western Hemisphere, and more recently grown in moderate 
climates around the world. The earliest documented use of tobacco occurred 
with American Indians, in what is now Arizona, a few centuries after the 
birth of Christ. Even earlier cultivation and use probably occurred in South 
America.?*: %1 

Jacques Cartier encountered the use of tobacco in Canada in 1535 
and Samuel de Champlain recorded his experience with it in 1615. A major 
component of the history of tobacco in Canada involves two Indian nations, 
the Petuns and the Attawandarons, who lived on the north shores of Lake 
Erie and Lake Huron (Georgian Bay). The word Petun was often used as a 
name for tobacco in parts of North and South America, and later in England 
and France. The Petun Indians produced tobacco for trade and domestic 
consumption. Tobacco had a sacred as well as social character for the Indians 
and was used in ceremonial rites, in the treatment of diseases, and to ward 
off evil. Smoking the tobacco pipe was associated with peace and content- 
ment, and was part of the ceremony in any tribal business.®° 


The Petuns were defeated in a war with the Hurons in (649, and in 1661 
the Attawandarons suffered the same fate by the Iroquois. These once pros- 
perous and strong nations were later dispersed by the white colonialists and 
finally confined to reservations. The land they farmed was deserted for over 
100 years until the British Crown bought it in 1784, surveyed it, and settled 
it by 1800. During the 19th century the tobacco industry began to grow and 
large plantations flourished in the areas where tobacco was formerly grown 
by the Indians.® 


Tobacco use spread rapidly to Europe and beyond, soon after com- 
munication and trade was established with the New World, and within a 
few centuries tobacco became popular in most parts of the world. The rapid 
assimilation of tobacco smoking by societies with no previous acceptance 
or common experience with the intentional inhalation of smoke has few 
parallels, and is possibly the most dramatic ‘epidemic’ spread of drug use 
in history.12: 1%: #9 


The widespread use of tobacco did not occur without opposition. In 
1604, not long after Sir Walter Raleigh and others popularized the smoking 
of tobacco in England, King James I published a now famous treatise 
entitled Counterblaste To Tobacco, in which he identified smoking as: 


A custome lothsome to the eye, hatefull to the Nose, harmefull to the braine, 
dangerous to the Lungs, and in the blacke stinking fume thereof, neerest 
resembling the horrible Stigian smoke of the pit that is bottomelesse.” 
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In other countries, tobacco users were threatened with imprisonment, 
fines, excommunication, torture, disfigurement, and, in China in 1638, 
beheading.!? The sale of tobacco was prohibited in many parts of the United 
States. The use of tobacco was opposed in many areas of Canada and 
prohibition was considered in the early part of this century.”® 


As recently as January, 1884, the New York Times issued the following 
warning about the spread of tobacco use: 


A grown man has no possible excuse for thus imitating the small boy.... 
The decadence of Spain began when the Spaniards adopted cigarettes and 
if this pernicious practice obtains among adult Americans the ruin of the 
Republic is close at hand.” 


None of these policies or warnings seem to have had much effect in the 
long run. 


Today about 40% of Canadians over the age of 15 smoke tobacco 
regularly,”°: 27. ® and Canada is now fifth in world production of flue-cured 
tobacco.?8 Tobacco is second only to wheat in agricultural exports.?* About 
95% of the crop comes from Ontario in areas where it was originally grown 
by the Indians.°° (See also Appendix B.9 Sources and Distribution of 
Tobacco and Appendix C Extent and Patterns of Drug Use.) 


Restrictions on tobacco advertising have been implemented in parts of 
Canada and the United States. In 1971 an American government survey in- 
dicated that over one third of the general public favoured a complete ban 
on the sale of cigarettes. 


The main chemical constituent of tobacco possessing pharmacological 
properties is nicotine. The percentage of nicotine in tobacco varies con- 
siderably, but averages about 1.5% in cigarettes today. Even those cigarettes 
which are claimed to be ‘denicotinized’ still contain substantial amounts of 
the drug. In addition, more than 500 other compounds, many of which 
have some physiological effects, have been isolated from tobacco smoke. 
Tarry and phenolic substances, for example, contribute significantly to the 
irritation of respiratory mucosa.?: 4, 87. 101, 102 


Concentrated nicotine is a highly toxic poison and was once widely used 
in North America as a pesticide (e.g., Black Leaf 40®), but such use has 
decreased, partly due to nicotine’s hazardous nature and the availability of 
less dangerous substances. Nicotine insecticides are still available at garden 
supply stores. 


The practice of smoking tobacco is responsible for a significant pro- 
portion of the property damage and loss of life resulting from urban and 
forest fires. This must be included in any overall consideration of the con- 
sequences and costs to society of this drug use. 


The characteristics of illicit tobacco in Canada are discussed in Appen- 
dix B.9 Sources and Distribution of Tobacco. 
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MEDICAL USE 


Although tobacco was used in various folk remedies and medicines in 
the past, neither tobacco nor nicotine have any established medical or thera- 
peutic value and are no longer used for any medical purpose. Nicotine has 
been important in neurophysiology as a tool for studying nerve transmission. 
Although the B vitamins niacin (nicotinic acid) and niacinamide (nico- 
tinamide) can be made from nicotine, this is not the usual mode of produc- 
tion, and these vitamins have none of the pharmacological properties of 
nicotine. 


ADMINISTRATION, ABSORPTION, DISTRIBUTION AND PHYSIOLOGICAL FATE 


Today tobacco is mainly administered by inhalation. The amount of 
tobacco smoke inhaled by cigar and pipe smokers tends to be lower than that 
of cigarette smokers. In addition to being smoked, tobacco is also chewed 
and sniffed (as snuff). Nicotine is never injected, except in experimental 
situations. 


Nicotine is readily absorbed from the entire respiratory tract, from oral 
and nasal mucosa, the entire gastrointestinal tract, and even from the skin. 
In fact, cases of severe poisoning have been reported after only skin contact 
with concentrated nicotine used as an insecticide. Approximately 15-35% 
of the nicotine in a tobacco cigarette is delivered to the smoker in the main- 
stream smoke.* 1° Deep lung inhalation provides the fastest and most 
complete absorption and is generally preferred by chronic users. Up to 90 
per cent of an inhaled dose of nicotine is absorbed in the lungs, compared 
to 25 to 50% in smoke drawn only into the mouth.’® °7 Depending on the 
cigarette and various smoking conditions, a smoker may absorb several 
milligrams of nicotine per cigarette (typically containing about one gram of 
tobacco). 


In animals, nicotine or its metabolites concentrate initially in the central 
nervous system (CNS). After 30 minutes to one hour, nicotine concentration 
is higher in other organs such as liver, stomach, intestines, salivary glands 
and kidneys.®° Nicotine crosses the placental barrier in pregnant females and 
a reaction to the drug can be measured in the fetus soon after the mother 
begins to smoke. 


Approximately 80 to 90 per cent of a given dose of nicotine is meta- 
bolized in the body, mostly in the liver but also in the kidneys and lungs. 
Nicotine and its major metabolites are rapidly and completely eliminated in 
the urine. The milk of lactating mothers contains nicotine in concentrations 
proportional to their rate of smoking. As much as .5 mg of nicotine can be 
contained in each millilitre of milk of a heavy smoker.’ Nicotine and its 
metabolites can be readily detected in body fluids and tissues using standard 
chemical techniques.7® °° 
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PHYSIOLOGICAL EFFECTS 


Acute effects 


The effects of nicotine on the body are complex and often unpredictable 
due to the fact that nicotine has mixed stimulant and depressant actions. 
Thus the ultimate effect of the drug on a specific organ or system reflects a 
summation of various different and often opposing simultaneous effects. 
Nicotine is known to mimic certain effects of the neurotransmitter acetyl- 
choline and is considered the prototype of a pharmacological class of com- 
pounds which stimulate certain basic neural functions.*4 Nicotine generally 
produces CNS arousal, as indicated by a flattening and speeding up of the 
EEG pattern, while higher doses may depress activity.*?,*° Low doses of 
tobacco produce increased respiration, heart rate and blood pressure, and 
can decrease appetite. Constriction of the small blood vessels in the skin also 
results.15. 18. 5 Nicotine produces increased tone and motor activity in the 
gastrointestinal tract, occasionally resulting in diarrhea. A state of reduced 
gastric motility usually follows the initial stimulation phase. Increased salivary 
and bronchial secretions also result from nicotine administration, although 
the possibility exists that the increased secretion is due in part to the irritating 
properties of the smoke rather than the pharmacological properties of nicotine 
alone. Nausea and vomiting may occur in inexperienced users.®*: 7 In some 
cultures when tobacco was introduced, smokers intentionally inhaled as deep- 
ly and rapidly as possible, producing unconsciousness by the combined effects 
of hyperventilation and nicotine intoxication.1? 


Nicotine is one of the most toxic drugs known and its speed of action 
can be comparable to that of cyanide. The onset of symptoms of severe 
nicotine poisoning is rapid, and death can occur within a few minutes. The 
initial symptoms are nausea and excessive salivation, followed by abdominal 
pain, vomiting and severe diarrhea. In advanced cases, headache, dizziness, 
disturbances of vision and hearing, as well as mental confusion occur. If 
treatment is not administered at this stage, general collapse may ensue, fol- 
lowed by terminal convulsions and death, usually resulting from respiratory 
arrest. The lethal single dose of pure nicotine for an adult is approximately 
60 mg, although, as with other drugs, great individual differences exist. While 
overdose fatalities due to the acute use of tobacco are very rare, nicotine 
poisoning deaths have been reported following the accidental ingestion of in- 
secticides containing nicotine, as well as after rectal infusions (enemas) of 
tobacco to combat intestinal parasites.*? 


In spite of the fact that a cigarette or cigar may contain more than the 
lethal nicotine dose for children, few deaths have occurred following the in- 
gestion of tobacco. This is presumably because gastric absorption of nicotine 
from tobacco is relatively slow, and a significant amount initially absorbed 
usually triggers vomiting, which removes the remaining tobacco from the 
stomach. Tobacco is one of the more common causes of poisoning among 
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children. According to the Federal Poison Control Program Statistics, toxic 
reactions attributed to tobacco products in Canada numbered 547 in 1969, 
474 in 1970 and 478 in 1971.71; 1 More than 90 per cent of these cases 
involved children under five years of age. 


Chronic effects 


While the main acute poisoning effects of tobacco can be attributed al- 
most exclusively to nicotine action, the chronic, long-term health conse- 
quences of tobacco consumption are also a function of the tars and many 
other irritants which are present in tobacco and tobacco smoke. For example, 
nicotine itself is probably not the causal factor in cancer.°® Cigarette smoke 
contains a number of carcinogenic substances including phenols, acids, alde- 
hydes, and ketones, as well as irritant gases like carbon monoxide, acetal- 
dehyde, acrolein, and hydrogen cyanide.??: 1°!. 102 The clearest relation bet- 
ween cigarette smoking and health is that smokers have an increased overall 
mortality rate—an observation made in numerous studies in different parts of 
the world, independent of variations in diagnosis.” 46 77. % 


The 1969 Report of the United States Department of Health, Education, 
and Welfare indicated that the life expectancy of young men who smoke 
over two packs of cigarettes a day is reduced by a mean of eight years, while 
the life expectancy of those who smoke less than half a pack per day is 
reduced by a mean of four years.®* After reviewing a massive amount of 
evidence, the authors concluded that significant correlations exist between 
cigarette smoking and general mortality, cardiovascular diseases, chronic 
obstructive bronchopulmonary diseases, cancer, several non-cancerous oral 
diseases, and reduction in birth weight of infants born to mothers who smoke 
during pregnancy. The 1972 report®® added gastrointestinal disorders and 
allergies to this list. In addition, a public health problem is created by air 
pollution caused by tobacco smoke. The level of carbon monoxide in a 
smoke-filled room may exceed the legal limits for maximum air pollution 
allowed in some localities. Such conditions can adversely affect both smokers 
and non-smokers, in addition to often being decidedly unpleasant to the non- 
users present. 


According to the 1971 report of the Royal College of Physicians of 
London, cigarette smokers are about twice as likely to die in middle age 
as non-smokers.*” Those who quit smoking run a steadily diminishing risk 
of dying from its effects. The diseases to which smokers are most vulnerable 
are not only often fatal, but can otherwise cause illness and disability and 
decrease the smoker’s chances of enjoying a healthy retirement. 


The 1969 Canadian Report of the Standing Committee on Health, 
Welfare and Social Affairs on Tobacco and Cigarette Smoking accepted the 
findings of studies which showed that cigarette smokers have increased risks 
of lung cancer, chronic bronchitis and emphysema, and coronary heart 
disease, and that cigarette, pipe and cigar smoking have been linked to less 
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common diseases like cancers of the mouth, esophagus, and larynx.?? They 
also noted a positive relationship between cigarette smoking by pregnant 
women and the incidence of premature birth, spontaneous abortion, still 
birth, and neonatal death. They stated that: 


. . . It is impossible to escape the conclusion reached by the overwhelming 
majority of health authorities and organizations throughout the world that 
cigarette smoking is one of the most important preventable causes of disease, 
disability and death in countries like Canada.” 


They concluded that the avoidance of cigarette smoking is the most 
effective way to prevent most cases of lung cancer, chronic bronchitis and 
emphysema, and that it is probably the most practical step to reduce the risk 
of a heart attack in cases of coronary heart disease. Furthermore, they noted 
that: 


There can be no question that if cigarettes were a food or drug [sic] or 
being newly marketed, their sale would have to be prohibited or strongly 
regulated on the basis of evidence now available, the known constituents 
of the smoke and the express purpose for which they are sold.” 


The vasoconstrictive effect of smoking can have an especially detrimental 
effect on persons suffering from certain cardiovascular diseases such as 
arteriosclerosis, and, under some circumstances, may be a contributing factor 
in the development of gangrene.’* °? Furthermore, chronic heavy smoking 
has been associated with increased wrinkling of facial skin.*° 


In Canada, the Department of National Health and Welfare attributed 
approximately 13,800 deaths in the year 1966 to chronic tobacco smoking.”? 
It is clear that tobacco and alcohol are the leading causes of drug-related 
morbidity and death in our society. No other drugs are significant factors 
in comparison. 


PSYCHOLOGICAL EFFECTS 


No clear, concise picture of the effects of tobacco smoking or adminis- 
tration of nicotine upon psychological functioning exists. Tobacco effects may 
be very different for experienced users as compared to novices. Nicotine is 
usually classified as a stimulant, yet paradoxically, regular users most often 
report that they use tobacco because of its pleasurable relaxing or tranquiliz- 
ing effects.®! Since the physiological response to nicotine, as described above, 
is quite complex, it is not surprising that confusion exists about psychological 
effects. It should also be noted that the psychological and physiological 
effects of pure nicotine may not be exactly the same as those produced by 
crude tobacco. 


As a test of the proposed stimulant effect of nicotine upon human intel- 
lectual and motor performance, Heimstra and associates compared the per- 
formance of smokers, non-smokers and deprived smokers in the operation of 
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a simulated driving device.4® They found no significant differences between 
smokers and non-smokers on the various measures involved. The smokers 
going through withdrawal, however, showed significantly more tracking and 
vigilance errors than the other two groups. Other findings may also be related 
to driving safety. Of possible relevance to night driving is a reported decrease 
in light sensitivity in the dark adapted eyes of subjects after smoking standard 
cigarettes.5* In addition, carbon monoxide alone in levels typically absorbed 
by heavy cigarette smokers may have detrimental effects on certain psycho- 
motor abilities.11 *!. 98 It has been shown that smokers have higher crash 
rates than non-smokers, although such a correlation does not necessarily 
demonstrate a causal relationship. 


Both common experience and laboratory studies indicate that nicotine 
and tobacco smoke possess strong reinforcing properties, in that they will 
be repeatedly self-administered by both humans and laboratory animals.*?. 5° 
Monkeys prepared with chronic intravenous catheters will spontaneously 
begin to self-administer nicotine.*!, In addition, some monkeys will learn to 
puff on lighted cigarettes. It is interesting to note that in one study pretreat- 
ment with oral doses of nicotine did not dramatically reduce the number of 
cigarettes smoked by experienced human subjects,® although, in other experi- 
ments, intravenous nicotine lowered cigarette consumption.®*. 7° Varying the 
nicotine content of cigarettes sometimes, but not always, produces predictable 
changes in the rate of smoking.?®: 36 3% 43,79 Some heavy smokers reportedly 
crave the sensation of deep lung inhalation. Much data suggest that although 
the maintenance of tobacco smoking is primarily due to the effects of 
nicotine, there is a large learned component to cigarette smoking by humans 
which is to some extent independent of the pharmacological properties of 
nicotine. This effect may be analogous to the reinforcing or reward char- 
acteristics of the hypodermic syringe which often develops in chronic intra- 
venous users of heroin, amphetamines or barbiturates, as discussed elsewhere 
in this report. 


Much has been written in the psychiatric literature on the oral gratifica- 
tion involved in most tobacco use. In an extensive study of the use of heroin 
and other dependence-producing drugs in Canada, Stevenson and associates 
summarized the psychoanalytic position as follows: 


Psychoanalysis has emphasized that the mouth, tongue and lips are highly 
erogenous zones, not only for love-making in its various forms, but from 
earliest infancy in the taking of food. The crying infant ceases to cry the 
moment his lips encircle the mother’s nipple, his whole body relaxes, he 
obviously gets great contentment long before the nourishment actually re- 
lieves his hunger. This close oral relationship between the lips and relief 
from distress carries over from the infantile nursery period to adult years. 
At any age, something between the lips and the mouth tends to relieve ten- 
sion and anxiety, whether it be solid food and drink .. . (or) chewing gum, 
a toothpick, a cigarette, cigar or pipe.” 
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Although such arguments are often ridiculed, there exists some scientific 
evidence supporting the oral-erotic hypothesis, and, for example, linking 
severity of cigarette use with infantile weaning experiences.** Many heavy 
smokers, in a simpler fashion, merely say they smoke because they need 
‘something to do with their hands’. 


In the past, psychological damage due to tobacco use has been the 
subject of much controversy. In summarizing the Canadian ‘tobacco debate’ 
which took place in the first decade of this century, Cook quoted the 
following different statements made in the House of Commons and the Senate 
regarding the physiological, psychological and social effects of tobacco: 


There is scarcely a town or city in Canada where you will not find boys, the 
sons of respectable parents, who have not dwarfed their bodies, ruined their 
intellect and damaged their moral perceptions to such an extent that they 
do not know the difference between right and wrong, and consequently many 
of them have had to be sent to reformatories. 

It is found that 9/10 of those [in the elementary schools] who lag behind, 
are cigarette smokers, and many of these are brilliant youths who otherwise 
would be ahead in their classes. In our high schools it is even worse, and 
the boys who make the failures there are most certainly those who are 
addicted to the use of cigarettes. 

These young people became ‘moral and physical wrecks’.... A Quebec 
judge was quoted to the effect that ‘all children that he was obliged to con- 
demn to gaol, or the reformatory school had their fingers stained by smoking 
SO many cigarettes’.* 


Over the years, no permanent psychological damage has been scienti- 
fically demonstrated to result from the use of tobacco, although an associa- 
tion between chronic use and poor academic performance, anti-social ten- 
dencies, and various other personal and social disabilities has been fre- 
quently documented.® 7. &. 74, 85, 99 Tt would appear that in certain popula- 
tions, delinquents and various maladjusted individuals are more apt to use 
tobacco (and other drugs), although no causal relationship between tobacco 
use and anti-social behaviour is now considered likely. 


TOLERANCE AND DEPENDENCE 


Some tolerance to nicotine develops in regular tobacco smokers. These 
individuals seem to be unaffected by quantities of the drug which would pro- 
duce marked toxic reactions in the novice.” Regular use usually results in a 
tendency to increase dose. Some heavy users have been known to ‘chain 
smoke’, and deeply inhale several packs of cigarettes a day and, consequently, 
except when asleep, are never without significant quantities of nicotine in their 
tissues.°* Spiralling increases in dose do not always occur, however, and 
many chronic users are able to stabilize their consumption of the drug at some 
intermediate level. Most persons who smoke at all use tobacco daily.?° 27 


454 


A.10 Tobacco 


There is a consensus among experts that psychological dependence 
does develop to tobacco.1® 4% 56 58 In fact, in the sense that it produces 
cravings, repeated and compulsive self-administration, and preoccupation with 
obtaining the drug, it is probably the most clear-cut and common example of 
‘psychic dependence’ as the term is defined by the World Health Organiza- 
tion.*? The nature of the physical dependence component in chronic tobacco 
use is less clear.** Although no severe physiological withdrawal symptoms 
have been described, restlessness, nervousness, sleep disturbance, sweating, 
gastrointestinal changes, fall in heart rate and blood pressure, irritability, 
headache, EEG changes, inability to concentrate, tremors and weight gain 
have been reported in early abstinence. Furthermore, as mentioned earlier, 
impaired psychomotor performance during tobacco withdrawal has been 
demonstrated.1¢. 48. 79. 92 


The strength or persistence of tobacco dependence is well known. The 
recent Consumers Union Report makes a strong case that tobacco should 
be considered an “addicting drug”, and that tobacco dependence is almost 
exclusively a chronic condition.1® The majority of those who smoke more than 
a few cigarettes become regular users, and very few people who have ever 
become daily smokers are able to quit tobacco permanently. The pattern 
of relapse displayed by heavy users attempting to stop smoking, is quite 
similar to that seen with persons dependent on opiate narcotics and alcohol. 
Because of the high frequency of relapse among cigarette smokers after 
withdrawal, it would appear that positive reward aspects, as well as the 
avoidance of unpleasant withdrawal symptoms, are important in motivating 
continued use. Most ex-smokers claim that they are never really free from 
the desire to use the drug—even after years of abstinence, the smell of 
burning tobacco reportedly can produce strong cravings in some individuals. 
Relapse during periods of psychological stress commonly occurs. 


As with other drugs, tolerance and dependence seem to develop most 
rapidly and strongly when the frequency and quantity of use is high. In addi- 
tion, the longer tobacco is used the more difficult it is to break the habit.12 
In an English report, it was noted that only 15% of adolescents who smoked 
more than one cigarette avoided becoming regular users, and only 15% of 
smokers stopped permanently before the age of 60.7° Intermittent or occa- 
sional cigarette use only occurred in about 2% of smokers. 


The difficulty some smokers experience in giving up tobacco can be 
illustrated by the experience at Synanon, the therapeutic community primarily 
concerned with heroin dependents. In 1970, when tobacco smoking was ban- 
ned at Snyanon, many members of the community reported depression and 
irritability lasting several months. During the six-month period following the 
ban, about 100 people left Synanon rather than give up cigarettes. The 
opinion was voiced that it was easier to quit heroin than tobacco.”” 


In Germany, following World War II, tobacco was rationed to two 
packs per month for men and one pack per month for women. Many smokers 
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traded their food rations for tobacco, bought tobacco on the black market, 
begged for tobacco (but not for other restricted items), and picked up 
cigarette butts from the street, rather than give up smoking.® 


A small study of regular daily users of both tobacco and marijuana 
suggests some differences in the type of dependence which can develop with 
these two drugs—at least with the present North American conditions.®8 
Subjects were asked which one drug they would prefer to use if they had to 
abstain from either marijuana or tobacco for different periods of time. In 
the long run, all subjects preferred marijuana, and would choose to quit 
tobacco; when the required ‘abstinent time’ was reduced to a day or less, 
almost all chose to use tobacco, since they felt it would be easier to do 
without marijuana for short periods than to go through the acute discomfort 
of tobacco withdrawal. Generally similar results were obtained in a Com- 
mission study of adult users of cannabis, tobacco and alcohol.*® Whether or 
not behaviour would actually coincide with these attitudes was not demon- 
strated. In addition, if marijuana were as freely available as tobacco, the 
patterns of preference or dependence might be altered. 


Limited cross-tolerance and perhaps cross-dependence between nicotine 
and related drugs develops. Tablets containing a nicotine-like alkaloid, 
lobeline (Nikoban®), are sold in Canada to help block the craving for 
tobacco in persons who are attempting to quit. Although the efficacy of such 
chemotherapy has not been confirmed, lobeline is commonly used by itself 
and to supplement other treatments in tobacco withdrawal clinics.?*+ These 
practices are analogous to the chemotherapy maintenance programs used in 
the management of other forms of drug dependence. Many former heavy 
cigarette smokers have compromised and have settled for non-inhalation use 
of a pipe or cigars. 


TOBACCO AND OTHER DRUGS 


Tobacco has apparently been closely linked with the use of other drugs 
in most societies over the past few centuries. In many cultures soon after 
tobacco was introduced, other substances, including henbane, datura, mul- 
berry, sumac and a variety of other leaves, hashish, and even coals and 
woodchips were commonly smoked when the preferred tobacco was not 
available.’? *! Blum has presented considerable evidence that before the 
world-wide ‘epidemic’ spread of tobacco use, the intentional inhaling of the 
smoke from burning substances, as a mode of drug administration, was not 
popular in most parts of the world.!* The smoking of opium in China and 
India, for example, was common only after tobacco was introduced to the 
Orient, and for some time opium was smoked in conjunction with tobacco. 
Cannabis, even today, is rarely smoked alone in Eastern countries. In India, 
hashish and marijuana are invariably mixed with tobacco for smoking.?>. ®? 
The smoking of cannabis was not common before tobacco was introduced. 
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It would appear then, that although these drugs were previously taken orally, 
the past and present practices of smoking cannabis and opium in most 
cultures is directly and causally linked with the assimilation of tobacco 
smoking practices from the Western Hemisphere. 


A direct causal relationship between tobacco smoking and marijuana 
use in North America was suggested sometime ago by Rowell, who worked 
closely with the United States Bureau of Narcotics in the 1930s: 


Slowly, insidiously, for over three hundred years, Lady Nicotine was setting 
the stage for a grand climax. The long years of tobacco using were but afi 
introduction and training for marijuana use. Tobacco, which was first smoked 
in a pipe, then as a cigar, and at last as a cigarette, demanded more and 
more of itself until its supposed pleasures palled, and some of the tobacco 
victims looked about for something stronger. Tobacco was no longer potent 
enough.” 


In North America, marijuana use has traditionally been closely tied to 
tobacco use and there seem to be relatively few regular cannabis smokers 
who did not initially learn the technique of inhaling smoke from prior 
experience with tobacco cigarettes. While the smoking of tobacco feaf does 
not necessarily precede or lead to the similar use of cannabis leaf, the 
temporal sequence is commonly observed and must be considered in any 
serious investigation of the proliferation of drug use today. A pharmacological 
‘progression’ is not considered likely, however, since there is no scientific 
evidence that one drug creates a need for the other. 


Because the inhalation of smoke is initially difficult and unpleasant for 
the novice, and usually requires considerable practice and control of natural 
reflexes, the problems of learning the technique of smoking might be con- 
sidered a general barrier against this mode of drug administration. Many 
observers feel that after one has acquired the seemingly unnatural and 
originally offensive practice of smoke inhalation, and learned that the effects 
can be rewarding or pleasurable, the general ‘smoking barrier’ is removed 
and the smoker is then more likely to try smoking other drugs than is a 
non-smoker.1*. 38 The drug smoking associations discussed above tend to 
support such an hypothesis. 


Stevenson and associates found considerably more heavy tobacco use 
among heroin dependents than in other members of a prison population in 
British Columbia.** In addition, heroin users claimed that cigarettes became 
more desirable after they began the use of heroin. A British report summarized 
data indicating that 92% of alcoholics and 99% of heroin addicts were 
tobacco smokers compared to 58% of the general population.’? Heavy 
alcohol use is usually linked with similar patterns of tobacco consumption and 
the interaction of chronic alcohol and cigarette use has been linked wrth 
certain physical disorders.®5 In addition, the smoking of cigarettes may en- 
hance the detrimental effects of alcohol on psychomotor coordination.®. 7 
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The common morning routine of coffee and a cigarette suggests that 
there is some rewarding interaction between nicotine and caffeine. It has also 
been noted that persons who do not use tobacco are also more likely to abstain 
from caffeine.*’ In general, tobacco users are more likely to take a wide 
variety of other licit and illicit drugs than are non-users.**: 78 86. 98 (See also 
Appendix C Extent and Patterns of Drug Use.) 
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This annex consists of the following tables: 
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Drug Dependence Diagnoses of First Admissions and Readmissions to 
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A The Drugs and Their Effects 


TABLE A.7 


PsycHIATRIc HosprraL RESIDENT PATIENTS WITH DRUG-RELATED DIAGNOSES 
IN CANADA, May 1971* 





Primary Secondary 


Drug Related Factor Factor Total 





AICONONT. forces. theseate eed ecttiven Mut 987 (4.31%) 180 (0.78%) 1,167 (5.10%) 
Barbiturates.), 25 ge. iscsi ct cette trees 46 (0.20%) 22 (0.10%) 68 (0.29%) 
AMpetarnnies. (56.05 2:scasecretate Menace 19 (0.08%) 9 (0.03%) 28 (0.12%) 
Canniavis a... cadh oie dcndccrvatiee omen 20 (0.09%) 20 (0.09%) 40 (0.17%) 
LSD & Related Drugs...........:ccccccee 67 (0.29%) 14 (0.06%) 81 (0.35%) 
Opiate NafCotics!....:.s.sistv ated casts 20 (0.09%) 4 (0.01%) 24 (0.11%) 
Other i):c@e te Bckuativc tetera 134 (0.58%) 36 (0.15%) 170 (0.74%) 
TOtd) icici hos Mini ees eee ee 1,293 (5.65%) 285 (1.25%) 1,578 (6.90%) 


* Hemmings, B., & Miller, R. D. Non-medical drug use as a factor in hospitalization: A survey of 
Canadian psychiatric hospital records. (Unpublished Commission research project, 1971.) In 
May 1971, all psychiatric hospitals in Canada were surveyed with the exception of those special- 
izing in the treatment of alcoholism, emotionally disturbed children, mental defectives, and aged 
or senile patients. Rehabilitation hospitals and general hospitals with psychiatric wards were 
excluded as well. Only those patients actually in residence on the day of the survey were included. 
Each patient appears only once in this table. Percentages are based on the total inpatient resident 
population (22,885) of the 51 respondent hospitals. Only three psychiatric hospitals were unable 
to provide residential data. See the text of this appendix and pages 88-90 of the Cannabis Report 
for discussion. 


¢ Since institutions specializing in the treatment of alcoholism were purposely excluded from this 
survey, these figures represent a gross underestimate of the total alcohol-related psychiatric 
patient population. 
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A The Drugs and Their Effects 


TABLE A.10 


Po.ice SEIZURE ExHiIsBITs ANALYSED BY THE HEALTH PROTECTION BRANCH LABORATORIES, 
APRIL 1970—Marcu 1973* 


Sedative Hypnotics 
Baruituraese ena be ss 


Stimulants 
Amphetamiine......................006 
Methamphetamine.................. 
Phenmotrazing (05.45 


Hallucinogens 
Cannabis 


LSD '& PCPI..2..6 ee 
PGP iiss ee 


1970-1971 


248 (1.16%) 
42 (0.20%) 
26 (0.12%) 
23 (0.11%) 
11 (0.05%) 


65 (0.30%) 
600 (2.81%) 
79 (0.37%) 

3 (0.01%) 


(0.01%) 
29 (0.14%) 


Ww 


6,594 (30.86%) 
6,238 (29.20%) 
0( 0.00%) 


12,832 (60.06% ) 


2,384(11.16%) 
23 (0.11%) 
101 (0.47%) 
395 (1.85%) 
11 (0.05%) 
(0.02%) 
(0.00%) 
(0.04%) 
(0.00%) 


oO OWN 


~ 


(0.03%) 
52 (0.24%) 


48 (0.22%) 
7717 (3.64%) 
58 (0.27%) 
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1971-1972 


233 (0.88%) 
56 (0.21%) 
78 (0.30%) 
84 (0.32%) 
10 (0.04%) 


77 (0.29%) 
1,138 (4.32%) 
157 (0.60%) 
6 (0.02%) 

16 (0.06%) 
76 (0.29%) 


8 ,067 (30.62% ) 
6,824 (25.90% ) 
0( 0.00%) 


14,891 (56.51%) 


1,795 (6.81%) 
339 (1.29%) 
270 (1.02%) 
593 (2.25%) 

1 (0.00%) 
16 (0.06%) 
41 (0.16%) 
11 (0.04%) 
0 (0.00%) 


21 (0.08%) 
56 (0.21%) 
42 (0.16%) 

1,211 (4.60%) 
90 (0.34%) 


1972-1973 


339 (0.85%) 
NSt 
NS 
NS 
NS 


68 (0.17%) 
1,640 (4.12%) 

47 (0.12%) 

NS 

NS 

202 (0.51)% 


13,933 (35.04%) 
9,640 (24.24%) 
0( 0.00%) 


23,573 (59.28%) 


1,601 (4.03%) 
394 (0.99%) 
426 (1.07%) 

1,352 (3.40%) 

0 (0.00%) 
20 (0.05%) 
2 (0.00%) 
NS 
NS 


42 (0.11%) 
45 (0.11%) 
48 (0.12%) 
2,566 (6.45%) 
129 (0.32%) 


Annex 


TABLE A.10 — Continued 


1970-1971 1971-1972 1972-1973 
PRUIECUITIO, 537.5502 2cetschicecsesteststenns 35 (0.16%) 31 (0.12%) 22 (0 06%) 
Propoxyphene.............s..:c0sses00 19 (0.09%) 29 (0.11%) NS 
PRU esc ccnccrastcercteiecetisrcesee 1 (0.00%) 8 (0.03%) NS 
Others 
PT OCAMIO eons scccscae ieee tet osesrae 5 (0.02%) 20 (0.08%) NS 
RPERRIDIT NG eos codeck addchaissiasmevecdylee 9 (0.04%) 41 (0.16%) NS 
TotablSpecified i.s0ccntcic.ccc. 17,900 (83.7%) 21,437 (81.4%) 32,516 (81.8%) 
Didi Teas 47) Lost Sea aa eC Ka ee le i | 4,912 (18.6%) 7,250 (18.2%) 
Total exhibits analysed................ 21,635 (100%) 26,349 (100%) 39,766 (100%) 
* 


From “Identity of police drug exhibits’? provided to the Commission by the Computer Services 
Bureau of the Health Protection Branch, Ottawa. With the exception of LSD & PCP, specific 
combinations are generally not included in the primary summaries provided by HPB. However, 
except for impurities inherent in the synthesis or degradation of certain drugs, mixtures make up 
only a very small proportion of the total seizures. (See also note 5 at the end of this appendix.) 
The relative number of exhibits of each drug reflects the emphasis of primary police activity and 
concern, as well as the availability of the drug on the illicit market. Similarly, an increase in the 
annual number of seizures may reflect either in increase in illicit availability or use, or may reflect 
increased law enforcement activity in that sector. It is not possible to differentiate these alterna- 
tives in the available data. Many factors are likely operating. 


+t NS = not specified under the reporting system initiated May, 1972. Currently, only the major 


categories, considered by HPB to be of primary interest, are specified on the summary lists. 


t LSD-PCP combinations are considered separately from exhibits of either LSD or PCP alone. 
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TABLE A.11 


SomME DruG MIXTURES OR IMPURITIES FOUND iN POLICE SEIZURES 
BY HEALTH PROTECTION BRANCH LABORATORIES, 
JUNE 1971-OcToBErR 1972* 


Primary Drug 








Other Drugs or Impurities 

















I. Methamphetamine (a) impurities 132 
(b) amphetamine & impuritiest 68 
(c) amphetamine 3 
(d) atropine 9 
(e) PCP & procaine 4 
(f) others 9 
II. Cocaine (a) procaine 5 
III. LSD (a) PCP 34 
(b) methaqualone & antihistamine 14 
(c) ergonovinet 12 
(d) others 3 
IV. PCP (a) ephedrine 12 
(b) LBJ & methylbenzilatey 10 
(c) otherst 5 
Vv. MDA (a) heroin 3 
(b) others 4 
VI. Heroin (a) impuritiest 116 
(b) caffeine & impurities 6 
(c) methaqualone & diphenhydramine 4 
(d) quinine 3 
(e) others§ 11 


* This table presents the major qualitative findings of a special HPB police seizure analysis program 
concerned with the strength and purity of illicit drugs—primarily amphetamine, LSD, PCP, 
MDA, and heroin (see note 6 at the end of this appendix). Combinations occurring three or 
more times are specified in the table; the remainder appear as “‘others”. Samples were generally 
included by HPB in this special study if any indication of impurities or drug mixtures appeared 
in the initial analysis after seizure. However, LSD-PCP combinations are relatively so frequent 
that only a small proportion of these are now included (see Table A.10). Data provided to the 
Commission by the Field Operations Directorate, Health Protection Branch, Ottawa. 


+ Identified as or presumed to be substances inherent to the synthesis or degradation of the primary 
drug. 

t See also I (e) and III (a) of this table. Each sample is represented only once. 

§ See also V (a) of this table. 
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TABLE A.12 


OFFICIAL NATIONAL STATISTICS ON THE MAJOR DRUG-RELATED CAUSES OF DEATH, 1971* 























Drugs Related ICDA Codet Number 
A. Single drugs 

AICONOH ict cet ee iii kes 291, 303, 571.0, 1,115 (69.2%) 
N980 

Barbiturates ace i dcwin.carnennyectend. 304.2, N967.0 309 (19.2%) 

NOn-BALDiturate.:. A crpnsvevannasrrvetacer encist N967.1, N967.2, 

Sedative-Hypnotics N967.3, N967.9 61 ( 3.8%) 

Ret te NCO OS Ls savers ieactrmroncriares 304.0, 304.1, N965.0, 53 (3.3%) 
N965.9, N977.9 

Salicylates (e.g., Aspirin®)...0.000c N965.1, N977.9 77 (4.6%) 

Eta Acerr te wok oles iecyiet Da ih Ane AAR hee 1,615 (100%) 





B. Drug Interaction§ 











Alcohol & Barbituratés.....0...00..0.0.005 N979.1 144 (56.3%) 
Alcohol & Non-Barbiturates................ N979.2 29 (11.3%) 
Alcohol & Opiate Narcotics..........00. N979.0 20 ( 7.8%) 
Alcohol & Other8....c ccc N979.3, N979.4 11 ( 4.3%) 
Barbiturates & Opiate Narcotics........ N978.0 11 (4.3%) 
Barbiturates & Others..........cccccccue N978.2, N978.4 18 ( 7.0%) 
Non-Barbiturates & Salicylates............ N978.3 3 (1.2%) 
Opiate Narcotics & Othersf............... N965.9, N977.9 20 ( 7.8%) 
SSCL ES a error reer latecosnitontiiesteretietsreachervatgas dee rurratits| 256 (100%) 
C. Totals|| Specified above 
Alcohol+Related......cccccccccee Torn : 1,319 (70.5%) 
Barbiturate-Related..........cccccccesuees 482 (25.8%) 
Non-Barbiturate-Related..........c.00 97 ( 5.2%) 
Opiate Narcotic-Related...........0cc008 104 ( 5.6%) 
Salicylate-Relatéd$. ow... ccc 101 ( 5.4%) 
DwGRANDsTOTALA(AwécBaitnengie ceils. dblatiagn F 1,871 (100% )|| 


* Based on Causes of death, 1971, published by Information Canada, November, 1972. See specific 
drug topics in the text of this appendix for more detailed analysis and discussion of these data and 
their limitations. (See also note m at the end of this appendix.) Along with tobacco, the 
drugs in the five categories presented here account for the vast majority of all drug-related deaths 
in Canada. No other psychotropic drugs are significant factors in comparison. Although there 
are no recent official tobacco statistics, the Department of National Health and Welfare estimated 
that in 1966, 13,800 deaths occurred in Canada as a result of chronic tobacco smoking. 


t International Classification of Diseases, 8th Revision. 


t Propoxyphene and some salicylate interaction cases are from a detailed list (N965.9, N977.9) 
provided to the Commission by H. Page of Statistics Canada. Propoxyphene is included under 
opiate narcotics. 


§ There is no overlap within Section B; all cases appear only once. 


|| There is overlap in the drug-interaction cases included in Section C; consequently the individ- 
ual drug-related percentages total more than 100%. 
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NOTES 


[a] These samples were analysed for the Commission by H. D. Beckstead of the 
Pharmaceutical Chemistry Division, Health Protection Branch, Ottawa. 


[b] Because of the selective nature of law enforcement and the fact that only a 
minute fraction of illicit drug users are ever arrested, data obtained from 
police drug exhibits provide an adequate basis for generalization only to those 
sectors of the population which are the primary subjects of police attention, 
and cannot be considered representative of the illicit drugs available in Canada. 
They may, however, be more representative than are reports from medically- 
oriented ‘street drug’ analysis facilities. (See also note c.) A summary of the 
major police seizures analysed by Health Protection Branch (HPB) laboratories 
appears in Table A.10 in the Annex to this appendix. 


In June 1971, HPB initiated a special police seizure analysis program con- 
cerned with the strength and purity of illicit drugs. This special study has 
concentrated on synthetic and semi-synthetic drugs—mainly heroin, LSD, 
LSD & PCP, amphetamine, and MDA. Some qualitative data from the 
program are summarized in Table A.11 in the Annex to this appendix. 
Quantitative results are discussed on a drug-by-drug basis in the text. Although 
it is not possible to define the precise sampling and data base from which 
these figures are derived, on the basis of the first year of the program, 
T. Halisky (Field Operations Directorate, HPB) estimated that approximately 
one-tenth of police seizures contained more than a single chemical entity. 
More than three-quarters of the ‘mixtures’ contained only a primary drug and 
chemicals considered inherent to its synthesis or breakdown. Deliberate 
adulteration which is cause for concern is almost non-existent. In no instance 
has strychnine been found. 


[c] From 1971 through the fall of 1972 the Commission surveyed all authorized 
‘street drug’ analysis laboratories, asking for information on the alleged and 
identified contents of samples received, general analytic methods employed, 
etc. We also collected and had analysed samples which were thought to be 
rare or unusual drugs or combinations. In addition, many unsolicited drugs 
were submitted to us and were included in this study. These samples were 
analysed for the Commission by H. D. Beckstead, of the Pharmaceutical 
Chemistry Division of the Health Protection Branch in Ottawa, or by Dr. 
Joan Marshman and her staff at the Addiction Research Foundation in 
Toronto. Overall, we have reports of 980 illicit or ‘street drug’ samples. (This 
does not include our special quantitative studies of police seizures of cannabis 
and heroin.) The majority of the analytic reports provided to the Commission 
came from laboratories at the: Addiction Research Foundation, Toronto; 
Ontario Department of Health, Toronto; Lakeshore Psychiatric Hospital, 
Toronto; Institut de Recherches Psychiatriques de Joliette, Joliette; University 
of New Brunswick, Fredericton; St. Boniface General Hospital, St. Boniface; 
University of Alberta Hospital, Edmonton; and Food and Drug Directorate 
(now Health Protection Branch) regional laboratories and R.C.M. Police 
crime detection laboratories. Because of the limited sector of the illicit drug- 
using population which has contact with drug analysis facilities, and because 
samples submitted are often those associated with unusual or adverse reaction, 
or suspected of other oddities, these data cannot be considered representative 
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of the drugs generally available in Canada for non-medical use. In addition 
to the presentation in the text, these data are summarized in Tables A.8 and 
A.9 in the Annex to this appendix. See also the Cannabis Report (pp. 25-32). 


[d] The Commission’s national survey of psychiatric hospital diagnostic records 
is discussed in more detail on pages 88-90 of the Cannabis Report. See also 
Table A.7 in the Annex to this appendix. 


[e] In the Mental health statistics published by the Federal Government, first 
admissions are defined as the annual number of patients admitted for the first 
time in their lives to a psychiatric inpatient facility. Provinces are not all 
consistent in this respect, however. Readmissions are counts of events, and 
do not necessarily represent individual persons. There are no official national 
Statistics which provide data on individual cases or patients. As well, the 
Mental health statistics deal only with inpatients, and can provide no informa- 
tion on the large outpatient psychiatric population. Comparisons of the 
published data from year to year are complicated by minor changes in the 
universe of reporting hospitals. For example, in 1970 there was a net increase 
of ten facilities, one of which specialized in the treatment of drug-dependence 
problems. The International Classification of Diseases (8th revision) criteria 
employed for coding drug-related cases is in some instances ambiguous and 
inadequate, and many drug-related admissions are lumped together in large 
undifferentiated categories (e.g., 304.8, 294.3, 309.1 and 309.9). There are no 
provisions in the federal system for coding multi-drug use or drug interaction 
cases, which undoubtedly reflect the bulk of the drug-related admissions. Each 
admission appears in only one category. Often, due to incomplete or inadequate 
information at the hospital or provincial level, a very large proportion of the 
cases end up being coded in general unspecific residual categories (e.g., 304.9). 
In some instances, it has been possible to obtain a special detailed analysis, 
but this is usually not feasible once the data has been coded. (See Tables 
A.5 and A.6 in the Annex to this appendix.) 


[f] While the Poison Control Program Statistics provide a potentially valuable 
source of information on certain problems arising from the non-medical use 
of drugs, there are numerous difficulties or limitations which restrict the 
generality and usefulness of the data. Since the identification of the drugs 
involved is based almost exclusively on the verbal report of the user or his 
friends, rather than on chemical analysis of the substances taken or of body 
fluids, the drug classifications may contain errors of considerable proportions 
(e.g., see A.S Hallucinogens). There is no way to relate symptoms to reliably 
identified toxic substances. There are no provisions for drug interaction cases, 
which likely make up a significant proportion of the total. Each instance of 
contact with a Poison Control facility is classified in a single drug category. 
Details and follow-up, in general, are frequently inadequate at the hospital 
level and the death reports are often incomplete. It is, of course, generally 
not possible to differentiate psychological adverse reactions from physical 
toxicity in the reports. Comparisons from year to year are limited by con- 
tinual changes in the universe of participating hospitals, and by alterations in 
data coding and in the format of data presentation. These variables also limit 
inter-provincial comparison. The frequently noted trend towards an increas- 
ing number of cases related to non-medical drug use reflects an increase in 
the number of hospitals participating in the program, as well as possible 
changes in the incidence of toxic reactions in the general population. 


[g]In April 1971, the Commission contacted the Chief or Supervising Coroner, or 
the Registrar of Vital Statistics for each province, requesting information on 
deaths related to non-medical drug use. In many instances, we were able to 
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obtain the coroner’s report, the medical certificate of death and, often, further 
description of the circumstances of the death. Follow-up contact was main- 
tained with the provincial authorities through the end of 1972. However, 
numerous gaps in the data occurred and coverage was not always complete. 
The provinces of Ontario, British Columbia, Alberta and Quebec provided 
the vast majority of the information. In some instances, records were searched 
for 1970 as well. With a few exceptions, coroners’ reports are not indexed or 
coded in a way which facilitates retrieval. As well, the individual reports 
varied considerably in detail and in the completeness and sophistication of the 
drug-related inquiry. In some instances, reports were traced back from news- 
paper and other media reports. 


[h] Some reviews and suggested readings on caffeine and its effects follow: 
Amit, Z., & Corcoran, M. Caffeine. Unpublished Commission research paper, 
1970. 


Brecher, E. M., & the Editors of Consumer Reports. Licit and illicit drugs: 
The Consumers Union report on narcotics, stimulants, depressants, inhalants, 
hallucinogens and marijuana—including caffeine, nicotine and alcohol. Boston: 
Little, Brown, 1972. 


Colton, T., Gosselin, R. E., & Smith, R. P. The tolerance of coffee drinkers 
to caffeine. Clinical Pharmacology and Therapeutics, 1968, 9:31-39. 


Dreisbach, R. H., & Pfeiffer, C. Caffeine-withdrawal headache. Journal of 
Laboratory and Clinical Medicine, 1954, 28: 1212-1218. 


Goldstein, A., & Kaizer, S. Psychotropic effects of caffeine in man: III. A 
questionnaire survey of coffee drinking and its effects in a group of housewives. 
Clinical Pharmacology and Therapeutics, 1969, 10: 478-479, 


Goldstein, A., Kaizer, S., & Warren, R. Psychotropic effects of caffeine in man: 
II. Alertness, psychomotor coordination, and mood. Journal of Pharmacology 
and Experimental Therapeutics, 1965, 150: 146-151. 


Goldstein, G., Kaizer, S., & Whitby, O. Psychotropic effects of caffeine in 
man: IV. Quantitative and qualitative differences associated with habituation 
to coffee. Clinical Pharmacology and Therapeutics, 1969, 10: 489-497. 


Hansteen, R. W., & Miller, R. D. Caffeine and its effects. Unpublished Com- 
mission research paper, 1973. 


Kahn, E. J. The big drink. New York: Random House, 1960. 


Ritchie, J. M. Central nervous system stimulants: II. The xanthines. In 
L. S. Goodman & A. Gilman (Eds.), The pharmacological basis of therapeutics. 
(4th ed.) Toronto: MacMillan, 1970. Pp. 358-370. 


Truitt, E. B., Jr. The xanthines, In J. R. DiPalma (Ed.), Drill’s pharmacology 
in medicine, (4th ed.) Toronto: McGraw-Hill, 1970. Pp. 533-558. 


Weiss, B., & Laties, V. G. Enhancement of human performance by caffeine 
and the amphetamines, Pharmacological Review, 1962, 4: 1-36. 


[i] Dr. Frederick Kerr of the Mayo Clinic in Minnesota has informed the Com- 
mission that very high doses of AMPT (140 mg per kg in monkeys or 8-9 gm 
per day in humans) can cause severe crystallurea. However, no sign of 
crystallurea has been reported at doses employed in the amphetamine blockade 
research (e,g., 1-4 gms). 


[j] Conceptual and methological aspects of adverse reactions to hallucinogenic 
drugs are discussed in considerably more detail in Chapter 2 of the Cannabis 
Report. Much of the adverse reaction discussion in A.1 Introduction and 
A.5 Hallucinogens in this appendix is based on the Cannabis Report analysis. 


480 


Notes 


[k] These calculations are based on Table G(II) and Appendix-Table 2 of 
unpublished Poison Control Program Statistics (1971) provided to the Com- 
mission in 1973 by E. Napke (Head, Poison Control and Drug Adverse 
Reaction Section, Health Protection Branch, Ottawa). The benzodiazepine 
minor tranquilizers were considered separately from meprobamate since the 
bulk of the evidence in the scientific literature suggests that this latter drug 
is more like the other non-barbiturate sedatives in terms of lethal toxicity. 
It must be stressed that the bases for reporting fatal and non-fatal poisonings 
to the Program undoubtedly have different sampling biases, and consequently 
the fatal to non-fatal ratios compared here must be seen as very general 
estimates, at best. (See also note f.) 


[1] See the Cannabis Report for a review of cannabis effects and medical uses. 
In March 1973, cannabis-containing Wampole Hypno-Bromic Compound® 
(which was last produced in 1954) was obtained on prescription from a 
pharmacy in Ottawa. This preparation was marketed for medical use in 
Canada as a sedative-hypnotic, and in addition to cannabinoids contains 
morphine, chloral hydrate, belladonna alkaloids and potassium bromide. 


[m]The national mortality statistics, published by Statistics Canada in Causes of 
death, are based on data abstracted and coded by provincial authorities from 
local reports, following the International Classification of Diseases (ICDA), 
8th Revision. Consequently, the Federal Government has little direct control 
over many basic aspects of the data. The provinces are not consistent in the 
detail provided or in the care taken to prepare the material. Even within 
provinces, coroners differ greatly in the adequacy and completeness of death 
reports. At the local level there is a frequent lack of trained staff or facilities 
for good detective work and complete autopsy and chemical investigation. 
Changes in the number of deaths coded to drug-related causes from year 
to year, and differences among the provinces, reflect the sophistication of the 
investigators and the attention paid to possible drug factors, as weil as varia- 
tions in the incidence of toxic drug reactions. Similarly, the assignment of a 
death to the “Suicide”, “Accidental” or “Undetermined” categories often 
depends on the time spent and the care invested in the investigation, Gener- 
ally, the more complete the inquiries the higher the relative number of cases 
attributed to intentional self-poisoning or suicide. Many general or ambiguous 
reports and drug interaction cases are classified in residual undifferentiated 
categories (e.g., N977.9). This is particularly true in Quebec. Sufficient use 
is not made of the available ICDA drug combination classifications, and the 
official statistics suggest a much smaller proportion of multiple drug deaths 
than are actually indicated in death certificates and coroners’ records. With 
fatalities associated with chronic, debilitating drug use, the ascription of 
death to a drug-specific cause or to some other particular physical condition 
or disease is often arbitrary, and most deaths among alcoholics, for example, 
are apparently coded under various specific diseases rather than to alcoholism 
in the official statistics. (See Table A.12 of the Annex to this appendix for a 
summary of the official national statistics on deaths attributed to psychotropic 
drugs in 1971.) 
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Appendix B 


Legal and Illegal 
Sources and Distribution of Drugs 


B.1 INTRODUCTION 


An understanding of the mechanisms and channels by which psycho- 
tropic substances reach their ultimate consumers is essential to developing 
a comprehensive perception of drug use in Canada. The availability of drugs 
is a crucial factor in explaining the extent and patterns of Canadian drug use, 
and this availability is a function of the various processes whereby drugs are 
licitly and illicitly distributed. For descriptive purposes, our discussion of 
these distribution processes is divided into drug types and, within each drug 
classification, by three major rubrics: 1) legal sources and legal distribution, 
2) legal sources and illegal distribution, and 3) illegal sources and illegal 
distribution. | 

The legal distribution of drugs in Canada is governed by a complex 
mosaic of federal and provincial statutes and regulations. These laws are 
described in some detail in the following drug-by-drug discussions, but it is 
useful to mention them here so as to provide an outline of the legal para- 
meters of the distribution system. 

The production, distribution and administration of the opiate narcotic 
drugs, cannabis and cocaine are governed by the Narcotic Control Act and 
the Narcotic Control Regulations. The distribution of all other drugs requiring 
prescriptions—and many which do not—is controlled by the Food and Drugs 
Act and its Regulations; this Act also prohibits the distribution of certain 
psychotropic substances (such as most hallucinogens) except for scientific 
purposes. Drugs which are considered secret formula, non-pharmacopoeial 
medicines (such as some cough medicines and laxatives) are regulated by 
the Proprietary or Patent Medicine Act and various provincial regulations. 
Alcohol and tobacco manufacture and importation are regulated by the 
Excise Act federally, and by various provincial statutes as regards provincial 
distribution and taxation. Apart from packaging and labelling requirements, 
there is no significant controlling legislation on the distribution of volatile 
solvents and gases. 
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The illegal distribution of psychotropic substances may involve legally 
produced drugs which have been diverted from their licit channels, or illegally 
imported or manufactured drugs. In either case, some violation of at least 
one of the above-mentioned statutes will have occurred. Illegal drug dis- 
tribution is often as highly sophisticated and complex an economic activity 
as the licit pharmaceutical industry itself. This illegal enterprise can generally 
be divided into three major marketing levels. The top level is composed of 
a very small number of ‘manufacturers’ (as is the case with ‘speed’ and most 
hallucinogens) and ‘importers’ (such as with heroin and cannabis). These 
individuals sell their drugs to ‘distributors’, who are essentially wholesale 
agents who buy in large quantities and sell in smaller lots to the third illicit 
distribution level: ‘dealers’. It is the dealers who sell the bulk of illegal drugs 
to their ultimate consumers. It should be recognized, however, that each of 
these levels may have many sub-levels, and that these different distribution 
roles may, on occasion, be performed by the same person, especially when 
the quantities involved are relatively small. Finally, it should be noted that 
these three levels of illicit distribution reflect a hierarchical structuring with 
certain crucial properties: the greatest profits accrue to those at the top of 
the hierarchy; the greatest risks of arrest are at the bottom of the hierarchy; 
and, consequently, most of those involved in illicit trafficking are motivated 
to improve their position in the distribution structure. 


B.2. OPIATE NARCOTICS 


LEGAL SOURCES AND LEGAL DISTRIBUTION 


Canada has not permitted either the manufacture or importation of 
heroin since January 1, 1955, although legal supplies still exist in a few hos- 
pitals, pharmacies and private clinics. Significant quantities of other opiate 
narcotics in wide use for medical purposes are imported into this country. 
The uses to which these substances are applied are described in Appendix A.2 
Opiate Narcotics and Their Effects. The procedures by which the distribution 
of these drugs are controlled are specified in the Narcotic Control Act and 
the Narcotic Control Regulations. All prescription sales must be recorded. 
Codeine phosphate at low dose levels, however, may be sold without a 
prescription and sales need not be recorded provided that preparations 
containing this drug meet certain rigid provisions described in the Narcotic 
Control Regulations. Records of all opiate narcotics transactions and all 
opiate narcotics stocks in the possession of licensed distributors, doctors, 
hospitals and pharmacists must be open to Department of National Health 
and Welfare inspection, and all thefts from these parties must be reported to 
the Bureau of Dangerous Drugs. 


Table B.1 indicates the estimated consumption of the major opiate nar- 
cotics legally distributed in Canada between 1966 and 1971. Of special 
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interest is the almost ten-fold increase in the consumption of methadone dur- 
ing this period. This drug is used almost entirely for purposes of methadone 
maintenance or the treatment of heroin withdrawal. Reported diversion of 
methadone into the illicit market (see “Legal Sources and Illegal Distribu- 
tion”, below) and concern over the misuse of this drug led to a governmen- 
tal decision to restrict the right to prescribe methadone solely to those “physi- 
cians . . . authorized to do so by the Minister of National Health and Wel- 
fare.”?7 These more rigorous restrictions came into effect on June 1, 1972. 
At that time prescribing authorization was temporarily limited to about 800 
practitioners. These temporary authorizations expired on October 31, 1972, 
and prescribing authorization renewals were issued effective November 1, 
1972. At the end of November 1972, approximately 455 practitioners were 
authorized to use methadone, including eight veterinaries. 


At present, a licensed medical practitioner may receive authorization 
to use methadone for the treatment of narcotic addicts, for the management 
of narcotic withdrawal, as an analgesic or anti-tussive agent in non-addicted 
persons, or for veterinary purposes. Over 70 per cent of the practitioners 
with the right to prescribe methadone as of the end of November 1972 were 
granted authorizations solely for the treatment of opiate narcotics addiction 
or withdrawal. The specific details of these authorization restrictions and 
their consequences are discussed in Appendix G.1 Methadone Control 
Program of the Government of Canada. 


LEGAL SOURCES AND ILLEGAL DISTRIBUTION 


Although the controls on the availability of opiate narcotics for legiti- 
mate medical purposes outlined above are quite rigorous, there is, neverthe- 
less, some diversion of these drugs into the illicit market. The major forms 
of diversion include thefts from pharmacies, doctors (offices and bags), hos- 
pitals and licensed distributors, pilferage from warehouse stocks, obtaining 
prescriptions from a number of doctors, forging prescriptions, deceiving doc- 
tors by simulating withdrawal symptoms, and the overprescribing of opiate 
narcotics by a few doctors.**: 58 58, 106 


Apart from methadone, it appears that thefts are the major form of 
diversion and that these thefts generally net only small amounts of drugs.33. 196 
In the case of methadone, however, almost five times as much methadone 
seized by law enforcement officers was destroyed in 1971 (777 grams) as 
was reported stolen (157 grams) in that year.*° 1°° As there is no evidence of 
the illicit manufacture of methadone in Canada, nor of significant quantities 
of methadone being illicitly imported into this country, it is safe to assume 
that there was some misprescribing of methadone by doctors before the 
new methadone regulations of June 1, 1972. In fact, indications of overpre- 
scribing had been received prior to this date by the Department of National 
Health and Welfare?®: 37.57 and the Commission’s own monitoring studies of 
drug use patterns in selected urban centres.°® °° 
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B.2 Opiate Narcotics 


The effect of the June 1 regulations on the diversion of methadone to 
the illicit market cannot be fully ascertained at this time. There is reason to 
believe, however, that the extent of such diversion has been significantly 
reduced. 


ILLEGAL SOURCES AND ILLEGAL DISTRIBUTION 


INTERNATIONAL PATTERNS OF ILLEGAL DISTRIBUTION 


The international trade in illicit narcotics is a complex phenomenon 
affecting both producing and consuming nations. However, the illicit trade is 
not universally perceived as a problem by the scores of nations involved as 
illicit producers, processors, shippers, or consumers. In several countries 
the illicit trade is an almost regular and traditional source of income for 
members of the government. Many of the producing nations simply lack 
the political power and financial resources to eradicate illicit cultivation, while 
other governments—often for political reasons—hesitate to deprive their 
already impoverished farmers of their major cash crop. However, one must 
also consider the inability of the consuming nations to curb illicit demand, 
successfully treat or control their user and addict populations, or control 
illegal distribution. 

Although there are likely tens of thousands of illicit producers and 
approximately two and one-half million illicit consumers world-wide, most of 
the international illicit distribution system is controlled at the top by a rela- 
tively small number of professional criminal syndicates of primarily French- 
Corsican, Italian-Sicilian and Chinese backgrounds. Each syndicate is an 
independent, autonomous entity with virtually identical structures and styles 
of organization. They wield considerable power because of their wealth and 
their widespread corruptive influence on individual police, customs and gov- 
ernment officials. These syndicates are specifically and effectively organized 
to minimize risks (especially for their senior persons), and do not hesitate 
to utilize the full measure of both legal and illegal means to protect their 
interests and evade prosecution. The illicit distribution system is extremely 
flexible; the closure of one opium source is usually followed by the spawning 
of another, as the trade shifts to the areas of least resistance. 

The present international regulations regarding opium production and 
trade are embodied in the 1961 Single Convention on Narcotics Drugs. The 
Single Convention does not prohibit internal cultivation, production or con- 
sumption of opium, but it does establish certain obligations to diminish the 
possibility of overproduction and diversion to illicit market. Among other 
obligations, the signatories to the Convention must ensure that all aspects of 
their opium cultivation and trade relate exclusively to medicinal or scientific 
purposes.172 The enforcement provisions under the Convention are based on 
the force of world opinion. The official regulatory body has neither means 
nor power to physically interrupt illicit traffic, but must rely upon the 


563 


B Sources and Distribution 


diligence and honesty of domestic law enforcement agencies or mutual 
co-operation between nations. 


OPIUM CULTIVATION, PRODUCTION AND CONSUMPTION: 
LICIT AND ILLICIT. 


Poppy Cultivation 


Opium is the hardened gum derived from the milky sap of the poppy 
plant (papaver somniferum). It is the proportion of morphine alkaloid in 
the opium that determines its commercial value. The plant grows in a variety 
of soils and requires a warm, fairly dry climate. The mountain valleys from 
the Turkish Anatolian Plain to the Yunnan Province in China are the sources 
of most of the world’s opium.!*! However, many other areas are entirely 
suitable for opium poppy cultivation. 

The cultivation and especially the harvesting require tremendous 
amounts of labour. It takes between 175 and 250 hours of manual labour 
to produce one kilogram (2.2 pounds) of opium.'*! The poppy acreage per 
farm is directly limited to the quantity that can be manually harvested during 
one day as each of the five to twenty pods per opium plant must be lanced 
and scraped to collect the opium gum within a 24-hour interval.18? Mechanical 
harvesting is possible but would require “sizeable capital outlays and... 
concentrated area of cultivation” which would be far too visible for illicit 
production.1®? Because of the tremendous amount of labour involved, poppies 
tend to be raised only where labour is abundant and cheap; annual per capita 
incomes range from $350 in Turkey to less than $100 in India and South- 
east Asia.1®* Where there exist abundant opportunities for comparable legal 
income, opium is rarely produced. For example, in Yugoslavia licit annual 
production gradually fell from eighty tons to three tons as the per capita 
income rose in the primary producing province of Macedonia.178 


Poppy cultivation usually represents a small fraction of total cropped 
land; in Turkey, Iran, Pakistan, Afghanistan and India it rarely exceeds one 
hectare (2.47 acres) per farm.18! The majority of the land is used for growing 
food for the farmers’ needs. By contrast, in Southeast Asia poppy growing 
accounts for a far larger share of the cultivated land and is therefore more 
vital to the local farm economy.1*! 


Yields, Purity, Prices and Economic Significance 


Regional yields per unit of land vary considerably: from twenty kilo- 
grams per hectare in India to eight to ten kilograms per hectare in the opium 
growing areas of Burma, Laos and Thailand.1*! Turkish opium yields of 15 
to 16 kilograms per hectare are comparable to Indian opium yields because 
the latter are adulterated and hence yield less morphine alkaloid. In addition, 
the yield per farm within each region may vary due to the quality of the 
seeds, the amount of weeding, fertilizer and irrigation, the timing of the har- 
vest, and other factors.18t Opium cultivation is extremely risky. An entire 
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crop might fail,1°° and rain during harvest may leach out the morphine al- 
kaloid.'** The widespread variation in possible yields makes it extremely dif- 
ficult for a legal government opium monopoly to prevent diversion to the 
illicit market. The farmer may understate his output by as much as 25 per 
cent and still be well within the wide range of possible yields. 


The morphine content of the opium defines its purity and value.181 Al- 
though the estimates of purity vary, it is generally conceded that Turkish 
opium (with a morphine content of between nine and fifteen per cent) is the 
world’s most potent.1°® 181 The opium produced in other countries has a 
morphine content ranging from 4 to 12 per cent. 


Generally speaking, the price of opium decreases from Turkey east to 
Southeast Asia.1® The opium farmer’s returns for his hundreds of hours of 
labour are extremely meagre by North American standards. For example, 
the Turkish opium farmer in 1971 would have realized only about five cents 
per hour on the legal opium market or fourteen cents per hour for illicit 
sales.*1, 18? Table B.2 indicates the range of opium prices on the international 
licit and illicit markets in 1971. 


TABLE B.2 


PRICES TO FARMERS FOR RAW OpruM—1971 


Producing Country U.S. $ per Kilogram 
Turkey 

Wicitiee:: nto tscastistcastaketr tic 10.00 

1 ATP RR Ne Se a 25.00 to 33.00 
Iran 

ch Taam a areepeanne Hee, blir eedy i Bteaars enintit 6 65.00 
Afghanistan 

LLL TS Citineopencen-etinr Ape sated ideo epee 10.00 to 12.00 
Pakistan 

(A TST pe ey aia lek Sat OEY el aaa PA Ore 8.00 

JLo | eo e oeptateery nia i aero e prec treo a Com 24.00 to 32.00 
India 

Litt GS AA as latoean 4.67 to 9.33 

Tilicitzsare ch! jtcowtt th. Sac sik lass. ca) 14.00 to 28.00 
Burma /Thailand /Laos 

DECISG PEN Sel ne Seduce, Sicha: aati 20.00 


Source: United States, Cabinet Committee on International Narcotics Control. World Opium Survey 
1972. Washington, D.C.: July 1972. 


* The Laotian prohibition on cultivation did not come into force until November 15, 1971. See 
below: Laos. 


The economics of opium cultivation at the farm level is a crucial factor 
affecting international efforts to suppress the illicit opium trade. In large part, 
the suppression of this trade is dependent upon replacing present opium 
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cultivation with alternate crops of equal or greater value per unit of land. 
Although other crops yield more per hour of labour, no legal substitutable 
crop provides comparable economic yields per hectare (see Table B.3 
below), and in the opium producing countries labour is cheap and land is 
expensive.181 


TABLE B.3 


Gross RETURNS FOR OPIUM AND CROP SUBSTITUTES 
PER HECTARE IN TURKEY—1971 


US $ 
Opinii 8 PRG, ASAE eae Aa. te ee nd te. 387-488 
Wheatieandsseaste,..cotg teens Aci vareltl FG. reaciae 70 
ba a Pea ROSS gens BAF poe + DPR ST Te ee Rin 65 
BOUITLIOW EN s saisenth astees>atcurateis takin: ae diet bcuienaneetcn oes 140 
Aula fia ii. sR Sir hp... Eaice eerie at See Ria entered 174 
Sugar: Beets.js jist. alerts heecdest Aah eedsateedas 341 


Source: United States, Cabinet Committee on International Narcotics Control. World Opium Survey 
1972. Washington, D.C.: July 1972. 


The economic, social and political problems of undertaking crop sub- 
stitution in the western opium-producing nations are less complicated than 
those in Southeast Asia where opium represents a far greater percentage of 
total cropped land.15® 181 Furthermore, governments in Southeast Asia lack 
the resources to enforce their narcotics laws in the remote areas in which 
opium is cultivated as government officials have little effective contact with 
these regions.17? Widespread personal use of opium among its growers in 
Southeast Asia increases the problems of crop substitution and the suppres- 
sion of opium production. 


Licit Production and Uses 


The United States Cabinet Committee on International Narcotics Con- 
trol estimated that approximately 1,500 metric tons of opium were produced 
in 1971 for the world’s licit market.18* Higher production levels in India 
and the resumption of large scale cultivation in Iran increased the 1971 licit 
supply by 25 per cent. India produced 62 per cent of the licit total, the 
U.S.S.R. produced about 13 per cent, and Iran and Turkey each accounted 
for about 10 per cent. The People’s Republic of China, Pakistan, Japan, 
Yugoslavia and North Vietnam accounted for the remainder of the licit 
production. The processing of poppy straw (the pods and upper parts of 
the stems), which is the alternative to raw opium as a source of morphine, 
has increased over the past decade and presently accounts for 35 per cent 
of licit morphine production.1%? 


A relatively small quantity of licit opium production is used to provide 
maintenance doses of opium for registered addicts in the government treat- 
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ment programs of Iran, Pakistan and India.18* However, 90 per cent of the 
licit supply is converted to morphine, and 95 per cent of this morphine is 
used to produce other substances, chiefly codeine.1** Although some synthetic 
alternates are available, no completely satisfactory substitutes for codeine 
have yet been found.®®. 169. 182 


Illicit Production and Consumption 


The American Cabinet Committee has estimated the 1971 world illicit 
opium production at between 990 and 1,210 metric tons (see Table B.4).1°? 
Burma, Laos and Thailand accounted for 63 per cent, India, Afghanistan 
and Pakistan each accounted for about nine per cent, and Turkey sup- 
plied five per cent of this total. The remaining five per cent was primarily 
produced in Eastern Europe and Mexico with additional scattered cultivation 
in Latin and South America, North Africa and the Far East.?: 18? The United 
States Bureau of Narcotics and Dangerous Drugs (B.N.D.D.) has stated 
that illicit production in the People’s Republic of China, U.S.S.R., Eastern 
Bloc nations and North Vietnam is insignificant.1*! Substantial increases were 
expected in the 1972 illicit supply due to bumper crops in Burma, Laos and 
Thailand.*? 


TABLE B.4 


ESTIMATED ILLICIT OPIUM OUTPUT, BY MAJOR PRODUCERS—1971 


Country Metric Tons 

En hie hcgns.. eicys chee vseka tac eine Tos Gh e Rekgiedh ends deca 100 
A RIN eae aca, Marcuse: spikes SPs gate ha Sacan ncaa 100 
DER IE SY teen phate cal cit ea eces attri scttteg est arched deen detinnee 35- 80 
PA IStAT EAs SS A Re ceeded Welelee aderngece 20-160 
Burma, Thailand: and sas. 35543 1d..:i ces) 4s<0cededosecacetesce 700 
URE ES DAISY Se, CREE 8 be Be eee es Dale oe 10-20 
io ies Bie ea et ay ee tel et 5 paired A ire Delta ne eee 20-50 

Votalees aescs & cece essed pets. std bo. ake ches aes 990-1 ,210T 


Source: United States, Cabinet Committee on International Narcotics Control. World Opium Survey 
1972. Washington, D.C.: July 1972. 


* Mainly Eastern Europe. 
+ Additional amounts probably are produced in Latin America, North Africa, and the Far East. 


Most of the illicit opium is consumed by users within or close to the 
areas of cultivation. Southeast Asia—representing the largest consuming 
population—absorbed 600 of the 700 tons produced in Burma, Laos and 
Thailand in 1971.18? However, the American Cabinet Committee estimated 
that a minimum of 200 tons of the 1971 illicit world-wide opium supply and 
substantial illicit stocks from previous years were available for the interna- 
tional heroin market, which is primarily composed of about 575,000 North 
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American heroin dependents.1®? These addicts consume over 11 metric tons of 
pure heroin annually. In terms of opium equivalents, the North American 
market thus requires 110 metric tons of raw opium, or ten per cent of the 
1971 illicit supply. This market is probably the world’s most lucrative as 
heroin is far easier to import and far more profitable to distribute than any 
other form of narcotic. Furthermore, North American heroin addicts and 
users are able to pay far higher prices than their more impoverished counter- 
parts in Europe and Southeast Asia. 


THE INTERNATIONAL DISTRIBUTION OF ILLICIT NARCOTICS: 
A HISTORY SINCE 1940 


Since World War II, the illicit demand for opiates has increased sub- 
stantially in most countries that have experienced serious narcotics problems 
in the past, with the exception of the People’s Republic of China and Iran.184 
Prior to 1940 Mainland China was the largest illicit market for opium prod- 
ucts, several times larger than the rest of the world combined.1®! At the 
beginning of World War II China had an estimated opium-smoking popula- 
tion of ten million, concentrated in the larger urban centres on the Pacific 
Coast.18! This vast market was primarily supplied by India and Iran, the two 
largest illicit producers at the time, with smaller quantities from Egypt, Paki- 
stan and French Indo-China.*1! In addition, prepared smoking opium and 
other opiates shipped from China supplied the large Chinese using population 
in Southeast Asia and North America until the beginning of World War II 
when the Pacific shipping lines were cut, temporarily ending the major role 
played by the Chinese in North American opiate distribution.?® 

The vast illicit market in China largely disappeared when the People’s 
Republic of China was formed in 1949, and thus the international trade in 
illicit narcotics changed as the world demand for opium drastically declined.184 
The Chinese criminal syndicates that had controlled the trade in Mainland 
China resettled in Hong Kong and other parts of Southeast Asia, and ap- 
parently maintained their contacts with the Chinese syndicates in North 
America.®? Following closure of the Chinese market, Iran became one of 
the leading producers and exporters of illicit opium; well over one-half of 
Iran’s licit opium crop was diverted to its domestic black market, the South- 
east Asian market and the small but growing demands of the North American 
market. The illicit trade in Western Europe became increasingly important 
when Italy banned legal heroin production in the early 1950s—lItaly having 
been the major source of supply for the North American east-coast addict 
population. During this period Turkey developed as a significant opium pro- 
ducer. Turkish opium, diverted from legal production, was transported 
directly, or through Syria and Lebanon, to France and Italy for refinement 
into heroin.154 





* French Indo-China encompassed what is now Laos, Vietnam and Cambodia. The Geneva 
Agreements of 1954 established these countries as independent nations. 
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Iran, with an addict population of about one and one-half million, 
banned all opium cultivation in 1955, thus creating a shortage in Southeast 
Asia, the Middle East and Western Europe.* The United States B.N.D.D. 
has indicated: 


In order to meet demand in Iran, illicit production rose sharply in 
both Afghanistan-Pakistan and Turkey. After the elimination of supplies 
from China and Iran to the Far East and Southeast Asia, production also 
rose substantially in Burma, Laos, and Thailand. In addition, with the elimi- 
nation of Iran’s formerly westward-moving illicit exports, Turkey largely 
filled the gap by increasing its exports to the Arab countries, Western Europe, 
and North America. 


Southeast Asian opium production increased prior to and after the 
Iranian opium prohibition. Alfred McCoy has reported that the Kuo Min 
Tang (K.M.T.) in Burma,} General Phao Sriyanonda in Thailand,t and 
the intelligence arm of the French Colonial Government in Indo-China 
(Service de Documentation’ Extérieure et du Contre-Espionage or SDECE) 
discreetly encouraged expansion of Southeast Asian opium cultivation follow- 
ing World War II.1°> After the 1954 Geneva Agreements and the French 
withdrawal from Southeast Asia, elements of the newly founded national 
governments of Laos and South Vietnam and the American Central Intelli- 
gence Agency (C.I.A.) began to play a role in the Southeast Asian opium 
trade. During the 1950s and 1960s, members of the French-Corsican criminal 
syndicates of Saigon shipped Southeast Asian morphine base to the French- 
Corsican heroin refineries of Marseilles.1°° 


Following the 1955 Iranian prohibition, Turkey became the most signifi- 
cant source of illicit opium for the heroin refineries of Southern France and 
those few that existed in Italy.181 As the number of Turkish hectares under 
opium production declined during the 1960s, the percentage illegally diverted 
increased and thus the quantity reaching the illict market remained 
unchanged.!8! It was not until the United States threatened to cut back 
foreign aid and favourable trade agreements in the late 1960s that the 
Turkish Government initiated rigorous programs to reduce its illicit cultivation 
and trade.15* The reduction in the number of opium-growing provinces, the 
strengthening of the licensing system, closer supervision of opium farmers, 
an increase in the government price for licit opium, and the development of 
a large narcotics enforcement branch substantially decreased the quantity 
of opium reaching the illicit market.** On June 30, 1971 the Turkish 
Government announced it would ban all opium poppy cultivation as of 
autumn 1972.18 Several months later the United States pledged $35 million 





* Jran’s narcotics-using population decreased significantly during this prohibition; the 1971 
addict population was roughly estimated to be 400,000 persons. Licit opium production 
was resumed in 1969.1* 

+ See below, “Burma”. 

t See below, ‘“‘Thailand”. 
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to support bilaterally developed agricultural and financial programs to ease 
the economic hardships resulting from the Turkish ban.1®? 

There is significant public opposition to the opium prohibition in Turkey 
which is linked, to some extent, to growing anti-American sentiment; 
Istanbul’s major newspaper Hiirrijet has protested United States interference 
in the internal affairs of Turkey, and the opposition party in the Turkish 
Parliament has introduced two bills to repeal the opium poppy ban.1®? Even 
if the cultivation prohibition is maintained, as is expected,*? the huge supply 
of opium illicitly stockpiled by Turkish farmers will temporarily ease the 
shortage caused by the ban.1 182 

Since World War II, three distinct areas of illicit production and 
refinement have supplied the North American heroin market: The Middle 
East, Southeast Asia and Mexico.*!: 181 Until the late 1960s, the Middle East 
accounted for up to 80 per cent of this supply.18t However, the Turkish 
opium production ban has already caused major changes in the international 
distribution system and is likely to precipitate other changes in the near 
future.1°5. 181, 182 Some sources suggest that Southeast Asian heroin may soon 
dominate the North American market.%?: 15 The opium-producing complex 
of Iran, Afghanistan, India and Pakistan, which accounted for over 25 per 
cent of the world-wide 1971 illicit supply, may for the first time play a role 
in supplying the North American market.*? 

According to Interpol officials, at best only five to ten per cent of all 
illicit narcotics are seized before they reach their destination.17? 


THE MIDDLE EASTERN NARCOTICS TRADE 


Control of Refinement and Demand: A Brief History 


The illicit flow of raw opium and morphine base from the Middle East 
to the criminal syndicates of Western Europe has persisted relatively unin- 
terrupted since the end of World War II. The traders and smugglers of 
Beirut and Istanbul have long dominated the collection of illicit raw opium, 
its processing into morphine base, and sale of the base to European syn- 
dicates.°® The most significant changes in the Middle Eastern market involve 
the roles of the Italian-Sicilian syndicates (hereinafter referred to as the 
‘Mafia’*) and the French-Corsican syndicates in the refinement of morphine 
base into heroin. These syndicates are strikingly similar in structure and 
organization: both are organized along family lines with a strong sense of 
loyalty and strictly enforced codes against betrayal. In addition, both groups 
have developed extensive financial, criminal and political power, extending 
their influence far beyond their native island or country. 





* There are at least three groups of criminal syndicates which trace their origins back to 
Italy and Sicily: the Neopolitans, the Calabrians, and the Sicilians. Although these three 
groups draw distinctions among themselves, for our purposes they will be collectively 
referred to as the ‘Mafia’. 
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By the end of World War II, the ‘Mafia, due largely to the organiza- 
tional skill of Salvatore (Lucky) Luciano, controlled most American organ- 
ized crime, including narcotics.®® In 1936 Luciano was given a 30- to 50- 
year sentence for 62 counts of compulsory prostitution, but was granted 
an early parole, for encouraging American east-coast dockworkers to fight 
German sabotage, and was then deported to Sicily.°? Even after his 1946 
deportation Luciano remained a dominant) force in North American organ- 
ized crime, and his heroin distribution network in the United States was 
inherited by other mafiosi.*+ 


The French-Corsicans’ involvement in international organized crime 
was even more extensive than the Mafia’s. Following the Second World War 
the French-Corsican syndicates gained control of the Marseilles docks**: 27, 10% 
and, shortly thereafter, opened the first illicit heroin laboratories in the 
Marseilles area.?® This area has remained the largest centre of illicit refine- 
ment for heroin entering the North American market.*1. *? 


French-Corsican syndicates also controlled a major part of organized 
criminal activities in French Indo-China! and Lebanon, a former French 
protectorate and the centre of the Middle East narcotics trade.°® In addition, 
the French-Corsicans had established connections in Montreal, Buenos Aires, 
Rio de Janeiro, Mexico City, and pre-Castro Havana, thus linking them to 
the South American cocaine market.®? 16° The various French-Corsican 
syndicates and their associates were involved in almost every major illicit 
narcotics market, with one exception: North America, which was controlled 
by the Mafia. | 


Seven months after his deportation to Sicily, Luciano was reported to 
be in Cuba in the company of several American Mafia leaders.® 1°? The 
American Government brought pressure to bear on Cuba, and Luciano was 
forced to leave, resettling in Italy. However, pre-Castro Cuba developed 
into a major trans-shipment centre for heroin destined to North America 
from Europe and cocaine destined to Europe and the United States from 
South America.1*4 


Heroin production was legal in Italy at this time and Luciano made 
arrangements with the managers of some Italian pharmaceutical companies 
to divert portions of their legal narcotics supplies into the illicit heroin 
market. Although the Italian authorities were notified of these companies’ 
involvement in 1950, no action was taken until January 1953 when these 
managers were finally arrested and eventuaily imprisoned.*?. 171. 1°? Luciano, 
however, was not prosecuted, “...the Italian authorities claiming that there 
was not sufficient evidence against him to warrant a charge.”!*1 This affair 
precipitated a strong reaction in the United Nations Commission on Narcotic 
Drugs and eventually led to Italy banning all heroin production.’ As the 
Italian sources closed down, Luciano turned to the French-Corsican syndi- 
cates of Marseilles for pure heroin and to the Middle East for morphine base. 
The Mafia developed two concurrent systems for heroin importation into North 
America; they operated their own heroin conversion laboratories in Sicily, 
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shipping the pure bulk heroin to North America via unsuspecting Italian 
immigrants. The second system was supplied by the French-Corsican heroin 
conversion laboratories of Marseilles; Corsican seamen smuggled the heroin 
into North America aboard regular commercial vessels. In both cases New 
York was the primary port of entry. 11, 144 

In April 1957, 20 kilos of heroin destined for New York were seized 
from the S.S. Excambion in Marseilles harbour.1** This seizure of heroin was 
not as significant as the prosecutions that eventually arose from the case. 
Although the exact sequence is unclear, Vito Genovese and 14 of his 
Mafia associates were eventually arrested and charged with conspiracy to 
import heroin.? 

In November 1957, more than a hundred Mafia chiefs and lieutenants 
met at Appalachin, New York. Among the major issues to be considered 
was a decision of the Mafia bosses to abandon the heroin business due to 
rising police pressure and increasing risks of prosecution.*!: 1°° The meeting 
was interrupted by the police before this topic could be discussed, but the 
narcotics trafficking prohibition was later revised to allow Mafia members 
to retain control of heroin importing and primary distribution as long as they 
did not endanger the non-drug enterprises of other Mafiosi.*+ Within three 
years, however, another fifty leading members of the Mafia were arrested 
in two other major heroin conspiracy cases.". 59. 99 

The Mafia’s role in international heroin distribution was substantially 
altered by the 1957 Appalachin edict and these three conspiracy cases. The 
Mafia maintained control over North American demand but abandoned 
heroin refinement and the actual smuggling into North America.®® By the 
beginning of the 1960s the French-Corsican syndicates controlled virtually 
all heroin conversion in the Middle East and Europe. 

Deterioration in the relations between the French-Corsicans controlling 
supply and the Mafia controlling demand, coupled with the increasing sophis- 
tication of New York customs and narcotics agents, resulted in a diversifica- 
tion of importation routes into North America in the early 1960s. Montreal 
was the most important alternate route during this period because of its 
proximity to the huge New York heroin market. In addition, the Montreal 
syndicates proved more trustworthy than the New York Mafiosi, and law en- 
forcement was not as vigorous.°? During the early 1960s the French-Cor- 
sicans still did most of their own importing but, with increasing police pres- 
sure, prosecutions and seizures, they were forced to specialize. They left the 
smuggling of heroin to their clients, hired independent couriers, and relied 
more heavily on primarily French-Corsican contacts in South America, Latin 
America, Montreal, Miami, New York, Spain and Italy to import the heroin 
for them.*! As the number of connections increased, the trade became more 
diverse and new routes and distribution patterns developed. However, the 
French-Corsicans remained by far the major supplier, and the Mafia on the 
American east coast remained their largest buyer.*?: 146 
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The Supply, Logistics and Processing of Opium in the Middle East 
and Western Europe 


From the farmer to the smuggler. According to the American 
B.N.D.D., Turkey was the source of opium for 80 per cent of the heroin con- 
sumed in Western Europe and North America following Iran’s prohibition of 
opium production in 1955.18! This figure was probably accurate up until six 
or seven years ago, before the reduction in Turkish opium production and 
the expansion of the Southeast Asian trade. Under the pre-1972 Turkish 
licensing system, the farmer’s opium acreage was not limited providing he 
lived within an authorized opium-producing province.1°* At the beginning of 
each growing season Turkish farmers reported their poppy acreage and ex- 
pected yields to the regional government opium monopoly, but since the 
planting and harvesting were not supervised the farmers simply underestimat- 
ed their actual acreage or expected yields. The excess was sold to “commis- 
sion men”—agents touring the producing area purchasing opium for illicit 
dealers. It may take two or three years before the 1972 ban on Turkish opium 
cultivation markedly reduces illicit shipments to Western Europe; Turkish 
and American narcotics officials attribute this potential delay to existing illicit 
stockpiles and possible clandestine cultivation.®® 

The collection and refinement of the opium, and the transportation of 
the morphine base, are the responsibilities of hundreds of professional smug- 
glers.°® The entire illicit opium industry in the Middle East is viewed as a 
profession, and corruption of public officials, smuggling and violence are an 
inevitable part of this enterprise.1°* Once the morphine base is delivered to 
Istanbul or one of the other Turkish collection centres, it is transferred to the 
smuggler’s agent for safekeeping until final arrangements are made with larger 
dealers. 

From the Middle East to the European refining laboratories. Middle- 
men in Germany, Italy and other Western European countries control much 
of the movement of morphine base from Turkey to France. These middlemen 
have developed their own connections in the Middle East and act either as 
forwarding agents for the French buyers or as independent suppliers.1®? In- 
dependent entrepreneurs attempting to buy morphine base in the Middle 
East or sell it in Western Europe generally lack the contacts to survive. 

Traditionally the morphine base was smuggled by ship into Marseilles, 
but recently the use of overland routes from Turkey through Bulgaria and 
Yugoslavia to Western Europe has increased significantly.®® 18* There are 
numerous explanations for this: a larger percentage of the opium is now con- 
verted into morphine in Turkey rather than Syria; the overland transportation 
system has improved; the Bulgarian and Yugoslavian border guards are rather 
lax; and increasing vehicular traffic makes the likelihood of a thorough search 
improbable.®®. “1, 18? The most popular method of smuggling involves the use 
of false compartments or traps built into passenger cars and commercial 
trucks and buses.182 Approximately one-half million Turkish labourers are 
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now in West Germany and they provide more than an ample number of 
willing couriers.* 31, 42, 182 


West Germany has become a major staging area for huge stockpiles 
of morphine base en route to Southern France, but increased domestic con- 
cern and stricter, narcotics and customs enforcement may change the present 
German situation.*”. 182 Italy is also a major trans-shipment point for mor- 
phine base en route to France; however, the prospects of improving Italian 
enforcement efforts are poor according to an international study conducted 
by U.S. Congressmen Murphy and Steele.1°® Since the Italians have no do- 
mestic heroin problem, they do not see the need for strict enforcement; the 
Italian police agencies are fragmented and do not co-operate well with each 
other or international narcotics enforcement agencies. In addition, “the 
Mafia is deeply involved in the narcotics traffic, and high-ranking Italian 
government officials aid that organization throughout Europe.”!°° Reports 
of heroin refineries operating in West Germany, Italy and Sicily have not 
been confirmed;?®: 5, 10%, 182 however, the present distribution system would 
encourage such developments. 


The processing of morphine base into heroin. According to Collins 
and Lapierre, the conversion of morphine base into heroin “is a straight- 
forward but nonetheless exacting chemical process’’.4? The so-called “heroin 
chemists” learn the trade through apprenticeship to other heroin chemists; 
the basic equipment is easily obtained and only small amounts of common 
industrial chemicals are needed (see Figure B.1). Even the large sophisti- 
cated laboratories in Europe cost as little as $4,000 to equip, and the floor- 
space requirements are small. The French laboratories each produce an 
average of about 20 kilograms of heroin per week, and will be shut down, 
dismantled and moved if there are no further conversion shipments or if 
police surveillance is suspected. The end product of this conversion process 
is a fine, fluffy white powder of approximately 90 per cent-pure heroin. 
Since the molecular weight of heroin is heavier than that of morphine, each 
kilogram of morphine base yields slightly more than one kilogram of heroin. 
Generally the laboratories operate on a commission basis, charging several 
hundred dollars for each kilogram of heroin produced; however, a smaller 
number of laboratories purchase their own supplies of morphine base and 
sell their heroin directly to international traffickers.*?: 182 


Routes and methods of smuggling heroin into North America from 
Europe. The French heroin trade is dominated by a few large French- 
Corsican trafficking groups; only recently have non-Corsican French traffick- 
ers entered the heroin trade.®® 18? Although the majority of the heroin re- 
fineries are still located in the Marseilles area, several laboratories have 
recently been established in other parts of France.*? Until the 1970s, do- 
mestic narcotics enforcement in France had been hampered by the political 





* Labourers are not the only Turks involved in opiates smuggling. A Turkish senator was 
recently arrested at the French-Italian border en route from Turkey to Marseilles when 
320 pounds of morphine base was found hidden in his car. Three other Turkish senators 
were implicated in the case.? 1* 
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FIGURE B.1 
CONVERSION OF OPIUM INTO HEROIN 
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* European laboratories produce only white heroin, while Southeast Asian laboratories produce both the purple and 
white varieties. Usage of the terms ‘No. 3’ and ‘No. 4’ are, consequently, restricted to Southeast Asia. 


Source: United States, Cabinet Committee on International Narcotics Control. World Opium 
Survey 1972. Washington, D.C.: July, 1972. 


influence of the French-Corsican syndicates, general French apathy towards 
the problem, and limited enforcement resources.*1. 156 

French efforts to curtail the illicit refinement of heroin apparently in- 
creased two or three years ago with the major expansion of their narcotics 
squad and the establishment of narcotic enforcement training pro- 
grams.*2: 48. 49 Part of this increased concern was the result of direct pressure 
repeatedly applied by the American Government at the presidential, cabinet, 
diplomatic and international enforcement levels.*? °°. 93, 155, 156 Despite an 
increase in the number of arrests and seizures, reports in the summer of 1971 
indicated that the French heroin laboratories continued to prosper.** In 
August 1971 John Cusack, head of the European branch of the American 
B.N.D.D., alleged that French police were deliberately overlooking the ac- 
tivities of the Marseilles heroin syndicates.®* ®* These charges were denied 
by the French Government and police, but subsequent arrests, seizures, and 
discoveries of heroin laboratories in the Marseilles area tend to confirm 
Cusack’s statements.®°. 66 82, 9 
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Following Cusack’s charges there was an unprecendented series of 
major arrests of heroin refiners and traffickers in southern France.** The 
recent development of a large heroin-using population in France has pro- 
vided further impetus for improved enforcement efforts.®? 42. 55 A series of 
arrests beginning in September 1971 against one trafficking syndicate even- 
tually resulted in the seizure of over 600 pounds of heroin in France and 
New York and 23 arrests.?%: 112, 128 In the same month, 45 French members 
of another trafficking syndicate were arrested for conspiracy to import heroin 
into the United States.®? Furthermore, in November 1971 Roger DeLouette, 
a former employee of the French intelligence agency SDECE, was indicted 
on charges of importing 96 pounds of pure heroin into New York. 


The largest seizure to date occurred near Nice in March 1972 when 
935 pounds of pure heroin were found aboard the shrimpboat of Marcel 
Boucan, a known cigarette smuggler. Boucan was believed to have trans- 
ported two previous heroin shipments to French-Corsican contacts in Latin 
and South America.®?: 14°17 French narcotics officers have not only con- 
tinued to make major arrests of traffickers but, in the first seven months of 
1972, they also arrested several of the more renowned “chemists”, seized 
fairly large quantities of heroin and uncovered five heroin refineries.*?: 6 
During the entire previous decade only six heroin laboratories were discovered 
in France.*6 


The American Cabinet Committee has provided the best brief descrip- 
tion of European smuggling methods: 


The most common known means of smuggling heroin into the United States 
are by body or baggage carry, by concealment in a motor vehicle or other 
sea freight, and by clandestine air transport. A body carry usually consists 
of smuggling a small amount of heroin by strapping it to the body or con- 
cealing it in one’s clothing or body cavities. Frequent use is also made of 
airline passengers and crews and seamen who carry heroin concealed in 
their personal effects or baggage.” 


It should also be noted that some of the most successful heroin-smuggling 
operations have involved the use of diplomatic officials with formal customs 
immunity.7® 59, 71, 99, 116 

Twenty-five years ago, when the Mafia controlled refinement, importa- 
tion, and distribution of North American heroin, two basic routes, and two or 
three ports of entry were used. However, as the number of refiners, im- 
porters and key distributors increased, and as law enforcement efforts im- 
proved, the routes, methods of smuggling and control of the North American 
market became more diverse and fragmented.*! The problems of identify- 
ing, let alone arresting, the new individuals involved are consequently that 
much more difficult. Unlike the situation a decade ago, a single major 
seizure or the arrest of one large-scale trafficker has virtually no impact on 
the street availability of heroin.?! Numerous major seizures within a short 
period of time are now necessary to affect street-level supplies of the drug. 

The American Cabinet Committee indicated that there were three 
basic routes used to smuggle heroin from Europe into the United States: 
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from Europe directly or via Canada, from Europe via Mexico, and from 
Europe via various other countries in Latin and South America and the 
Caribbean.18* As in the past, New York is the largest North American con- 
sumer market as well as the major clearing-house for heroin distribution. The 
Cabinet Committee has provided a concise description of the first major route: 


The direct Europe-US route is the oldest French heroin smuggling route 
and remains the most active. Direct shipments to the United States enable 
the French traffickers to avoid using foreign middleman smugglers who might 
otherwise establish a closer relationship to the US buyer. The French smug- 
glers have the advantage of concealing their shipments within a huge volume 
of transatlantic commerce and need pass through only one customs check. 
The risk to the French traffickers, however, is much greater since the arrest 
of a courier in the United States, has often implicated the entire trafficking 
group. 

Canada serves two primary roles in the movement of French heroin from 
Europe to North America. French traffickers may use the Canadian route 
as an alternative port of entry into the United States in the belief that customs 
inspections in Canada and on the Canada-US border are more relaxed than on 
the east coast of the United States, particularly when French passengers are 
involved. Canadian traffickers themselves also purchase sizable quantities of 
French heroin for distribution in Canada and/or resale to U.S. traffickers. 


The second transportation network is apparently dominated by a small 
number of distribution agents operating out of Mexico City who appear to 
control the importation of pure European heroin and its resale to the large 
American east-coast syndicates.*!: 9® These dealers are also involved in the 
South American cocaine trade, but generally do not handle the Mexican- 
grown opium products. Mexico first developed as a significant alternate route 
to the American east-coast market in the 1950s when first New York, and 
then Montreal and Toronto, tightened up their customs and law enforcement 
efforts.*+ 

Considerably less is known about the Latin and South American 
route. The smuggling of South American cocaine to North America is a 
long-established and growing phenomenon, but it is not known when Euro- 
pean distributors began to use this route. The leaders of many of the Latin 
and South American trafficking groups are of French-Corsican or Italian 
background and have close ties with their countrymen in Europe. Although 
it was first thought that these trafficking groups were independent buyers 
and sellers, it now appears that most simply act as agents for the large 
French-Corsican distributors and their Mafia buyers in the United States.®? 
The European heroin is believed to enter South America primarily through 
Bueno Aires and Montevideo, and is then distributed to various smuggling 
groups for reshipment to the United States.*** Much of the clandestine trade 
passes through Panama and Paraguay which serve as convenient refuelling 
and trans-shipment points; their limited border and narcotics enforcement 
has little impact on this illicit flow.3?: 176 18%. 148. 19? The bulk of this heroin 
is smuggled into the southern United States aboard small private planes and 
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boats.%?: 48, 104,116 Qver the last five years roughly 30 per cent of the 
European heroin entering the United States arrived via South and Latin 
America (excluding Mexico) .®* One indicator of the popularity of this South 
and Latin American route is the recent emergence of Miami as a major 
port of entry; in 1971 over 460 pounds of pure heroin were seized in Miami 
and in the first month of 1972 two related seizures netted an additional 
385 pounds of heroin.?? 1°* Although Puerto Ricans, expatriate Cubans 
and, to a lesser extent, American blacks are major importers and distributors 
of cocaine, they are generally limited to the role of lower-ranking employees 
in the Latin American heroin traffic route.??, 1° 

Customs and narcotics enforcement throughout Latin and South Amer- 
ica has been superficial due to lack of concern, a shortage of enforcement 
resources, and the particular geographical and physical problems of border 
surveillance. The United States has applied considerable economic and diplo- 
matic pressure to obtain governmental co-operation in some Latin and 
South American narcotics cases.7® 116. 139, 143,190 For example, the United 
States indicted Auguste Ricord in March 1971 for conspiracy to import 97 
pounds of heroin into New York, and it took 16 months to complete his 
extradition from Paraguay.1! 111, 140 In order to obtain Ricord, who is con- 
sidered to be one of the top ten heroin distributors in the world, the United 
States Government, according to Newsweek: 


... planned to “snatch” him from Paraguay and fly him to the States with- 
out benefit of formal extradition proceedings. Paraguayan authorities were 
willing enough, but the U.S. Ambassador... reportedly blocked the idea. 
Then a lower court judge... [ruled] that Ricord could not be extradited 
because drug trafficking is not listed in Paraguay’s extradition pact with 
the iS.is : 

Impatiently, the U.S. turned the screws on Paraguayan President Alfredo 
Stroessner. More than $5 million worth of credit lines quietly dried up, U.S. 
military aid to Paraguay was halted and Stroessner was warned that funds 
from international lending organizations might also be affected. When the 
Paraguayan President passed through the U.S. last April en route to and 
from Japan, he was diplomatically snubbed and, for the first time since 
1861, the U.S. ambassador cancelled the traditional Fourth of July party— 
the diplomatic event of the year in Asuncion. Finally,... Gross [the U.S. 
State Department’s top narcotics official] was sent to Paraguay . . . as a per- 
sonal emissary from President Nixon.... 

[Eventually] three appeals court judges overturned the lower court 
verdict and approved Ricord’s extradition.” 


International co-operation and narcotics enforcement efforts have ap- 
parently improved in parts of South America in the last year as evidenced 
by the growing number of arrests and major seizures. In August 1972 the 
Argentinian police seized 100 pounds of heroin in Buenos Aires; in the same 
month Venezuelan police seized 53 pounds of heroin, and in October and 
November the Brazilian police confiscated 132 pounds of heroin and claimed 
to have arrested the major figures in a Mafia-related international distribu- 
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tion network.®?: 7. 129 Jn addition, the Brazilian Government has recently 
deported several international heroin trafficking figures to the United States 
and Italy to face criminal charges.®: 12: 1°. 46 


The crackdowns in Turkey, France and South America have resulted 
in price increases and a definite shortage of heroin at the wholesale and 
‘street’? levels on the American east coast.51. 81, 92, 103, 163 In New York the 
Mafia and their French-Corsican suppliers have had difficulty maintaining 
adequate supplies of bulk heroin for sale, and the Chinese syndicates (selling 
Southeast Asian heroin) have at least temporarily assumed a larger share of 
the wholesale trade.*? Officials of the American B.N.D.D. suggest that French- 
Corsican refiners and traffickers may soon have to leave France entirely if 
present enforcement efforts are maintained, and continued police pressure 
in Latin and South America may force the development of alternate smug- 
gling routes.*? 


THE SOUTHEAST ASIAN NARCOTICS TRADE 


The vast illicit market in China ended when the People’s Republic of 
China was formed in 1949, and existing evidence indicates the problem of 
opiates use has been eliminated.1*! The U.S. Cabinet Committee has stated: 


There is no reliable evidence that China has either engaged in or sanctioned 
the illicit export of opium and its derivatives nor are there any indications 
of government participation in the opium trade of Southeast Asia and 
adjacent markets.” 


The earlier American, Taiwanese and Soviet allegations that China was 
consciously flooding the Western world with opium products appear to have 
been based on political ideology rather than fact.*! 5° 


As noted earlier (see “Illicit Production and Consumption”), Southeast 
Asia is the world’s largest source of illicit opium. One hundred of the 700 
tons of opium produced in Burma, Laos and Thailand is available for the 
illicit international trade.182 


Burma 


After Chiang Kai-Shek was driven out of Mainland China in 1949, 
remnants of his Nationalist 93rd Division, the Kuo-Min-Tang (K.M.T.), 
settled in Northern Burma and Thailand close to the Chinese border.1** One 
of the K.M.T.’s major sources of income was derived from extorting a 
heavy toll on local opium producers passing through areas within their 
control.11, 54, 105, 142, 161, 166 "The K.M.T. would then openly smuggle their 
extorted opium into Thailand.18* The Burmese Government complained to 
the U.N. about the presence of the K.M.T. in their territory and occasionally 
attempted to drive them out.!’* Burma rejected American economic aid in 
1953 to protest the American C.I.A.’s support of this foreign army,*+® and, 





* American support of the K.M.T. was based on their utility as counter-insurgency and 
intelligence agents.27- 1% 166, 183 
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in May 1959, Burmese forces captured and destroyed three K.M.T. opium 
refineries at Wanton and found an airstrip used to fly in supplies and 
reinforcements from Taiwan.?° 


Although the K.M.T. were eventually driven out of Burma in 1960, 
they resettled in Northern Thailand close to the Burmese border, in the centre 
of the opium-producing area, and continued to be a major factor in the illicit 
trade.?” Apparently the K.M.T. are still involved in the smuggling of Burmese 
opium into Thailand.’ 1*%. 182 The C.1.A., in June 1971, stated that they 
had identified 21 opium refineries in the K.M.T. controlled ‘Golden Triangle’ 
—the area formed by the borders of Burma, Laos and Thailand.1” 


The American C.I.A. and the Taiwan Government relied on the Civil 
Air Transport Company, later renamed Air America, to supply the Kuo-Min- 
Tang troops in Burma and Thailand and Meo tribesmen in Laos. Both of 
these latter groups are deeply involved in the opium trade, and it is public 
knowledge in Southeast Asia that C.A.T., and later Air America, transported 
supplies and arms in and opium out.??. 7, 141, 142 


Thailand 


Thailand is significant not only as a major producer and consumer of 
opium but also as the major conduit through which much of the Burmese 
opium flows. Thai Police General Phao Sriyanonda, in conjunction with the 
K.M.T., controlled the illicit narcotics trade in Thailand throughout most of 
the 1950s and was responsible for Bangkok’s development as one of the 
world’s largest illicit morphine and heroin refining centres.7!, 76. 105, 188, 193 
Phao was ousted after he staged a phony raid on the K.M.T. (all of whom 
escaped unhurt), confiscated their opium for his own purposes, and then— 
as deputy minister of finance—wrote himself a $1.2 million reward which 
he said he gave to a secret informer who then immediately left the coun- 
try.18. 10° The Chinese syndicates assumed control of Phao’s abandoned 
enterprises, apparently continued the alliance with the K.M.T. in northern 
Thailand, and bribed a sufficient number of high-ranking government officials 
to protect themselves from police intervention.’® 1° 


In September 1971, the United States and Thailand signed a Memo- 
randum of Understanding in which both governments pledged to suppress the 
illicit opium trade.18* However, according to the New York Times, a joint- 
report of the C.I.A. and U.S. Defence Department, dated February 21, 1972, 
indicated that no progress could be expected, particularly in Thailand and 
South Vietnam, due to “the corruption, collusion and indifference” at cer- 
tain levels of these governments.* 

Congressional action to cut more than $100 million in foreign aid 
to Thailand unless the Thais took steps to suppress the illicit narcotics trade,** 
prompted major arrests and seizures against Thai heroin refiners and 
traffickers.14. 131, 132, 13 The most encouraging sign was a report indicating 
that the K.M.T. had accepted an offer by the Thai Government to give 
up opium production and settle in northern Thailand, “in return for cash 
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and other benefits”; the K.M.T. apparently handed over 20 tons of raw 
opium which was publicly burned.1%* 18% In July 1972, Nelson G. Gross, 
the American State Department’s senior drug adviser, labelled the earlier 
pessimistic report of the C.I.A. and U.S. Defence Department as “completely 
out of date” and indicated that progress was being made in Thailand and 
elsewhere in Southeast Asia.1%° It was later reported by Jack Anderson 
that the Thai authorities had simply staged the burning of the K.M.T. 
opium, using cheap fodder mixed with some opium.® The apparent crackdown 
in Thailand may simply have forced the K.M.T., the Chinese syndicates, 
and other participants to be more discreet. 


Raw Burmese and Thai opium is transported by the K.M.T. to 
various collection centres in northern Thailand where much of it is con- 
verted into morphine base.®®: “* Since the United States troop build-up of the 
late 1960s these laboratories have also produced heroin ‘No. 4’.*82 From 
northern Thailand the opiates are loaded on trucks or planes for delivery 
to the clandestine laboratories of Bangkok,’® or flown into Saigon™® and 
Taiwan.2* Apparently the Chinese syndicates control most of the illicit 
trade in Bangkok; the French-Corsican syndicates play a smaller role; and 
there are several relatively minor trafficking operations run by U.S. Vietnam 
veterans.*? | 


The U.S. Cabinet Committee provides a detailed picture of the flow 
of opiates out of Bangkok’s refineries: 


Most raw opium and morphine exported to Hong Kong, Malaysia, and 
Singapore is moved by various fishing trawlers under control of Bangkok 
traffickers... . The same organizations that run the trawlers are believed to 
handle, at the wholesale level, the growing traffic in No. 4 heroin to interna- 
tional markets. This product is either sold to buyers in Bangkok, who have 
been mainly US servicemen or US veterans, or delivered directly to buyers in 
the United States by couriers run by Bangkok dealers themselves. 


The Illicit Opium Trade in French Indo-China: 1945-54 


The development of the illicit opiates trade in Laos and South Vietnam 
is even more complex than that of Burma and Thailand. According to 
McCoy, the French Colonial Government in Indo-China was forced by 
world opinion to abolish its official opium monopoly (which had been a 
major revenue source) after the Second World War.!°° The unpopularity 
in France of the French involvement in Indo-China led to further reductions 
in the colonial budget. The French intelligence service (SDECE) secretly 
took over the opium trade, dubbed ‘Operation X’, to finance their intelligence 
and counter-insurgency operations against the Pathet Lao and Viet Minh.f 
In Saigon, the French allowed various elements of the criminal underworld 





* ‘No. 4’ is injectable white heroin of at least 90 per cent purity. It is usually contrasted 
with ‘No. 3’, a purplish or brownish heroin of much lower purity prepared for administra- 
tion by smoking. Usage of both of these terms is restricted to Southeast Asia. See 
Figure B.1 above. 

+ The Pathet Lao and Viet Minh are, respectively, Laotian and Vietnamese communists 
who are fighting to establish national independence. 
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to run the prostitution, gambling, protection and narcotics rackets in re- 
turn for ridding the city of Viet Minh guerillas and saboteurs. The opium 
not distributed in Saigon was sold to Chinese and local French-Corsican 
syndicates. These Chinese syndicates were allied with traffickers of Chinese 
background throughout Southeast Asia and the Chinese triads in Hong Kong. 
The French-Corsicans in Saigon smuggled some of their opiates to the French- 
Corsican heroin refineries of Marseilles.1° 


After the French withdrawal from Indo-China in 1954, the United 
States became increasingly involved in Laotian and South Vietnamese political 
and military affairs. Although unintentional, this American involvement has 
furthered rather than arrested Southeast Asia’s development as a major 
source for the international opiates markets. 


Laos 


The American Government has been financing nearly the entire costs of 
Royal Laotian military activities and, thereby, indirectly subsidizing the traffic 
in opiates throughout this country.*° 1°. 162 General Ouane Rathikoune, 
the Royal Laotian Minister of Defence until July 1971, had been involved 
in collecting opium from the K.M.T., protecting—if not controlling—opium 
and heroin refining laboratories at Ban Houes Sai and elsewhere, using the 
Royal Laotian Air Force to fly opium products throughout Southeast Asia, 
and selling the final product to Chinese syndicates, South Vietnamese of- 
ficials and others.1® 27. 54, 105, 117, 142 Rathikoune’s career was abruptly ended 
when his activities were publicly disclosed by United States Representative 
Robert Steele.1*: 11° The Nixon Administration confirmed the broad outline 
of the Congressman’s charges and Rathikoune retired the next day.1!7 It has 
been alleged that many of the remaining Laotian Government officials are just 
as deeply involved in the opium trade as was Rathikoune.**, 76. 105, 142 


Since 1959-60, the American Government, through the C.I.A., have also 
supplied and supported Touby Lyfong and General Van Pao, and their Meo 
troops known as the Armée Clandestine.*’ The U.S. Senate Foreign Relations 
Committee noted that the United States budgeted $322 million during the 
1971 fiscal year to support these Meos, on whom the C.LA. relies to keep the 
Pathet Lao from gaining control of northern Laos.**: 118 The headquarters of 
Pao’s force at Long Cheng (built by the United States as a key C.I.A. base) 
is one of the major opium collection centres in Laos.?”. 154 The bulk of the 
Meos’ opium is flown aboard Southeast Asian military and para-military 
aircraft to Parkse, Vientiane or Saigon.?”: 76 91, 105 

Hughes, in his extensive survey of international heroin trafficking for 
the Christian Science Monitor, has stated that, “. . . clearly the C.I.A. is 
cognizant of, if not party to, the extensive movement of opium out of Laos.”7! 
Additional evidence regarding C.I.A. involvement comes from journalist 
Carl Strock, reporting in the Far Eastern Economic Review: 


Over the years eight journalists, including myself, have slipped into Long 
Cheng and have seen American crews loading T-28 bombers while armed 
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CIA agents chatted with uniformed Thai soldiers and piles of raw opium 
stood for sale in the market (a kilo for $52).™ 


Hughes’ and Strock’s observations have been echoed by several other 
sources.2: 3, 44, 105, 135, 141 


Prior to the late 1960s there was no local market for heroin No. 4 in 
Southeast Asia as the indigenous opiate users could not afford this prepara- 
tion.?? With the large U.S. troop build-ups, the demand for heroin No. 4 
increased and heroin No. 4 refineries were consequently established through- 
out the Golden Triangle.’ °*. 18? The massive U.S. troop withdrawals in the 
early 1970s created a surplus of inexpensive heroin No. 4 in Southeast 
Asia.®? There is increasing evidence that some of this surplus Laotian heroin 
is being smuggled into the Western European and North American mar- 
kets.32, 105, 130 Qn April 5; 1971 about 17 pounds of pure Laotian heroin 
were seized at a military base in New Jersey; the package had been sent from 
Bangkok through the United States military mail.1°° The same month, the 
French Government refused to accept the diplomatic credentials of Prince 
Sopsaisana, the newly appointed Laotian ambassador to France, because 
132 pounds of pure heroin were found in his baggage.®® 195 In November 
1971, a Philippine diplomat and a Chinese merchant from Bangkok were 
arrested in New York with about 35 pounds of pure Laotian heroin.1*3 


As a result of American pressure, Laos enacted a law to prohibit the 
trade, manufacture, and transport of opium after November 15th, 1971. This 
new law, however, provides for temporary permits for opium smoking and 
growing by the hill tribes in the opium-growing areas.1®° There have been 
some significant raids and seizures since the enactment of this law, but it is 
difficult to predict its future impact without knowing if the attitude of gov- 
ernment officials, who have for years protected the trade, has in fact changed. 
It is known that there is considerable hostility to the new law among large 
sectors of the Laotian people.*° 


South Vietnam 


South Vietnam does not produce opium but has a large opium-smoking 
population. Saigon has developed into a centre of heroin distribution for 
American troops and an international export clearing-house for Southeast 
Asian opium products.*? According to several journalists, the French- 
Corsican syndicates were key figures in the trade and flew into the major 
collection centres of northern Thailand and Laos to purchase opium. The 
Corsican fleets of small planes, popularly known as ‘Air Opium’, would then 
deliver the opiates to Bangkok and Saigon.?": ®! Part of this opium was con- 
verted to morphine base and shipped by the Saigon French-Corsican syndi- 
cates to Marseilles for heroin refinement. The role of the French-Corsican 
air fleets declined as Air America and the Thai, Royal Laotian, and especially 
the South Vietnamese air forces increasingly assumed this opium transporta- 
tion role.?? 
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As in Thailand and Laos, the illicit trade in South Vietnam is a major 
source of income for some of the country’s high-ranking government officials. 
Charges of opiate-related corruption in South Vietnam have frequently been 
corroborated by American Government officials. A statement by the United 
States provost marshall in South Vietnam,’°* the 1972 joint report of the 
American Defence Department and the C.1.A.,°* and testimony presented to 
the U.S. Congressional Special Subcommittee on Alleged Drug Abuse in the 
Armed Services,1®* reinforce this picture of corruption of South Vietnamese 
political, police and military officials.* U.S. Representatives Murphy and 
Steele,1°® in their international study of opiates distribution, stated that, 
“strong action must be taken to stop the heroin traffic in South Vietnam. We 
are not optimistic that the [Vietnamese] Government is either willing or able 
to take such action”. 


South Vietnamese President Thieu launched a well-publicized anti-drug 
crusade in the summer of 1971. In August of that year President Thieu 
ordered the death penalty for persons belonging to organized drug-trafficking 
syndicates and introduced “a tough emergency bill”, which made dealing in 
narcotics a war-time crime, and outlawed opium dens.1>?: 1*8 However, the 
following quotation from a St. Louis Post-Dispatch editorial reflects the 
skepticism of most observers: 


To the unwary, President Nguyen Van Thieu of South Vietnam may 
seem to have been launching his country on an anti-drug crusade. . . . But 
reports from Saigon suggest that Thieu’s crusade is hardly credible.” 


The South Vietnamese police, with the assistance of the American B.N.D.D., 
have apparently made some arrests and seizures since the enactment of 
this new law.1%. 185 However, it is presently impossible to determine the full 
effect of this legislation on opiates distribution in South Vietnam. The with- 
drawal of American troops resulted in at least a temporary reduction of the 
price of heroin in South Vietnam to approximately $600 a kilogram in the 
fall of 91972;42 


Hong Kong 


Hong Kong is Asia’s other major centre of illicit narcotics refinement, 
consumption and export.®® ** Several years ago the majority of Southeast 
Asia’s opiates export trade was channelled through Hong Kong, but in 
recent years Bangkok and Saigon have assumed larger shares of this inter- 
national trade. According to the U.S. Cabinet Committee, Hong Kong 
still annually imports ten tons of morphine base for refining (most into 
heroin No. 3—smoking heroin) and about 50 tons of raw opium for both 


* Non-South Vietnamese governmental officials, including some Canadians, have also been 
involved in the illicit opiates trade.% Browning and Garrett report that, 
In 1962...an opium-smuggling scandal stunned the entire Canadian Parliament. It 
was in March of that year that Prime Minister Diefenbaker confirmed rumours that 
nine Canadian members of the immaculate United Nations International Control 
Commission had been caught carrying opium from Vientiane to the International 
markets in Saigon on UN planes.” 
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its 150,000 local users and the export trade.18? Most of Hong Kong’s illicit 
imports arrive from Bangkok aboard Thai fishing vessels, which regularly 
make deliveries to small Hong Kong junks in international waters or in the 
nearby territorial waters of the People’s Republic of China.’ 182 


The Ch’au-chou Chinese syndicates control the illicit narcotics trade in 
Hong Kong.*?: 182 Parallel in structure and organization to the Mafia and 
French-Corsican syndicates, the Ch’au-chou wield comparable political and 
economic influence, share a common heritage and dialect, and maintain 
contact with criminal syndicates of Ch’au-chou descent in the Chinese com- 
munities in other parts of the world.®?. “” Independent Ch’au-chou and other 
Chinese syndicates dominate the collection, refinement and distribution of 
illicit opiates throughout Southeast Asia.3* The large number of opiate users 
of Chinese ancestry in Southeast Asia explains the predominance of the 
various Chinese narcotics syndicates.15? 


In addition to its own dependent population, Hong Kong supplies the 
relatively small opiates market in the Philippines and produces some heroin 
No. 4 for the international export trade.1®* 


Routes and Methods of Smuggling from Southeast Asia 
to North America 


Prior to World War II, the Chinese on the North American west coast 
dominated our illicit trade with supplies of Southeast Asian opiates smuggled 
to them by Chinese seamen aboard ocean-going freighters.38 After the war, 
however, Southeast Asia became a relatively insignificant source of North 
American narcotics, and this situation remained unchanged until five or six 
years ago. Two main factors have historically limited the flow of South- 
east Asian opiates into North America: the ready availability of European 
heroin, and the problem of coordinating Chinese control of supply with 
Caucasian control of North American demand. 


The difficulties encountered by European distributors, coupled with the 
decline in the availability of inexpensive Middle Eastern opiates, has re- 
moved the first barrier,*? 1®? while the American presence in South Vietnam 
and elsewhere in Southeast Asia has removed the second.7® 105. 182 As indi- 
cated above, American financing has supplied the Thai, Laotian and South 
Vietnamese Governments with the funds and supplies necessary to modernize 
the logistics of the Southeast Asian narcotics trade. Although the C.I.A. 
itself has identified 21 opium refineries in Southeast Asia and implicated the 
existing governments in their operation,’ the American Administration has 
yet to revise its military and financial support of these regimes. The Viet- 
nam War has opened up new routes, spawned new syndicates, provided the 
necessary couriers, and increased the demand for opiates in both South Viet- 
nam and the United States. 

There is evidence that heroin is being carried into the United States by 
Southeast Asian diplomatic personnel or by means of diplomatic pouches.” 89 
The French-Corsican syndicates of Southeast Asia are now likely to supply 
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even larger quantities of Southeast Asian heroin to their Marseilles counter- 
parts. It has been suggested that leading North American Mafiosi with South- 
east Asian gambling interests may also now be purchasing pure bulk heroin 
for import into the United States.1° In addition, small-scale smuggling by 
the remaining G.I.’s in Southeast Asia and the syndicates composed of ex- 
G.I.’s adds to the Southeast Asian flow.” 1° 


Of greatest concern, however, is potential impact of the Ch’au-chou 
syndicates’ revival of their pre-war system of narcotics smuggling into the 
North American west coast. The Ch’au-chou in Hong Kong and elsewhere 
in Southeast Asia are apparently shipping large quantities of heroin to 
Ch’au-chou contacts in Vancouver, Seattle, Portland, San Francisco and 
Los Angeles.** Preliminary results of ‘Operation Seawall’ (a joint program 
undertaken by the United States and Canada to stop this flow) indicated 
that most of the heroin is carried by Chinese sailors of Ch’au-chou origin.®* 
In April 1972, the first month of Operation Seawall, eight Chinese seamen 
were caught bringing in one to four pounds of heroin strapped to their 
bodies.** Once smuggled to west coast Chinese contacts, some of the South- 
east Asian heroin is delivered to Chinese trafficking syndicates in New York 
and other east coast distribution centres. In August 1972, the unofficial 
mayor of New York’s Chinatown and three other Chinese were arrested 
after they sold 20 pounds of pure Southeast Asian heroin to B.N.D.D. 
undercover agents.10?, 163 

According to the American B.N.D.D., the flow of illicit narcotics from 
Southeast Asia to North America has risen several-fold in the past few years, 
and further increases are expected.%?: 151 


THE MEXICAN NARCOTICS TRADE 


Cultivation 


The Chinese of San Francisco first introduced opium poppy cultivation 
to Mexico shortly after World War II disrupted the flow of opiates from the 
Orient.°® There is now illicit opium cultivation throughout the rugged, moun- 
tainous, northwestern states of Mexico.®® As in the Middle East and South- 
east Asia, the poppy farmers of Mexico live at a subsistence level; opium 
represents a substantial portion of their cash income.*® 


Mexico is a relatively small producer of illicit opium with an annual 
estimated production of 10 to 20 tons.15? Since Mexico is not a significant 
consumer, almost all of the crop is converted to heroin for export to the 
United States and Canada. It almost totally dominates the heroin markets 
of California, Texas and other southwestern states.31. 43, 59. 79,99 Mexican 
heroin is brownish in colour and only 60 to 70 per cent pure at its source. 
In Vancouver, it has, in the past, been virtually impossible to sell Mexican 
heroin unless there was a shortage of the purer European or Asian varieties.147 
The unpopularity of Mexican heroin helps to explain why it is far less expen- 
sive than even adulterated European heroin of the same purity. 
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The Organization of the Mexican Trade 


The Mexican distribution system is composed of a large number of 
independent growers, refiners and distributors of varying importance. Even 
at the upper levels, there is no controlling organization into which the sup- 
plies flow or which has the power to dominate the market or set price, quality, 
or operating standards. A large number of these Mexican dealers run ver- 
tically integrated operations controlling the opium crop from the time it is 
planted until it is sold as heroin. These dealers are likely to own an opium 
farm, run a conversion laboratory, and maintain a network of agents and 
couriers to sell and deliver the finished product. Even the biggest Mexican 
dealers handle much smaller quantities of heroin than the average French- 
Corsican syndicate.*!. 9. 126 


The best description of these Mexican dealers has been provided by 
L. J. Redlinger: 


Many of the large dealers in Mexico are also in legitimate occupations, 
most of which pay well. For example, in recent years mayors of cities as 
well as other politicians have dealt in large quantities of heroin (or opium). 
Some physicians are also deeply involved in the heroin business as well as 
businessmen. In many cases, these men finance the building of processing 
plants to convert the Mexican grown opium into heroin. . . . In addition, 
they must hire a competent chemist and bribe local officials. If they own the 
crop, they must pay tenant farmers to care for and harvest the opium. 
Then they must transport the product to, at least, their side of the border 
and in many cases all the way to [American import centres].” 


The informal organization and lack of central control affects not only 
law enforcement efforts but also access to the Mexican-grown opium prod- 
ucts. Since the market is so diffuse, the arrest of any one dealer or group of 
dealers will not substantially impede the flow of narcotics. It is virtually im- 
possible for any one syndicate to control the market and charge monopolistic 
prices. This further explains why the price of heroin at all levels of distribu- 
tion is far lower in the Mexican market than for similar quantities imported 
from Europe.®® The Mexican dealers appear far less concerned about the 
criminal credentials of their buyers; heroin appears to be available in even 
small quantities to anyone who can raise the necessary cash.®®. 98 For these 
reasons the Mexican trade is an extremely important source of heroin for the 
small independent dealers of North America since the distributors of Euro- 
pean heroin refuse to deal directly with this level of traffickers.147 


Routes and Methods of Smuggling 


It is virtually impossible to prevent heroin from being smuggled from 
Mexico into the United States and Canada. There are scores of relatively safe 
routes along the 1800-mile Mexican-American border. The popular border 
crossings are often so swamped with vehicular and pedestrian traffic that a 
courier’s chances of being discovered are minimal, especially if the heroin is 
carefully concealed, as the drug is almost odourless. 
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Given the nature of the border, the only way to effectively reduce the 
flow of Mexican heroin is to eliminate cultivation. The Mexican Government 
is continually attempting to do this, without apparent success.*3. 79 99, 185 
The local and federal police are often overworked, afraid, or bribed not to 
enforce the opium prohibition.®?: 7. 98 In some cases, the police and local 
politicians themselves have been directly involved in the trade. 1*6 

In 1961, Mexico and the United States exchanged notes by which the 
United States undertook to supply Mexico with equipment to locate and 
destroy opium poppy and marijuana fields.?? Although considerable publicity 
was given to this agreement and subsequent announcements of the destruc- 
tion of Mexican poppy fields, the flow of heroin has continued unabated.® 
43, 99, 185 In September 1969 the American Government undertook a three- 
week crash program to search all vehicles and persons crossing the Mexican 
border into the United States. ‘Operation Intercept’, as it was called, was 
undertaken shortly after a U.S. Presidential task force reported that Mexican 
efforts and resources continued to be inadequate in the face of the drug 
problem.”® As a result of Operation Intercept, cars were tied up at the border 
for six hours, the number of American visitors declined, and unemployment 
rose dramatically in Mexican border towns which were dependent on tourism. 
The three-week operation drastically reduced the flow of marijuana, but 
had a far less significant effect on the heroin traffic.°* The United States 
and Mexican Governments soon introduced a substitute anti-narcotics cam- 
paign titled ‘Operation Cooperation’, and in August 1971 Mexico announced 
the seizure of 176 pounds of opium and 116 pounds of heroin since the 
institution of this program.1%5 

If North American demand rises, there will be more pressure to expand 
illicit heroin production in Mexico. The development of the Mexican heroin 
network illustrates the flexibility of the international opiates trade; a crack- 
down on production in one growing area appears to spawn new sources, 
leaving the overall situation relatively unchanged. 


THE ROLE OF THREE SOURCES IN THE NORTH AMERICAN MARKET: 
A SUMMARY 


The quality, quantity and production costs of heroin differ in each of the 
three illicit sources. Even more significant is the fact that illegal control of 
these sources and, therefore, access to them, varies considerably. Each of 
the sources is independently operated, yet affected by developments in the 
other two. The exact role of each source in the North American market has 
become increasingly difficult to determine because of recent increases in 
illicit demand and the diversification of importation routes. 

The Middle East apparently still supplies the majority of the North 
American market. Much of this heroin is rerouted through Canadian and 
Latin and South American contacts to the American east coast. Although 
this market is less tightly controlled than it once was, the smaller North 
American traffickers are still forced to buy from secondary distributors. 
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European heroin has always been relatively expensive, especially at the 
lower levels of distribution, due to the large number of individual dealers who 
handle it before it reaches the street. The quantity of European heroin 
entering North America is now expected to continue to decline as a result 
of the termination of legal Turkish opium cultivation and the improved 
policing of French refining. 

The flow of heroin from Southeast Asia has increased dramatically 
in the last few years, and this trend is expected to continue. Although South- 
east Asian heroin has always been less expensive at its source than that 
from Mexico or the Middle East, there were substantial problems in co- 
ordinating the Asian control of supply with the Caucasian control of demand. 
This problem has apparently been solved, at least temporarily, by the 
revival of the Ch’au-chou Chinese pre-war distribution system. In addition, 
the French-Corsican syndicates, American G.I.’s and ex-G.I.’s, and perhaps 
the Mafia, have also established means of smuggling Southeast Asian heroin 
into North America. The reduction in Middle Eastern cultivation and French 
refining will further encourage the expansion of the Southeast Asian flow. 
Some officers of the American B.N.D.D. suggest that Southeast Asian heroin 
will soon dominate the North American market, while other sources simply 
predict continuing increases. 

As already indicated, there should be pressure to increase Mexican 
cultivation if the popularity and purity of its heroin improves. In addition, 
this heroin is far less expensive, at all levels, than Middle Eastern-European 
heroin. Mexican heroin now dominates the southwestern United States 
market and is an alternate source for dealers throughout North America. 
Mexico is also an important source for the smaller North American dealers 
who do not have the cash or contacts to buy from the more traditional out- 
lets. It is too early to predict the effects that the likely establishment of 
permanent Southeast Asian routes will have on Mexican production. 


NATIONAL PATTERNS OF ILLEGAL DISTRIBUTION 


THE BASIC NATURE OF THE CANADIAN HEROIN DISTRIBUTION SYSTEM: 
AN OVERVIEW 


Large-scale, commercial cultivation of the opium poppy has never been 
discovered in Canada.147 From time to time there has been scattered illegal 
opium cultivation in British Columbia, but the final product is suitable only 
for the preparation of a relatively weak tea produced from boiling the crushed 
poppy pod.%8 148 Apparently this practice was quite prevalent during World 
War II when other opiates were unavailable.*8 

The international illicit narcotics trade, which is dependent on opium 
cultivation in the Middle East, Mexico and Southeast Asia, is crucial to the 
supply of the Canadian market. Since the end of World War II, Middle 
Eastern opium, refined primarily in France and to a lesser extent Italy, has 
been the major source for heroin entering Canada. Mexico has chiefly served 
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as a reserve source for the Canadian market, especially during street ‘panics’ 
resulting from temporary shortages of European and Southeast Asian 
heroin.1*7 In addition, small dealers have turned to Mexico as an inexpensive 
and readily accessible source of heroin.147 If Mexican heroin improves in 
quality (and there is evidence that this is occurring), it will probably assume 
a larger share of the total Canadian market. 


Asia was the major source for opiates entering British Columbia until 
the Second World War, while eastern Canada appears to have been supplied 
by American and European sources. At that time the Chinese were dominant 
figures in the west coast illicit trade, importing opiates from the Orient on 
ships manned by Chinese seamen.** The war interrupted most trans-oceanic 
opiates transportation, and, in the post-war period, the primary centre of 
importation shifted from Vancouver to Italian control in Toronto and 
Montreal.*149 This situation, however, appears to have been altered by the 
recent revival of the pre-war, trans-Pacific Chinese distribution network and 
the development of new Southeast Asian routes, both of which appear to be 
radically affecting the pattern of heroin distribution in the United States and 
Canada.*? Recent evidence indicates that Vancouver is now a major port of 
entry for the American heroin market. 


The heroin entering Canada is derived in varying proportions from all 
three major international sources, each of which tend to serve a different 
segment of the distribution system.14® 149 


THE CONTROL, ORGANIZATION, STRUCTURE AND SCOPE OF THE 
CANADIAN DISTRIBUTION SYSTEM 


Control and Organization 


At the present time, heroin importers in Quebec and Ontario are said 
to be responsible for supplying the bulk of the heroin consumed in 
Canada.187. 146 Although large quantities of Southeast Asian heroin are ship- 
ped by the Ch’au-chou syndicates to Chinese contacts in Vancouver, most of 
this heroin is apparently rerouted to the American market.** 46 The re- 
mainder of the heroin consumed in Canada is imported by a variety of 
Caucasian traffickers, ranking from ‘amateurs’ dealing in relatively insignificant 
quantities of American ‘decks’; to sophisticated criminal syndicates in Van- 
couver dealing in pure bulk heroin. 

The individuals controlling the upper levels of importation and distribu- 
tion in Canada (see Figure B.5) are well-established criminals.{1%7 All 
* Heroin, which first appeared around 1930, replaced opium and morphine as the national 

drug of choice after the Second World War.* * Opium, however, is still occasionally 
smuggled into Canada’s larger cities, where it has become increasingly popular (at between 


$100 and $175 per ounce) among youthful multi-drug users. 

In the United States, street doses of heroin are generally packaged in small glassine en- 

velopes called ‘decks’. These envelopes were designed for and are commonly used by 

stamp collectors to protect individual stamps. 

t The following analysis of the Canadian distribution system refers to the Caucasian syndi- 
cates; the control, organization and structure of the recently revived Chinese distribution 
network may well be different. 
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operations at this level are founded on an extensive financial and criminal 
base which provides the contacts and ancillary services required to remain 
in business. Operations at this level are syndicated or organized,* but 
only a small percentage are controlled by the Mafia. Many high-ranking 
importers and distributors have been implicated in other criminal activities 
such as gambling, disposal of stolen property, loan sharking, prostitution, 
jury tampering and murder.1*". 147 


The establishment of this financial and criminal base is a necessary 
prerequisite for dealers aspiring to the upper levels of heroin distribution.1** 
In Canada these upper levels of distribution have not yet been subject to 
the same degree of competition that has altered the structure of the Amer- 
ican market.31 Access and control are tightest at the upper levels of 
distribution, but become progressively more relaxed as one approaches the 
street level. Generally, a dealer’s purchasing price is a function of his access: 
the closer to the source he obtains the heroin, the cheaper it is. At any level 
of distribution, a dealer must absorb the profits and overhead of the inter- 
mediaries between himself and the initial source of the heroin. 


Traditionally, as police pressures increase, the participants in the illicit 
trade have been forced to restrict their dealing to one level of the market- 
place in order to minimize their risks. In Canada and the United States, 
the development of these highly specialized distribution roles is a reaction to 
the increasing use of undercover agents and conspiracy prosecutions.*. 137 
As the number of independent levels of distribution increases, a dealer’s 
selling price rises proportionally since his selling price is dependent on 
his purchasing price and his risks. The term “risk” includes any activity 
that involves investing capital, possible losses due to theft, or increases in 
the likelihood of prosecution or the severity of a sentence that might be 
imposed. Importing drugs across a border, selling during a ‘panic’, selling in 
small quantities or to unfamiliar purchasers, or being in a position to draw 
police attention are all factors that would increase a dealer’s risk and, there- 
fore, his selling price. Risk is strongly weighted in favour of the upper-level 
distributors who bear the greatest risk of significant financial loss but the least 
risk of criminal prosecution. 


Structure of the Distribution Systemt 


The heroin market is hierarchical in structure. Upon entering Canada 
the heroin will usually flow through at least four independent levels before 
reaching the consumer.§ This hierarchical structure has evolved specifically 


* The terms ‘syndicated’ or ‘organized’ refer only to those large-scale, sophisticated, criminal 
enterprises characterized by a hierarchical division of labour and rational attempts to 
avoid the efforts of law enforcement. 


+ See footnote on page 570. 


t This discussion of heroin distribution in Canada reflects the 1971 Vancouver situation 
as portrayed in several Commission studies.®* 157, 146, 147, 149 


§ The structure of the American heroin distribution system is somewhat more complex than 
the Canadian model, usually involving between five and seven levels of distribution. 


594 


B.2 Opiate Narcotics 


to minimize risks of criminal prosecution and financial loss. The following 
discussion (Illustrated by Figures B.5 and B.6) describes the basic model for 
the distribution of Middle Eastern-European heroin in Canada.* It should 
be noted, however, that there are scores of possible variations, especially 
at the middleman level and below, which cannot be portrayed in such 
figures. 


The Canadian importer. Each major importing syndicate is run by 
one or two key men who have the contacts and capital to purchase from 
the European refiners and sell to the city distributors of North America. 
Basically, these importers are financiers importing heroin for a small number 
of large city distributors. The importers maintain agents in Europe to deliver 
the cash, pick up the heroin, and arrange for Canadian delivery. The heroin 
may be hidden in freight or carried into Canada by couriers in their luggage 
or taped to their bodies. In most cases the courier is completely expendable 
as his capture rarely endangers the rest of the operation. 


The importer’s operation is well insulated from any incriminating trans- 
actions. He is never in possession of the heroin and most of the risk is borne 
by his couriers and employees. The importer is virtually immune to prosecu- 
tion unless he sells directly to an undercover agent or he is set up for prosecu- 
tion by one of his employees or clients. An entire year’s operations may in- 
clude only three or four shipments. The relatively low visibility of importation 
operations do not necessitate the widespread corruption of governmental and 
law enforcement officials that characterize the much more highly visible 
cultivation and refinement stages of the international trade. 


The city distributor. A city distributor’s operation is composed of four 
key employees: the top man, the courier, the back-end man and the front-end 
man (see Figure B.6). The ‘top man’ (or men) runs the operation and hires 
the other employees; he has the contacts and the capital to purchase bulk 
heroin from the importers in eastern Canada. His heroin is delivered by a 
courier or, occasionally, is sent through the mail. When the heroin arrives 
it is hidden at a secret address (‘stash’) where it is later picked up by the 
_ back-end man. 


The ‘back-end man’ is responsible for the heroin once it arrives. It is 
vital to keep the back-end man’s identity secret for he is the only man who 
can link the rest of the syndicate to the heroin itself. Sometimes a lower-level 
employee is hired specifically to help with the heroin ‘cutting’ (dilution) and 
‘capping’ (encapsulation of heroin for resale); in other syndicates the back- 
end man will do this himself. 


The heroin is weighed and placed in a flour sifter with a fixed quantity 
of diluents, usually milk sugar (lactose). The exact ratio of heroin to the 
diluents depends on the desired purity of the final ‘capped’ product. The 


* The Middle Eastern-European distribution network is used as the basic model in the 
following figures and discussion because it has supplied the bulk of the heroin entering 
Canada since the Second World War. The Mexican and Southeast Asian distribution 
systems may differ from this basic model. 
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FIGURE B.6 


STRUCTURE OF A TYPICAL CANADIAN CITY DISTRIBUTION SYSTEM 
(1971-72) 
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mixture is sifted two or three times to ensure an equal consistency, then 
placed on a sheet of glass and rolled to the thickness of a No. 5 capsule.* 
In Vancouver the majority of the ‘cappers’ are addicts who are paid in heroin 
capsules for their services. One ounce of 90 per cent pure heroin is usually 
diluted to produce slightly more than two ounces of heroin mixture which 
in turn yields close to 900 street capsules. These capsules are then packaged 
in 100-capsule lots and wrapped in a balloon or condom. The back-end man 
then places 400 capsules (called a ‘capped ounce’) in an air-tight container 
and hides it at a secret location. The address of the stash is then relayed to 
the top man. 


The ‘front-end man’ is the salesman; it is his job to make contact with 
the middleman. In most cases the middleman buys in 400 or 800 capsule lots. 
Once a buy has been arranged, the top man tells the front-end man the 
location of the stash. The middleman hands the cash to the front-end man 
and in return is given this address.t 


Neither the middleman nor the front-end man know the identity of the 
back-end man. The problems of prosecuting a well-run city distribution 
system are obvious: the top man and front-end man, who are usually known 
to the police, never see or touch the heroin, and the back-end man is unknown 
to the police. 


The middleman. Generally the middleman is an independent criminal 
entrepreneur. Although he is not necessarily part of any larger criminal syn- 
dicate, he usually requires criminal contacts and at least a few thousand dol- 
lars to start his operation. Some middlemen are addicts, but the individuals 
above this distribution level are not. It is not unusual for a middleman to 
dilute the capsules before reselling them, thus substantially increasing his 
profits. Typically, the 400 capsules are divided into 25- and 50-capsule 
‘bundles’ which are wrapped in balloons or condoms and ‘stashed’. The 
middleman or his agent then makes contact with the ‘street pushers’ and 
arranges for the sale of the bundles. Again, the same procedure may be 
followed as in the case of the city distributor’s operation: the pusher pays 
for the bundle and, in return, is told the location where it is hidden. 


With the recent expansion of Canada’s addict population, some newly 
addicted persons with previous multi-drug distribution experience have be- 
come small-volume middlemen. These persons obtain their heroin from a 
variety of sources including lower-level distributors in American cities close 
to the Canadian border, mailings from Europe, and traditional contacts 
within the city distribution systems. 


The street pusher. Street pushers are addicts who sell heroin to 
support their dependency. Upon receipt of his bundle(s), a street pusher 
divides the capsules into ten or fifteen capsule lots which he re-wraps in 


* In Canada, street doses of heroin are usually packaged in No. 5 capsules. 


+ City distributors may also sell pure heroin to middlemen in bulk ounces for around 
$2,400 per ounce. In this case, the additional risks and expenses involved in capping are 
transferred from the city distributor to the middleman. 


598 


B.2 Opiate Narcotics 


individual condoms or balloons. When he is ready to sell his heroin, he 
places the balloon or condom in his mouth to allow him to swallow it if 
he is approached by police officers, and proceeds to the local addict hang- 
out. 


Many of those who peddle heroin receive the substance on consign- 
ment; generally, they are required to give the consignor (the middleman) 
$12 for every capsule they sell at $15. At least some street peddlers pay 
cash for their bundles and are thereby able to purchase them at a somewhat 
lower per-capsule price that seldom falls below ten dollars. Sales of 50 to 
75 capsules daily are not uncommon. While a per-capsule mark-up of be- 
tween three and five dollars would appear to make street-level heroin 
peddling a profitable venture, wherever there has been an illicit heroin 
market it has been noted that street pushers make only slight profits. Most 
of the potential profits are absorbed by the street pushers’ own drug use. As 
Lyle has described the situation: 


Among addict dealers on the street, no one makes money for long. It’s just 
an endless, hard scramble, up one day and down the next. . . . The addict 
buys what he can, uses what he needs, sells the rest, if any.” 


Heroin users do not see anything very special about drug selling or 
drug sellers. One reason for this lack of special status is that ‘putting out 
stuff is in no way an exotic activity since at one time or another most 
heroin users of any tenure have themselves sold heroin. And secondly, 
heroin users are, by necessity, eminently practical people and tend to talk 
about, evaluate, and generally see a variety of activities strictly in terms 
of their potential to raise money for the purchase of heroin. Heroin peddling 
is one way of making it through the world and, for a number of reasons, 
a preferred way. For one thing, it obviously provides one with easy and 
somewhat cheaper access to heroin itself. Furthermore, heroin peddling 
is seen as safer and slightly more enjoyable than other ways of making the 
necessary money to support such drug use. 


The street-level heroin peddler represents the lowest level of a stratified 
organization set up specifically to distribute heroin. Consequently, the street 
pusher is subject to the conditions of distribution determined by those— 
usually the middleman or his agent—who directly supply him with this drug. 
One of the things controlled is access to the occupation of street-level 
heroin peddling. Like all businesses—legitimate or otherwise—heroin-dis- 
tributing syndicates seek reliable employees, at all levels, who can do their 
job and do it reasonably well. Consequently, it is virtually impossible for 
one to become a street pusher unless one is not only a user, but a user of 
some tenure in the scene since one must have been around long enough to 
know and be trusted by a local middleman. Regular street peddling, then, 
not only implies heroin use but extensive involvement in the heroin scene 
as well. 
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The Scope of the Canadian Distribution System 


In terms of the international market, Canada is far more significant as 
a heroin transfer centre than as a consumer market.1*°: 187. 149 The great bulk 
of the heroin entering Canada is destined for the American addict popula- 
tion. During the 1971/72 fiscal year, heroin seizures in Canada amounted to 
88.7 kilograms* compared to 26.5 kilograms in 1970/71 and 17.2 kilo- 
grams in 1969/70. In the first half of the latest fiscal year (April 1 to Sep- 
tember 30, 1972) an additional 12 kilograms of heroin were seized in 
Canada and 45.8 kilograms were seized elsewhere “. . . as a direct result of 
[R.C.M. Police] assistance and co-operation with authorities in other coun- 
itics ,+°* 


Authorities show wide differences in their estimates of total heroin use 
in Canada. The R.C.M. Police, for example, estimate that “. . . approximately 
76 kilograms of heroin are consumed in Canada each year”.1®° However, on 
the basis of consumption norms used by the American Bureau of Narcotics 
and Dangerous Drugs,*” it appears that Canada’s addict and user population 
consumes closer to 300 kilograms of heroin a year. This estimate is based 
on the assumption that Canada’s addict population is approximately 15,000. 


To understand the intricacies of the Canadian heroin distribution system 
it is necessary to examine the sources, suppliers, distribution networks and 
consumption patterns at the regional level, drawing whatever national and 
international implications the data warrants. For the purposes of this analysis, 
Canada has been divided into five regions: the Atlantic Provinces, Quebec, 
Ontario, the Prairie Provinces and British Columbia. 


A REGIONAL DESCRIPTION OF HEROIN DISTRIBUTION 


The Atlantic Provinces 


No large-scale heroin operation has yet been uncovered in the Atlantic 
Provinces.®*: 149 However, Halifax, as a year-round port and terminal for 
international flights, probably has been used by both Canadian and American 
importers as a port of entry for heroin shipments. 


The Atlantic Provinces have never had a significant heroin addict popu- 
lation, and even now arrests for heroin offences are extremely rare. A Com- 
mission field study of drug use in the Atlantic Provinces, conducted in May 
1972, found that heroin was not regularly available although occasional sup- 
plies do reach Halifax’s small addict and user population and infrequently 
appear in other large Maritime cities.°? Methadone was easily available in the 
Halifax drug scene in late 1971 and the first half of 1972 as a result of 
diversion of licit methadone stocks (see B.2 Opiate Narcotics, “Legal Sources 





* It should be noted, however, that 50 of these 88.7 kilograms were confiscated in one 
seizure.” 
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and Illegal Distribution”, above). The implementation of the methadone 
control program in June 1972, however, significantly reduced the street 
availability of this drug. 


Quebec 


Outside of Montreal, no large-scale heroin distribution operations have 
been reported in Quebec.!#® Montreal became the centre of Canadian heroin 
importing and one of the major North American ports of entry as a result 
of the Chinese syndicates’ failure to re-establish their trans-Pacific distribu- 
tion system after the Second World War,?® changes in the control of heroin 
refinement in Europe,°® *? and increased customs inspections and narcotics 
law enforcement on the American east coast.5® However, Montreal’s impor- 
tance as a continental trans-shipment centre has declined with the develop- 
ment of new international sources of heroin and a more diffuse control over 
the American east coast market.*1 


In 1971 it was reported that two or three Montreal syndicates were 
importing heroin from French-Corsican suppliers in France.1%7. 14° These 
importers paid between $6,000 and $8,000 per kilogram, depending on the 
size of the purchase and the quality of the heroin.1®7 They supplied numerous 
city distributors in New York and Canadian city distributors in Toronto, 
Winnipeg and Vancouver.* Due to the relatively smali quantities purchased, 
Canadian distributors paid about $17,000 per kilogram whereas American 
large-volume buyers paid between $12,000 and $14,000.19". 147. 149 


The heroin importer realizes a gross profit of between 70 and 140 per 
cent on his initial investment for an operation that might last a month and 
involves minimal personal and financial risk. The majority of the heroin is 
brought through customs in freight or by couriers arriving on international 
flights originating in Western Europe.'** Whenever possible, an importer will 
use couriers with informal or formal customs immunity, such as diplomats 
or members of airline crews.*1: °° °° 


The R.C.M. Police have indicated that, prior to 1972, Montreal has 
never had a large opiate-using population.’ 14° In the early and mid-1960s 
street heroin was readily available in Montreal at seven or eight dollars per 
capsule. This relatively inexpensive source attracted lower-level distributors 
from Toronto and smaller consumer centres who did not have the criminal 
contacts to buy at the higher levels of distribution in their own cities. These 
dealers would drive to Montreal, pick up 100 to 200 capsules at eight dollars 
each, and resell them to street addicts for $15 or $20 per capsule.1*® 
* There are conflicting opinions concerning Vancouver’s present source of heroin. The 

R.C.M. Police indicate that Vancouver is still largely supplied with Middle Eastern- 
European heroin from Montreal,**° while the American B.N.D.D. and some newspaper 
reports suggest that Vancouver is now primarily supplied by local distributors who im- 
port Southeast Asian heroin from Chinese refiners and _ traffickers.* * %° Although it 
is known that large quantities of Southeast Asian heroin are smuggled into Vancouver 


for the American market, there is no reliable estimate of the quantity that remains in 
Vancouver for local distribution.” 
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In the late 1960s supplies of heroin for local consumption became very 
erratic and the Montreal addict and user population declined significantly. 
By early 1972, however, heroin was once again generally available in 
Montreal and methadone, as a consequence of indiscriminate prescribing, 
could be easily purchased on the street for around one dollar per 10-milligram 
tablet. Illicit methadone sources have declined since the implementation of 
the more rigorous prescribing regulations of June 1972, but heroin, at that 
time, was more readily available to Montreal’s using population than at 
any other time in recent history.®* 5° Hull has also witnessed increased street 
availability of heroin over the past two years.°® 


Ontario 


In 1971 the heroin distribution system in Ontario was dominated by 
one importer-distributor and several city distributors in the province’s largest 
urban centres. Ontario heroin-importing operations are generally far smaller 
than those in Montreal and tend to serve only the Canadian market. On- 
tario’s largest importing operation was ended by police arrests in 1961, and 
since then Ontario heroin traffickers have concentrated on distribution as 
opposed to importation. Although several Ontario city distribution opera- 
tions have been prosecuted over the past decade, police efforts to interrupt 
the major city distributors in Toronto have not, as yet, been successful. One 
of these operations is controlled by local Italian syndicates with Mafia 
connections in Italy and the American east coast. A second is composed of 
French Canadians with supply contacts in Montreal and France.®: 149 In 
the past few years several smaller city distributors have also established op- 
erations in the Toronto area. 


Traditionally Toronto and Hamilton were the only Ontario cities with 
large enough using populations to support a permanent distribution network. 
In recent years, however, regular heroin distribution systems have emerged 
in the Ottawa-Hull area and throughout southern Ontario. These smaller 
markets are chiefly supplied by syndicate contacts in Montreal and Toronto, 
intermittent mailings from abroad, and small-scale smuggling of heroin 
street-doses from Buffalo, Detroit and other nearby American cities. Lower- 
level independent heroin dealers in Toronto and Hamilton have, since the 
mid-1960s, also purchased small supplies in American border cities.58. 67, 149 


Toronto has by far the largest addict population in Ontario, and is 
second only to Vancouver nationally. Until 1969 the heroin street scene 
was centred at the corners of Dundas and Pembroke Streets in the heart of 
the ‘red light’ district and in Toronto’s Chinatown.*® 14° Over the past few 
years, however, the street scene has diffused throughout Toronto’s downtown 
district. A new street scene has emerged around the Keele Street-St. Clair, 
‘Little Italy’ area, and there is some evidence of occasional suburban youth 
involvement in this ‘ghetto’ market. Toronto’s user and addict population has 
significantly increased since 1970; most of these new heroin users have had 
extensive multi-drug use experience and many are first generation Canadians 
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whose traditional parental values conflict with the contemporary urban life 
style that culturally characterizes Toronto.®® ®. 149 


It is also during the past few years that the smaller heroin-using popu- 
lation of southern Ontario has evolved. Windsor, London, Fort Erie, Sarnia, 
St. Catherine’s, Stratford, Hamilton-Burlington and Chatham now have small 
pockets of regular and occasional users, and heroin supplies to these cities 
are constant, although subject to quality and price fluctuations. Ottawa’s 
heroin users are part of the Ottawa-Hull market which is supplied by middle- 
men contacts in both Toronto and Montreal. This population, as well, has 
only developed since 1971 and is less stable than those in southern Ontario.*® 


The Prairie Provinces 


There are no major heroin-importing operations in the Prairie Provinces; 
Manitoba is supplied by Montreal importers, Alberta by Vancouver city dis- 
tributors, and Saskatchewan (which has no regular supply) by lower-level 
traffickers in Vancouver, Edmonton and Regina.®®: 97. 149 The heroin-using 
populations in all three provinces have grown in the past few years with the 
most marked increase occurring in Alberta—particularly in Edmonton.*® 


Heroin use in Manitoba is concentrated in Winnipeg where a traditional, 
small street-addict population has recently been augmented by younger users 
with extensive multi-drug experience. Saskatchewan has a relatively small 
number of heroin addicts and users who primarily reside in Regina and 
Saskatoon. Lax prescribing resulted in easy street availability of methadone 
in Saskatchewan, but this situation has changed since the federal methadone 
regulations of June 1972. 


The Alberta heroin-using scenes are centred in Edmonton and Calgary, 
with Edmonton having the largest addict concentration in the Prairie prov- 
inces. Supplies to both cities’ traditional heroin-using populations are regular, 
although it is not uncommon for newer addicts to pool their funds so that 
one of their members can travel to Vancouver to purchase heroin for the 
entire group to share. It appears, consequently, that Alberta’s traditional and 
newer addicts are not buying heroin from the same Vancouver sources.®® 


British Columbia 


For the past few years, four or five city distributors have been operating 
in the Vancouver heroin market.1*® 147 Most of their heroin is apparently 
purchased from Montreal importers, but some of these distributors occa- 
sionally import heroin directly from Southeast Asia and, less frequently, from 
Mexico.!47 Recently there have been reports of Chinese syndicates importing 
large quantities of Southeast Asian heroin into Vancouver. While much of this 
heroin is destined for American distributors, the Commission has recently 
been informed that increasing proportions of Vancouver’s street heroin is of 


Southeast Asian origin and is locally distributed by Chinese traffickers.32. 
146, 150 
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New syndicates have a particularly difficult time establishing in Van- 
couver as they do not know the scene, and must learn who to trust and how 
the police operate. Consequently, the most successful Vancouver distributing 
operations are composed of local Caucasians. Some local Chinese and out-of- 
province Italian and French syndicates have suffered major arrests within 
months of their attempts to establish city distributor operations in the Van- 
couver area.1*? 


Vancouver is the centre of heroin consumption and distribution in British 
Columbia. Although no major heroin-importing operation has yet been dis- 
covered outside of Vancouver, numerous lower-level distributors have, within 
the past few years, developed street-dealing operations throughout the prov- 
ince, including such cities as Victoria, Nanaimo, Prince George, Prince 
Rupert, Kamloops and Surrey. The size and stability of these new markets 
cannot yet be determined. In addition to supplying these smaller British 
Columbia markets, Vancouver is the primary source of the heroin consumed 
in Edmonton and Calgary. The middlemen in these cities apparently buy 
directly from Vancouver city distributors.5* 147.149 The Vancouver street 
scene has undergone substantial changes in the last four or five years. In the 
late 1960s the local scene was restricted to the Main and Hastings area 
(called ‘the corner’) which was reputed to contain 60 per cent of all Canadian 
heroin addicts.1*? Other substantial heroin street scenes have since developed 
in the Granville and Davies area and in the Fourth and Arbutus area. The 
first two areas are still dominated by traditional heroin addicts, while the 
third is composed almost exclusively of what the police describe as ‘hippie’- 
type users.147 


Street pushers ordinarily deal heroin in cafés or other relatively public 
locations. However, as police pressure on these three street scenes increased, 
the heroin trade tended to diffuse to small-scale ‘house operations’ throughout 
the city. By dealing from private homes street pushers are able to temporarily 
avoid police surveillance. Police efforts to close these house operations have 
succeeded in driving some of the trade back to the traditional street corners, 
but the trend to a diversification of outlets continues. A significant number 
of former cannabis and hallucinogen distributors now deal in heroin, and 
access to heroin at the street level is far freer than it was several years 
ago.58, 147 

The heroin addict and user population has been increasing throughout 
British Columbia since the beginning of this decade. British Columbia heroin 
is generally considered the most potent in Canada and it is readily available 
in almost all urban centres in the province. Instances of diversion of metha- 
done to illicit street channels have been reduced since the June 1972 federal 
methadone prescribing regulations.°® | 


THE ECONOMICS OF THE DISTRIBUTION SYSTEM 


Large-scale heroin importation and distribution is a major economic 
enterprise requiring substantial capital. The profits at this level of distribution 
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are enormous, particularly if the operators can avoid prosecution. However, 
some of the dealers’ costs are extremely difficult to account for, such as legal 
fees, thefts by other criminals, internal thefts by employees, loss through 
police seizures, and the salaries of specialized employees.14* One cannot 
simply view the economics of heroin distribution in terms of a perpetually 
successful enterprise; there is a very real possibility of spending ten to fifteen 
years in prison or being murdered by one’s associates. Although both upper- 
level distributors and their entire syndicates have been successfully prosecuted, 
the Canadian distribution system as a whole has remained intact since 1962. 
The elimination of individuals and syndicates provides continuous oppor- 
tunities for upward mobility among aspiring dealers at the middleman level. 
This situation also attracts established criminals from non-drug fields. 


Law enforcement efforts aimed at upper-level distributors are more 
successful in raising their financial risks than their risks of prosecution. Police 
pressure causes these key distributors to specialize their operations by adding 
more independent levels to the distribution chain. The added cost of this 
increased division of labour is passed on to the ultimate consumer, and the 
relative effectiveness of enforcement and these distributors’ profits remain 
the same while the costs of law enforcement continue to rise. 


As one approaches the middle and lower levels of distribution, the risk 
of arrest rises sharply and the potential for profit decreases. At the middle- 
man level of distribution the returns are still substantial considering the initial 
investment. At the street level, however, the profits are small and arrest is 
virtually inevitable.147 


SUMMARY AND CONCLUSION 


Once heroin enters Canada the bulk of it is tightly controlled by a small 
number of importers and city distributor syndicates. Most persons at these 
levels have extensive criminal records and are known to the police. The 
organization and management of these syndicates are specifically designed 
to avoid prosecution as those in control have the financial and criminal con- 
tacts necessary to utilize all legal and illegal means of protecting themselves. 
Even the arrests of major importers or city distributors have only temporary 
effects on the distribution system; there are more than enough aspiring dealers 
to take the place of those arrested. 


The number of market participants increases dramatically at the middle- 
man level. These levels of distribution have changed substantially in the last 
five years as the number of outlets and centres of consumption have increased 
and spread out. In the early 1960s there was no significant heroin trade 
outside of Montreal, Toronto, Winnipeg and Vancouver. Street distribution 
in these cities was highly centralized in the downtown areas. In order to 
obtain heroin, a user would have to go to a specific area to ‘score’ (purchase) 
and, in so doing, was likely to come into contact with the police. 
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B.3. Amphetamines and Amphetamine-Like Drugs 


Within the major heroin-using cities the trade has diffused from these 
traditional dealing areas with the development of a greater number of outlets 
in various parts of each city. The recent establishment of house operations 
has further decentralized the trade. This decentralization is in large part an 
attempt to avoid police pressure at the traditional dealing centres and, to a 
lesser extent, an effort to service new populations of users. Many of these 
new users are unknown to the police, their pattern of heroin consumption is 
often sporadic, and they are not as readily identifiable as are the traditional 
addicts. These new users have not generally established stable distribution 
systems of their own, and will not be able to do so until they develop the 
necessary financial and criminal bases to sustain such operations. It is 
increasingly difficult for the police to keep up with the rapid development 
of new sources, outlets, and users. The evolution of small pockets of heroin 
use in smaller urban centres further complicates law enforcement efforts to 
curtail heroin distribution. 


Present law enforcement efforts have resulted in significant seizures and 
arrests. The police have been able to keep the price of heroin fairly high 
and thus somewhat limit its availability. Despite these gains, heroin is more 
readily available than it was five years ago, and heroin use is increasing. The 
economics of heroin distribution and the wide range of legal and illegal 
methods of evading prosecution give the system tremendous flexibility. 


B.3. AMPHETAMINES AND AMPHETAMINE-LIKE DRUGS 


LEGAL SOURCES AND LEGAL DISTRIBUTION 


The distribution of amphetamine (including dextroamphetamine), 
benzphetamine, methamphetamine, phenmetrazine, phendimetrazine, and 
their salts, is controlled by the Food and Drugs Act and the Food and Drug 
Regulations. These drugs are listed in Schedule G of the Act in which they 
are referred to as “controlled drugs”. Prior to 1973, distribution of these 
amphetamine and amphetamine-like drugs was regulated in the same fashion 
as the barbiturates (see B.7 Minor Tranquilizers, Barbiturates and Other Seda- 
tive-Hypnotics, “Legal Sources and Legal Distribution’, below). However, 
due to “the over-prescribing of these drugs by some medical practitioners... 
[and] concern about the public health implications of amphetamine abuse”, 
the Food and Drug Regulations were recently amended with new and stricter 
provisions regarding amphetamine, benzphetamine, methamphetamine, phen- 
metrazine and phendimetrazine coming into effect on January 1, 1973.° These 
drugs are now referred to as “designated drugs” which distinguishes them 
from the other “controlled drugs” in the Regulations. The amended Regula- 
tions restrict the right to “administer” (i.e., prescribe, give, sell, furnish, 
distribute or deliver) designated drugs to medical practitioners solely for the 
treatment of narcolepsy, hyperkinetic disorders in children, mental retardation 
(minimal brain dysfunction), epilepsy, Parkinsonism and hypotensive states 
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associated with anesthesia. Animals may be treated with these drugs for the 
depression of cardiac and respiratory centres. 


The Minister of National Health and Welfare may, however, authorize 
a practitioner to administer a designated drug for other purposes if he con- 
siders such use to be “in the public interest or the interest of science”. The 
newly restricted conditions for which amphetamines may be prescribed are 
to be periodically reviewed by “advisory committees” appointed by the 
medical profession, and may be altered “if the evidence indicates it to be 
advisable”’.* 


In all cases where a medical practitioner administers a designated drug 
to a patient, he must notify the Department of National Health and Welfare 
of the name, age, sex and address of the patient, or, where the patient is an 
animal, the address of the animal’s owner, the name, dosage and dose form 
of the designated drug, the date the drug was first administered and the 
practitioner’s name and address. If it is the practitioner’s intention that the 
“administered” dosage be consumed within a 30-day period, he must send 
his “notification” to the Department of National Health and Welfare within 
33 days of the first administration of the drug. If the drug is intended to be 
used for therapy exceeding 30 days, the prescribing practitioner must also 
submit the name and address of another practitioner who has confirmed the 
diagnosis of the patient’s illness, and he is to include the date of this confirma- 
tion in his official notification which must be sent to the Minister of National 
Health and Welfare within ten days of the confirming consultation. 


The Food and Drug Regulations contain provisions dealing with the 
labelling of designated drugs and prohibit their manufacture, sale, import and 
export by anyone other than an authorized licensed dealer. Hospitals are 
prohibited from dispensing or administering designated drugs without the 
authorization or prescription of a medical practitioner. Pharmacists may 
supply these drugs to hospitals and, upon receipt of a written or verified~ 
verbal prescription or order, to private persons. Licensed dealers, pharmacists 
and hospitals must keep records of all Schedule G drug transactions (in- 
cluding designated drugs) for at least two years in a form which can be 
readily inspected, and must notify the Minister of National Health and 
Welfare of any thefts or losses of these drugs. 


The simple possession of designated drugs is not prohibited by the 
Food and Drugs Act; however, possession for the purpose of trafficking is 
prohibited by the Act. 


Figures regarding the licit manufacture and sale of amphetamines 
between 1966 and 1972 are presented in Table B.8. There are no parallel 
figures for phenmetrazine (Preludin®) and phendimetrazine (Dietrol®) as 
they were not added to Schedule G of the Act until November 1, 1971. 
Prior to this date, these amphetamine-like drugs were listed in Schedule F 
of the Food and Drug Regulations and, consequently, the official estimated 
consumption of these specific substances was unavailable as the importation, 


608 


B.3. Amphetamines and Amphetamine-Like Drugs 


manufacture and distribution of Schedule F drugs are not routinely monitored 
by any governmental control agency.**! However, pharmaceutical market 
survey estimates of phenmetrazine sales between 1966 and 1972 are available, 
and these data—derived from a stratified random sample of Canadian drug 
stores, “discount houses’ and hospitals—are presented in Tables B.5 and B.6. 


Other amphetamine-like drugs, such as diethylpropion (Tenuate®), pi- 
pradrol (Meratran®), and methylphenidate (Ritalin®), are listed in Sched- 
ule F of the Food and Drug Regulations, and, consequently, official con- 
sumption estimates are not available for these substances. Pharmaceutical 
market survey estimates of methylphenidate sales to drug retailers and 
hospitals have, however, been provided to the Commission, and these data 
are presented in Tables B.5 and B.6. The laws regulating the distribution of 
these drugs are the same as those which govern the minor tranquilizers and 
non-barbiturate sedative-hypnotics (see B.7 Minor Tranquilizers, Barbiturates 
and Other Sedative-Hypnotics, “Legal Sources and Legal Distribution’, be- 
low). The simple possession of these amphetamine-like drugs is not prohib- 
ited by the Food and Drugs Act or its Regulations, but they may only be 
sold to the general public on a doctor’s prescription. 


TABLE B.5 


ESTIMATED Licir SALES OF PHENMETRAZINE AND 
METHYLPHENIDATE TO DRUG STORES AND HOSPITALS, 
IN KILOGRAMS, FOR THE YEARS 1966 THROUGH 1972* 


Year Phenmetrazine Methylphenidate 
LOGE RR IOS URE 585.0 51.0 
Cyd UES Bae SUAS Ad (eu 582.5 58.0 
TOGSURAL, Meee 545.0 71.0 
eg Oso tpealle pilin mene ys tetreore tty: 617.5 104.0 
ht HE eee AER Fone sone AN Pt. 8 552.5 94.0 
LTE Hea isten satis a ten 512.5 122.0 
| PARR Se Ne 302.5 123.0 


* Figures courtesy of the Canadian pharmaceutical industry and Intercontinental Medical Statistics. 
As ‘discount houses’ were not surveyed prior to 1971, the 1966 to 1970 data are thought to under- 
project sales of these drugs by approximately eight per cent. 


Apart from phendimetrazine, all of the amphetamine and amphetamine- 
like drugs legally marketed in Canada are imported into this country in bulk 
or ‘finished’ form and then further processed and packaged for domestic 
distribution. 


* The Bureau of Dangerous Drugs’ figures for 1972 show an estimated consumption of 30.2 
kilograms of phenmetrazine and 3,332.3 kilograms of phendimetrazine.™ 
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TABLE B.6 


ESTIMATED Licir SALES OF PHENMETRAZINE AND METHYLPHENIDATE, BY DOSAGE 
UNITS, For THE YEARS 1966 THROUGH 1972* 


(in millions of capsules or tablets) 


Phenmetrazine Methylphenidate 
Year 25 mg. 50 mg. 75 mg. 10 mg. 20 mg. 
1966... oth amie edocs 12.1 1.0 3.1 4.5 Ma 
1967 evo epee ts erred ntl Es 10.9 1.4 3.2 5.0 4 
1968 tie, Jeri Ai te ee ee 9.8 1 2 332 533 9 
1969.2 ditch: Bic Aesth on 11.0 1.3 cee | 6.4 2.0 
1970, THs ane ewan 10.6 ig 3.1 7.8 8 
IST 56... 25086. ae 8.3 1.3 332 10.4 ‘ 
LOT ZAN EWE Nido d sate 4.2 8 2.1 9.9 t.2 


* Figures courtesy of the Canadian pharmaceutical industry and Intercontinental Medical Statistics 
As ‘discount houses’ were not surveyed prior to 1971, the 1966 to 1970 data are thought to under- 
project sales of these drugs by approximately eight per cent. 


LEGAL SOURCES AND ILLEGAL DISTRIBUTION 


While ‘speed freaks’ have their own sources of illicitly manufactured 
stimulants (see “Illegal Sources and Illegal Distribution” below), the majority 
of the amphetamine and amphetamine-like drugs used non-medically or 
without benefit of prescription in Canada are legally manufactured by author- 
ized pharmaceutical companies. Despite these companies’ exercise of stringent 
precautionary measures, diversion of these substances to illicit channels of 
distribution still occurs. The extent of this diversion, however, is difficult to 
estimate. In the United States it has been calculated that between 8 and 12 
billion amphetamine doses were manufactured annually during the 1960s,1* 
42, 46, 50 and that between 30 and 50 per cent of this production was diverted 
to the illicit amphetamine market.?°. 4? These total production figures repre- 
sented sufficient amphetamine to provide every American with between 
35 and 60 five-milligram doses every year, and led the United States House 
of Representatives Select Committee on Crime to note that “... the largest 
single source of speed [amphetamine] is the overproduction by legal manu- 
facturers.”*°° 

The over-supply of amphetamines does not appear to be as critical in 
Canada as in the United States. In fact, the per capita consumption of licitly 
manufactured amphetamines (as based on actual sales to retailers and 


* In response to such investigations, the United States Bureau of Narcotics and Dangerous 
Drugs established an American 1972 amphetamine production quota at approximately 
80 per cent below the 1971 production level.* * * 
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hospitals) has declined by approximately 74 per cent between 1966 and 1972. 
Table B.7 illustrates the approximate per capita consumption of amphetamine 
drugs in Canada over this seven-year period for persons fifteen years of age 
and over.* 


This decreased production of legitimate amphetamines has probably 
resulted in fewer opportunities for illicit diversion, but there is still a signifi- 


TABLE B.7 


PER CaPprrA CONSUMPTION OF AMPHETAMINES BETWEEN 1966 AND 1972 


Year — Total 
Population (15 & over, in thousands).............cccssccecssesesesessesseesceseseees 13 ,423 
1966 Gonsumnntion (kilomrams) f. 00 ooo on Fe Ose nests en nadie acd nodeine 412.9 
Per Capita CONSUMPTION (IRS, Jr... 1h s:ceyene ay corttasscaveseapecbiseeQlupersescssdioces 30.8 
Population (15 & over, in thousands)..............cccccccessceccsssssssseecsesceees 13 812 
1967 SOMSUINPUON (KUORTAITIS)T igesiie se cdeteesscessccccocscvenglacsesecschovertipedipacsesoeres 378.9 
PEt HOLA CODSUMDLIOM AIG.) Aus ys waves scacihaerwciycdon igeesvachbucuoseeeBrebasdioios 27.4 
Population (15 & over, in thousands).............cccccccceessessceesseessesceneeeees 14,179 
1968 Ce SUENP LION A MHOOTAINS) [ack 5 Ae. sac bactonscteanvederessSscnvidoss. tectiteyaccatladte ise 303.1 
PETCCAILA COTISUTIOLION (IT 2S 1. <.527--careoxsnerescceee ovcadiononcsdecces Weipuciseascaccass 21.4 
Population (15 & over, im thousands). ...........ccccccecesscesssesscessceessessceees 14,461 
1969 GAPSUM TOT), (KAIORTAINS ) |: «000 ctu-dsdhausisacsuscenerssasencsgessasdbeareipheestinsancsh ces 270.0 
FEreapita CONSUMPTION CENGS.). orac.ccecsecescinsscdelevessccctoctesthonscehecetescsssdensts 18.7 
Population (15 & over, in thousands). ................ccccccceessesscsteceeeseeeseens 14,814 
1970 SC AEISUEIIEEION) (KTIOMTAIIS) [cons on ks Festot south hetersecyetehad os caterbavtesscdecceevatsecte 260.0 
Per capita consumption (mg5S.).............:0:006 oem. oe sd id tay. othe, 17.6 
Population (15 & over, in thousands)..............ccccccccesceseeesecesceeeeceseeeees 15,159 
1971 GEMSERSITSEIONL (KEIO RTAITIS) foto cacoeecaskdheceiescessiesniucsvedesong idsoseMbadsanvisedhos« 208.0 
PeTeCam ita CONSUMDUION (ING: biecs.secskscsccctentsent tocodeccasssteatster suasetesvegete 13.7 
Population (15 & over, in thousamds).............cccccccescesecsssssessesseeneesst 15,508 
1972 MCOHSUSIIDLION? (KTIOUTAINIS) | ccnetecostecsclcoccecetiscsausbacsetat vasocho ca teetetts Senaaiees 125.0* 
Perecapirasconsumption: (mgs. ).1 172. . side ask gages. ok ai. Was aah oss cvhev biden 8.1 


* Preliminary estimate only; actual sales for first nine months of 1972 were 95.1 kilograms. 
¢ Actual sales to retailers and hospitals as reported by the Pharmaceutical Manufacturers Associa- 
tion of Canada. 


cant difference (as illustrated in Table B.8) between the amount of am- 
phetamine available for medical use and the amount actually sold in Canada 
for the years 1966 through 1972. In this seven-year period nearly twice as 
much amphetamine was manufactured in Canada for domestic medical use 
(3,495.9 kilograms) as was actually sold to hospitals and retailers (1,958.0 
kilograms). The cumulative difference between these figures (1,537.9 kilo- 


* The relatively small amount of amphetamine annually prescribed to hyperkinetic children 
has not been separated out of Table B.7. For conversion purposes, a usual single dose 
of amphetamine (including dextroamphetamine) is 10 milligrams, while the usual single 
dose of methamphetamine (which accounts for about one-sixth of legal Canadian amphe- 
tamines consumption) is five milligrams. 
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grams) represents, according to the Pharmaceutical Manufacturers Associa- 
tion of Canada, “...imported amphetamine substances which are in the 
various levels or stages of inventory”.!® Their very existence, however, pro- 
vides the opportunities for illicit diversion at various manufacturing, refining, 
storage and transfer stages. 


In the recent past, the amphetamine-like drugs—particularly Preludin® 
(phenmetrazine) and Ritalin® (methylphenidate )—-were more widely avail- 
able in some Canadian illicit drug markets than any of the pharmaceutical 
amphetamine preparations. Phenmetrazine was not transferred from Schedule 
F of the Food and Drug Regulations to Schedule G of the Food and Drugs 
Act until November 1, 1971. Consequently, phenmetrazine loss and theft data 
prior to this date are unobtainable as losses and thefts of Schedule F drugs 
are not routinely monitored. However, growing medical concern about the 
use of amphetamines and the easy street availability of Preludin® and 
Ritalin® suggested increased diversion of these substances. Importation, sales, 
thefts and losses of methylphenidate remain officially unmonitored, and ade- 
quate phenmetrazine-related statistics have not yet been compiled.* 


In the United States, legally manufactured amphetamine and ampheta- 
mine-like drugs have been diverted to illicit channels of distribution through 
the smuggling of legally exported stimulants back into the United States 
(chiefly from Mexico), the ordering of drugs from mail-order drug whole- 
salers that do not verify their customers’ credentials, and occasional instances 
of physicians trafficking in large quantities of amphetamines without prescrip- 
tions.®, 15, 24, 33, 34, 41, 50,52 Cases of American physicians having operated 
“anti-obesity clinics” from which they routinely distributed amphetamines, 
without examinations or follow-up observations, have also been noted.?>. 44 


Diversion on the scale recorded in the United States has not been 
documented in Canada, although several very large seizures of legally 
produced stimulants (one involving 54,000 Preludins® *® and a second 
involving 12,200 Dexedrine® tablets!) have been reported within the past 
two years. Besides this diversion (the sources for which remain unknown), 
amphetamine and amphetamine-like drugs have been obtained through care- 
less or excessive prescribing on the part of some physicians, visits to several 
doctors, the refilling of unauthorized prescriptions, the forging or altering of 
prescription forms, and relatively small thefts from doctors’ and pharmacists’ 
offices.t * 18 Depending on the initial size of the illicit supply, these drugs 
are subdivided for wholesale and retail sales, eventually reaching the street 
at between ten and fifty cents a pill. Most of those amphetamine and am- 
phetamine-like drugs obtained through fraudulent prescriptions, however, are 
either used by the person who procured them or freely given away to friends. 





* Reported thefts of phenmetrazine totalled 145 grams for the first six months of 1972.% 

t Thefts of legally manufactured amphetamines rose through the 1960s but declined 
slightly in 1971. According to the Bureau of Dangerous Drugs, 61 grams were reported 
stolen in 1966, 153 grams in 1967, 295 grams in 1968, 310 grams in 1969, 582 grams in 
1970, and 424 grams in 1971.27 7% The accumulated reported thefts for this six-year 
period is equivalent to almost 200,000 ten-milligram doses of amphetamine. 


613 


B_ Sources and Distribution 


ILLEGAL SOURCES AND ILLEGAL DISTRIBUTION 


Several seizures of counterfeit amphetamine pills and ampule-filling 
machinery have been documented in the United States.1”. 4® However, most 
American illicitly manufactured amphetamine—and apparently all of that 
prepared in Canada—is available solely in a powdered form intended for 
the ‘speed’ market. The drug of choice is methamphetamine,* and the illegal 
laboratories which produce this substance are ordinarily located in the vicinity 
of a large speed-using clientele. Thus, 12 of 21 illicit methamphetamine 
laboratories seized by agents of the United States Bureau of Narcotics and 
Dangerous Drugs between 1966 and 1969 were in the State of California, 
serving the Haight-Ashbury speed scene.1* Similarly, Canadian ‘meth’ labora- 
tories are thought to operate primarily in the Toronto area. 


A speed laboratory requires a skilled (although not necessarily profes- 
sional) chemist, a dependable source for the chemical precursors of metham- 
phetamine, the requisite equipment to manufacture the drug, a relatively 
secure location and a modest capital outlay. The relative ease with which 
methamphetamine can be produced has led to the emergence of laboratories 
at various levels-of-sophistication. According to Roger Smith: 


A speed laboratory may range from a well organized, highly efficient 
operation, capable of producing five to twenty-five pounds of speed per week 
consistently, to a kitchen or bathroom in a small apartment, producing less 
than an ounce a week, to a college chemistry laboratory where a student 
produces speed only occasionally, when he needs money or feels the chances 
of detection are slight. 


The smaller laboratories may only involve one or two persons who 
produce methamphetamine (at a cost of about $200 a pound) and sell it 
themselves in ounces to lower-level dealers. In the larger operations, however, 
the methamphetamine will only cost around $30 to $50 a pound to manu- 
facture and will be sold in multi-pound lots. The chemist (who is usually 
hired by those sponsoring the venture) will probably have little or nothing 
to do with the selling of the drug. 


In 1970, primary distributors were likely to pay between $500 and $600 
a pound for large speed shipments or between $700 and $1,000 for individual 
pounds.+ Some of these purchases entered the local market and others were 


* Over 97 per cent of the seized amphetamine material destroyed by the Bureau of 
Dangerous Drugs during 1971 was methamphetamine.* Seizures of all amphetamines 
have risen dramatically since the mid-sixties. According to the Bureau of Dangerous 
Drugs, 14,522 seized grams were officially destroyed between January 1966 and July 1972.¥ 
The accumulated seizures for this six- and one half-year period is equivalent to nearly 
3,000,000 five-milligram doses of methamphetamine. Furthermore, 3,200 grams of seized 
phenmetrazine (an amphetamine-like drug) were destroyed between January and July 
of 1972, and an additional 70 pounds (approximately 32,000 grams) of this drug were 
reported seized during one police operation in Toronto in January 1973.2 This single Toronto 
seizure is equivalent to more than one-third of all the phenmetrazine legally imported 
into Canada for domestic processing and distribution during the previous year. The 
usual single dose of phenmetrazine is 25 milligrams (i.e., one-fortieth of a gram). 


Illicit methamphetamine prices have risen dramatically over the past few years and are 
presently between 50 and 100 per cent higher than those quoted in this section. 


—F 
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transported (often by motorcycle gang members, many of whom are heavily 
involved in speed dealing) to secondary speed centres that were not serviced 
by their own laboratories. Much of the speed in Montreal, for example, came 
from Toronto or a few cities in the north eastern United States, and some of 
this speed was then carried to Quebec City and Halifax. The methampheta- 
mine was then subdivided from pounds into quarter-pounds which, depending 
on the demand, the quality of the speed, and the distance from its manufac- 
turing source, sold for between $250 and $400 each. True ounces were then 
sold for between $120 and $150 to lower-level dealers (usually speed users 
themselves) who diluted the drug with a variety of substances (such as 
dextrose or monosodium glutamate) and sold ‘half-ounces’ to street dealers 
for between $75 and $85 and ‘quarter-ounces’ for approximately $40 or $45. 
The street dealers (who are all ‘speeders’) diluted the speed further and 
then sold it in ‘grams’ or ‘spoons’ ($10 to $25), ‘half-grams’ ($5 to $15) 
and ‘hits’ (one, two or three dollars) to members of the using community.* 
Street dealers rarely realize their potential profit as they personally consume 
much of their dealing supply and, consequently, are considered fortunate to 
return their initial investment. As Smith has noted, “as in almost all illicit 
marketplaces, it is the top level personnel who realize substantial profits with 
minimal risks, and the individuals enmeshed in the deviant culture who assume 
the most immediate risks with little compensation.”*% 


Credit arrangements exist at the top levels of the methamphetamine 
distribution system, but, at the lower levels, a down payment is a necessary 
prerequisite for credit advancement—and even then it is only extended to 
those few persons considered trustworthy. There is no credit in time of speed 
famines and cash is always demanded if the quantity sold is under one- 
quarter ounce. Small amounts of speed, however, may be purchased with 
valuable—and usually stolen—articles that are easily resalable. 


Some speed distribution networks are highly organized enterprises with 
a stratified dealing structure, territorial rights and hired debt collectors.+ 
However, these networks are usually relatively unstable below the quarter- 
ounce distribution level and street dealers are continually being replaced or 
are involved in the dissolution or re-establishment of dealing partnerships. 


It is difficult to estimate the amount of speed consumed in Canada, but 
a minimum of between ten and twenty pounds a week does not appear 
unreasonable. If divided into ‘grams’ for street sales, this quantity of metham- 
phetamine could gross between $2.5 and $5 million annually, with at least 
one-tenth of this amount reverting to the original manufacturers-distributors 
of the drug. However, personal consumption at various lower distribution 
levels is so great that it is unlikely that more than one or two million dollars 
changes hands in the speed marketplace every year. Compared to the 


* Quantities of speed weighing less than half an ounce are usually measured by eye with 
no recourse to scales, spoons or other standardized measuring devices. 


{ The use of physical force in the collection of debts contributes further violence to a 
scene that is already characterized by the casual possession and occasional use of fire- 
arms, and frequent ‘rip-offs’ (thefts) and ‘burns’ (fraudulent sales). 
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extremely large amounts of money ultimately exchanged for drugs in the 
cannabis and heroin scenes, the speed market remains a relatively insignificant 
illicit financial institution maintained by physical need at the bottom and 
more mercenary considerations at the top. 


B.4 COCAINE 


LEGAL SOURCES AND LEGAL DISTRIBUTION 


Controls on the possession and distribution of cocaine are specified in 
the Narcotic Control Act and the Narcotic Control Regulations. The Regula- 
tions state that only a duly authorized “licensed dealer” may “manufacture, 
import or export, sell, give, transport, send, deliver or distribute a narcotic”, 
including cocaine. Medical practitioners may only administer, prescribe, give, 
sell, or furnish cocaine to patients who are under their professional care and 
who require this drug for the condition for which they are receiving treatment. 
Hospitals are prohibited from dispensing or administering cocaine without the 
written order or prescription of a medical practitioner. Pharmacists may 
supply cocaine to hospitals and, upon receipt of written or verified verbal 
prescriptions, to private persons. 


Penalties with regard to the unauthorized sale or possession of narcotic 
drugs, including cocaine, are specified in the Narcotic Control Act. Cocaine 
stocks and records of all transactions of licensed dealers, doctors, hospitals 
and pharmacists must be open to Department of National Health and Wel- 
fare inspection according to the Narcotic Control Regulations. All thefts 
from the above parties must be reported to the Minister of National Health 
and Welfare. 


During the years 1961 to 1971 the estimated annual medical consump- 
tion of cocaine fluctuated between a high of 32.627 kilograms in 1965 and 
a low of 25.715 kilograms in 1970.8 


LEGAL SOURCES AND ILLEGAL DISTRIBUTION 


Although only relatively small amounts of cocaine are legally used in 
Canada, there are still thefts of this drug nearly every year. According to the 
Bureau of Dangerous Drugs, in 1968 and 1969 five and six ounces of cocaine, 
respectively, were stolen in Canada.!*:1* In 1970 nearly 15 ounces were 
stolen and, in 1971, thefts of cocaine rose to approximately 23 ounces. This 
latter figure represents about one-fortieth of all the cocaine legally used in 
Canada in 1971. 


ILLEGAL SOURCES AND ILLEGAL DISTRIBUTION 
ILLEGAL SOURCES AND PRODUCTION 


The primary source for illicit cocaine reaching Canada is South America, 
particularly Bolivia, Peru, Chile, Colombia and Ecuador.’ Since 100 kilo- 
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grams (220 pounds) of coca leaves yield only about one kilogram (2.2 
pounds) of refined cocaine,’ *® the extraction process (which takes from 
three to four weeks) is conducted as close to the growing areas as possible 
in order to reduce the weight of smuggled goods.”’ If it is too difficult to 
complete the extraction process in these remote areas, the leaves are mace- 
rated with lime (yielding a pulp or paste which is still lighter than the leaves ) 
and then carried further down the mountain where the extraction is com- 
pleted.* The drug may cross various borders as raw leaves, paste, or as refined 
cocaine hydrochloride powder.”® 


ROUTES AND ORGANIZATION WITHIN SOUTH AMERICA 


Much of the coca leaf and cocaine produced in South America is 
transported through that continent to serve indigenous users (see Figure 
B.8).* Bolivian coca products are often smuggled into Brazil, Paraguay and 
north western Argentina (where a large number of Bolivian coca leaf chewers 
live and work), or along river routes through these countries to Uruguay. 
Cocaine reaching Brazilian, Argentinian and Uruguayan ports may then be 
smuggled into North America and Europe.?® Some Bolivian leaves and paste 
are also transported into northern Chile for final processing and eventual 
export or shipment to southern distribution centres.?" 7° 


Illegal cocaine laboratories have also been found in Peru, Colombia 
and Ecuador.*’ From southern Peru the refined cocaine may be smuggled 
to Brazil, Bolivia or northwards through Colombia. This cocaine may then 
be shipped to North American and European markets. The Peruvian paste 
(as opposed to refined cocaine) may be transported northwards to Ecuador 
for final refinement and then to Colombia and Venezuela for domestic 
consumption and international shipment. Some Peruvian cocaine is shipped 
directly from northern Peru to Panama and North America.”® 


The numerous illegal cocaine laboratories in Peru, Bolivia, Chile, 
Ecuador and Colombia are independent enterprises which do not restrict 
their sales to individual syndicates.*7 The market is generally not well 
organized or tightly controlled and cocaine buyers need not establish criminal 
credentials before purchasing the drug. 


ROUTES AND ORGANIZATION OUTSIDE SOUTH AMERICA 


Before the Cuban revolution Havana was a major trans-shipment point 
for Bolivian and Peruvian cocaine, as well as European heroin.® The situation 
has since changed and cocaine is now more likely to be transported by hired 


* In the major producing countries of Bolivia and Peru (where coca plant cultivation is 
legal), production of coca leaf is officially estimated at 13,000 tons per year. International 
medical, scientific and industrial (soft drink flavouring) needs are estimated to be 300 
tons of coca leaf (i.e., about three tons of cocaine) per year. “Consequently”, accord- 
ing to the United Nations Commission on Narcotic Drugs, “at least 97 per cent of the 
world production serves no useful purpose’’.” 
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FIGURE B.8 
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seamen and diplomats (acting as couriers) or private entrepreneurs. The 
United States Bureau of Narcotics and Dangerous Drugs claims that their, 
. investigation of Chilean traffickers has revealed the existance [sic] of a 
well organized, highly sophisticated international narcotics smuggling organ- 
ization. . . which is responsible for smuggling vast amounts of French heroin 

and Chilean cocaine to United States recipients.” 


Organizations such as this recruit seamen couriers to transport the cocaine 
to various United States port cities (particularly east-coast cities such as 
Miami, Savannah, Norfolk, Baltimore, Philadelphia and New York), or hire 
individual couriers (such as diplomats or pilots) to carry the cocaine into 
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European, Canadian, Mexican and American ports of entry via commercial 
airlines. According to the American Bureau of Narcotics and Dangerous 
Drugs, these couriers are usually paid $1,500 per kilogram for United States 
deliveries and $500 for each kilogram of cocaine delivered to Canadian and 
Mexican cities. In the latter case, additional couriers are then hired to cross 
the Canadian-American or Mexican-American borders.?® Several air freight 
lines have also been utilized to smuggle cocaine into the United States via 
Panama to Miami, the major port of entry.?8 


Although the United States probably represents the largest single cocaine 
market outside of South America, there is considerable traffic in the drug 
in Mexico,® parts of Europe 7° and the Middle East.* 18 Police seizures of 
cocaine in India, Poland and New Zealand in 1969 indicate the international 
nature of such distribution.2* The Canadian market is relatively small, 
although the demand for cocaine is certainly increasing among youthful multi- 
drug users. According to Commission sponsored field investigations, most of 
the cocaine available in Canada is purchased by individual entrepreneurs in 
large American cities or is imported, in small amounts, from Peru, Bolivia, 
Ecuador or Chile.’ 1° Although these persons may establish United States or 
South American dealing contacts which are utilized on several occasions, 
they do not represent permanent and well organized criminal syndicates of 
the type which characterize the heroin trade and much of American cocaine 
trafficking. 


SEIZURES 


While police seizures, at best, only account for between five and ten 
per cent of the amount of illicit drugs actually distributed,?° they still serve 
as a useful index of changes in trafficking patterns. Statistics on seizures in 
the United States since 1966 indicate the recent and growing popularity of 
cocaine in North America (see Table B.9). From these figures (which repre- 
sent only federal Bureau of Narcotics, and Dangerous Drugs seizures) it 
appears as though cocaine distribution is accelerating in a fashion similar to 
that experienced by cannabis a few years ago. According to the R.C.M. 
Police, Canadian cocaine seizures have risen consistently from an “unappre- 
ciable quantity” in fiscal year 1969/70 to 2.65 pounds in 1971/72.7? Total 
Canadian distribution, however, is unlikely to exceed 150 kilograms a year, 
while the B.N.D.D. has estimated that twice this amount may be smuggled 
into the United States every month.!: 8 


PRICES AND DISTRIBUTION 


While the American cocaine market appears to be ultimately controlled 
by organized criminal syndicates, there is presently no evidence of such 
systematized and monolithic control in Canada. Cocaine is increasingly 
available in Canada’s larger urban centres (particularly Montreal, Ottawa, 
Toronto, Winnipeg and Vancouver), but it is unlikely that a single importa- 
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TABLE B.9 


POUNDS OF COCAINE SEIZED IN THE UNITED STATES FoR 1966—1971 


Year Pounds Seized 
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Source: Kurke, M. I. (Chief, Information Development and Analysis Division, United States 
Bureau of Narcotics and Dangerous Drugs, Washington, D.C.) Letter to the Com- 
mission, October 16, 1972. 


tion exceeds five kilograms and the largest Canadian sales are usually fractions 
of a pound. 


Canadian cocaine importers are generally young adults who have had 
extensive experience in dealing (and occasionally importing) drugs such as 
marijuana, hashish, hallucinogens and, very rarely, opium. These persons, 
either individually or in small groups, travel to the cocaine growing or 
refining countries in South America where they arrange to purchase ‘pure’ 
cocaine for between $1,000 and $3,000 a kilogram. (In the larger South 
American cities, a kilogram of cocaine may cost as much as $5,000 if the 
middlemen cannot be bypassed.) Transportation, hotels and incidental ex- 
penses may add as much as $3,000 to each of these buying expeditions. 


The cocaine is then smuggled into Canada, usually by commercial plane 
or air freight, through various resourceful methods. Additionally, small ship- 
ments of cocaine are occasionally mailed to Canada from South America or, 
if possible, a less conspicuous posting location. The powdery composition of 
the drug and its very high per-weight value make small quantities of cocaine 
easy to hide and, consequently, difficult for customs officials to detect. Despite 
the increased smuggling of this drug, a large importation seizure has yet to 
occur in Canada. 


Upon arrival at its Canadian destination the pure cocaine is divided 
among those who subsidized the purchase. Some of this pure cocaine is occa- 
sionally distributed to other dealers (some of whom may operate in other 
cities) for between $12,000 and $14,000 a pound, but most of it remains 
with the importers who initially dilute the drug with lactose or dextrose by 
50 to 100 per cent and sell it in ounces to local sub-dealers. 


In American cities the distribution network is somewhat different as 
importing syndicates sell pure kilograms to large distributors who, in turn, 
sell diluted pounds, or parts thereof, to dealers lower in the cocaine distribu- 
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tion hierarchy. The United States prices are also lower than those in Canada, 
perhaps reflecting the greater availability of the drug. As reported by 
Woodley, 


In the illegal drug business, cocaine is sold cut [diluted] in $10 or $20 cap- 
sules...; teaspoons [between $65 and $75] and tablespoons [$150]...; 
“pieces”, which are four tablespoons, or about an ounce [$550]; parts of 
“keys” (kilograms, 2.2 pounds) from eighths, quarters [about $4,500], halves, 
all the way to whole keys of pure cocaine, which cost, in New York anywhere 
from $14,000 to $20,000.* 


In contrast, Montreal and Toronto cocaine distributors ordinarily sell 
approximately 50 per cent pure cocaine for around $750 an ounce (pure 
ounces, which are very rarely available, command at least $1,000 each), 
while similarly diluted half- and quarter-ounces are sold for between $400 
and $500 and $200 and $300, respectively. The purchaser of these ‘weights’ 
is likely to further dilute the drug and sell it in grams (for between $40 
and $60 each, depending on its purity and the number of grams bought 
simultaneously) or half-grams (at between $25 and $35 each). If cocaine 
were commercially available from a pharmacist, his normal mark-up would 
indicate a retail price of no more than $50 an ounce. 


The relatively unorganized nature of the Canadian cocaine distribution 
system is reflected in the irregular availability of the drug and the lack of 
price, purity and quantity standardization even within the same city. As the 
cocaine-using population (almost all of whom occasionally ‘snort’ rather than 
inject the drug) continues to expand, the market is likely to be serviced by 
better organized and more experienced drug distributors who recognize the 
significant profits to be made from such ventures. At this time, however, the 
cocaine market more closely approximates the Canadian marijuana market 
of the early 1960s than the heroin distribution network which cocaine is 
erroneously but often considered a part of. 


B.5 HALLUCINOGENS 


LEGAL SOURCES AND LEGAL DISTRIBUTION 


The laws controlling the distribution and possession of hallucinogens 
are contained in Part IV of the Food and Drugs Act and Part J of the Food 
and Drug Regulations. Hallucinogens are referred to as “restricted drugs” 
in both the Act and its Regulations. These legislative measures came into 
effect in August 1969. At that time it became illegal for unauthorized persons 
to possess, sell, manufacture, export or import LSD, DET, DMT and STP 
(DOM).* MDA, MMDA and LBJ were added to the Schedule of restricted 
drugs in December 1969, and in May 1970 a number of dimethoxyampheta- 





* The unauthorized sale of LSD was originally prohibited in 1962, but comprehensive 
hallucinogen control measures (including a possessional offence) were not enacted until 
August 1969. 
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mines were also added. Harmaline and harmalol, the most recent additions, 
were included in this Schedule in November 1971. All restricted drugs are 
presently listed in Schedule H of the Food and Drugs Act. 


This Act and its Regulations limit the possession of restricted drugs 
to institutions and persons authorized by the Minister of National Health and 
Welfare. Federal analysts and inspectors, police and court officers, and staff 
members of the Department of National Health and Welfare may also 
possess these restricted drugs if such possession is “for the purpose and in 
connection with” their employment. Persons or institutions authorized by 
the Minister to possess or distribute these substances must keep a record of 
their stocks and transactions for Department of National Health and Welfare 
inspection, and must notify the Minister of National Health and Welfare 
and local law enforcement authorities of “any loss or theft of a restricted 
drug”. 

At the present time a government official within the Health Protection 
Branch of the Department of National Health and Welfare has been desig- 
nated as the only “licensed dealer” of restricted drugs in Canada." Qualified 
investigators wishing to conduct research with these drugs must apply for 
their purchase through an institution (including universities, hospitals, and 
departments or agencies of the federal or provincial governments) to this 
“licensed dealer” who must receive ministerial approval before he distributes 
restricted drugs. 

Current research involving restricted drugs is focussed primarily on ani- 
mal studies and investigations into improved analytical methodology.11 Re- 
quests for the use of restricted drugs in clinical studies (involving human 
subjects) have not been approved in Canada since 1969. 


Several varieties of organic hallucinogens (including nutmeg, morning 
glory seeds, woodrose, amanita muscaria [‘magic mushroom’] and psilocybin) 
are not included in either Schedule H (restricted drugs) or G (controlled 
drugs) of the Food and Drugs Act, in Schedule F of the Food and Drug 
Regulations or in the Schedule of the Narcotic Control Act. Consequently, 
the importation, possession and sale of these substances are not prohibited. 
However, these drugs are rarely available in the Canadian drug market and 
are generally used, if at all, for non-psychotropic purposes. Mescaline is 
controlled under Schedule F of the Food and Drug Regulations and may be 
legally purchased only on the written or oral prescription of a licensed 
medical practitioner. However, even if an individual possessed such a pre- 
scription, it would, at present, be impossible to have it filled at any pharmacy 
as commercial pharmaceutical mescaline is not available in Canada. All 
legally distributed supplies of mescaline have been used exclusively for research 
or experimental medical purposes. 


LEGAL SOURCES AND ILLEGAL DISTRIBUTION 


Except for a very few authorized experimental programs, there have 
been no legal sources for and no legal distribution of the more popular hallu- 
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cinogenic drugs in Canada since August 1969. Some hallucinogenic drugs, 
however, are available as legally manufactured prescription veterinary sub- 
stances, and there is reason to believe that one of these, PCP, may have been 
occasionally diverted to the underground market where it has been packaged 
and sold as the ‘peace pill’, as ‘THC’, and as mescaline. This drug first became 
popular among Canadian hallucinogen users during 1970 and 1971, and 
recent street-drug analyses and police seizures indicate that PCP is still readily 
available in the illicit market. 


ILLEGAL SOURCES AND ILLEGAL DISTRIBUTION 


All of the major hallucinogens in the illicit drug market (such as LSD, 
PCP and MDA) are either illegally produced in Canada or are smuggled 
into this country, primarily from the United States. The North American 
underground distribution of LSD (or ‘acid’), the most popular and widely 
discussed hallucinogen, was not publicly noticed until 1962 when an “. 
illicit trade in the 25 mcg. tablets, 100 mcg. ampules, and in sugar cubes 
staturated [sic] with 100 mcg. of the agent...” was first reported on the 
American west coast.4 Sandoz Pharmaceuticals, the only legal distributor 
of LSD, withdrew the drug from the clinical research market in early 1966 
as a result of “. . . unforseeable public reaction. . .”’.3° Sale of lysergic acid 
(an essential chemical precursor for LSD manufacture) to unauthorized 
customers was prohibited by the United States Food and Drug Administra- 
tion around the same time, and all LSD distributed to authorized researchers 
was recalled. But, as Geller and Boas have noted, “... prior to 1966 one 
could still legally purchase lysergic acid from.. . . [chemical suppliers] . . . for 
approximately fifty to seventy-five dollars a gram and a good many people 
were doing exactly that.”® When LSD itself was made illegal,* the more 
determined manufacturers (now armed with the chemical know-how and 
several years of laboratory experience) simply moved their operations under- 
ground, obtained their chemical precursors from illicit sources, and continued 
to produce LSD while experimentally developing newer hallucinogens such as 
STP (which first appeared in California in mid-1967)?*: 22 and MDA (which 
gained widespread popularity in Canadian multi-drug scenes by the summer 
of 1969). LSD, however, remains the principal drug in the hallucinogen 
market and will be considered prototypical in the following discussion.t 


LSD is manufactured in underground laboratories (called ‘factories’ or 
‘kitchens’) in or close to cities in which there are large concentrations of 


* The illicit manufacture and sale of LSD were prohibited in the United States, as mis- 
demeanours, under the federal Drug Abuse Control Amendments of 1965, which came 
into effect in April 1966. Illicit manufacture and sale were rescheduled as felonies in 
1968 and a federal possessional offence was introduced at the same time. More impor- 
tantly for illicit manufacturers at that time, the California legislature outlawed the pos- 
session and sale of LSD in the fall of 1966.* 1 % 


+ Small amounts of organic hallucinogens, such as mescaline, peyote and psilocybin, are 
reputed to occasionally enter the Canadian drug market. These supplies, however, are 
highly irregular and not associated with any major distribution network. 


623 


B_ Sources and Distribution 


users.* While some laboratories are thought to exist in Toronto, Montreal 
and British Columbia, most of the LSD in Canada is illegally imported from 
American sources, chiefly in California. While it is generally conceded that 
LSD use has become less noticeable over the past few years, the United 
States Bureau of Narcotics and Dangerous Drugs noted that the drug was still 
being manufactured by perhaps as many as 100 clandestine laboratories 
across the United States in late 1971.9 


The actual production of LSD requires a substantial financial outlay, 
access to illegal chemical precursors, and considerable chemical skill. Cons- 
truction of an LSD laboratory necessitates a minimal expenditure of around 
$10,000 for basic equipment and chemical ingredients.” 14 According to 
Warner: 


The materials come from chemical and laboratory supply houses located in 
most of the major metropolitan areas. . . . The laboratory equipment is 
available to anyone able to pay the catalog prices. With the exception of 
lysergic acid, which is a controlled item, the precursors or chemicals necess- 
ary to make most of the popular hallucinogenic drugs can be purchased 
from these supply houses.” 


The major difficulty encountered by LSD manufacturers is obtaining 
the essential chemical precursor: lysergic acid. This chemical is ordinarily 
secured through the chemical hydrolysis of ergotamine tartrate. While ergo- 
tamine tartrate can be obtained for authorized purposes from American 
chemical supply houses, it is usually purchased on the black market for 
between $15,000 and $20,000 a kilogram (2.2 pounds) or is smuggled into 
North America from Poland or Czechoslovakia where it is more readily 
available for about one-half of the American cost. One hundred grams of 
ergotamine tartrate is said to yield approximately nine grams of lysergic acid 
which, when subject to further chemical procedures, actually yields about 
five grams of LSD.+1° These five grams of LSD, however, represent between 
10,000 and 50,000 single-dosage units of the drug, depending on how it is 
subdivided for retail sale. 


Large-scale LSD manufacturing is ordinarily sponsored by one or two 
major investors who are usually in their early twenties to early thirties and 
have the contacts and capital to initiate such a venture. Carey, in describing 
these individuals at the top of the LSD distribution hierarchy, has noted that: 


Minus the cost of lysergic acid and laboratory costs, the Mr. Big should take 
but two to three months to clear his major expenses for the year, and then 





% 


Nearly 50 per cent of the 72 illicit hallucinogen laboratories seized by agents of the 
United States Bureau of Narcotics and Dangerous Drugs between 1966 and 1969 were 
located in three states: California, Massachussetts and New York. 


t+ Some underground chemical manuals promise a yield of at least four times this high, or 
more than 20 grams of LSD from 100 grams of ergotamine tartrate.®2 Some San Fran- 
cisco area underground chemists claim an LSD yield of as high as 33 per cent. 
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his overhead is merely precautionary. The Mr. Big obviously needs but one 
motivation—money. Obviously, he must operate as a criminal, hiding his 
raw materials, his finished product, his laboratory, and even his chemist.*? 


In 1968 the major California ‘chemists’ are each said to have been 
manufacturing sufficient LSD to produce between 10,000 and 20,000 indi- 
vidual doses a month. These chemists’ skills are highly valued (each earns 
between $1,000 and $2,000 a month) and, consequently, they are unlikely 
to be involved in the actual distribution of the drug.? Rather, the chemist 
will deliver the LSD in a crystalline or ‘liquid’ (in solution) form to the 
major investor and he, in turn, will sell grams or half-grams of the drug to 
other large-scale dealers or convert the drug to single-dosage units for sale 
in thousand-dose lots. Grams of LSD have sold for up to $4,000 each, but a 
steady deflation of the market since 1968 has lowered their price to between 
$500 and $600 apiece in California and between $750 and $1,200 apiece 
throughout most of Canada. The purchaser of grams, however, is still faced 
with the problem of converting the drug into individual doses. 


The transformation process employed depends on whether the grams of 
LSD are initially liquid or crystalline. In the case of liquid grams, a blotter 
may be soaked in a known amount of the drug and then, after drying, divided 
into the desired number of ‘hits’ (single doses). Alternatively, gelatin may be 
added to a solution containing a known amount of the drug. This mixture is 
then dried and cut into uniform single doses which are sold as ‘clear light’ or 
‘window pane’ acid.+ Crystalline LSD is usually mixed (or ‘buffed’) with 
inert substances, such as lactose or baking soda (and, occasionally, non-toxic 
colouring), in an agitator for several hours.{ This mixture is then ‘capped’ 
(placed into capsules) or ‘tabbed’ (compressed into tablets on professional 
machinery). The tabbing process may be performed by someone external to 
the particular dealership for between five and ten per cent of the LSD’s value 
at this stage in the distributing network. 


Whether the single doses of LSD are prepared from liquid or crystalline 
grams does not essentially affect the eventual yield: one gram (or one million 
micrograms) of LSD can be converted into 4,000 single doses, each of which 
contains 250 micrograms of the drug. Should the manufacturer desire smaller 
dosage units (and larger profits), he need simply add more ‘buff’ to his 
crystalline mixture. In this manner one gram of LSD will yield as many as 
10,000 doses, each containing a potent 100 micrograms of LSD. 


* Some of the very early (pre-1968) underground LSD manufacturers appear to have 
been motivated more by a desire to ‘turn on the world’ than any mercenary considera- 
tions. 


+ Liquid LSD may also be ‘dropped’ on nearly any ‘carrier’, sugar cubes being the best 
known example of this method. This mode of packaging, however, has rarely been 
observed since the mid-sixties. 


++ 


Adulterants such as amphetamines or strychnine may be added at this stage of the 
packaging to produce certain effects considered more desirable or saleable by the 
manufacturer. 
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These tablets or capsules of LSD are quickly sold, in bulk lots, to a 
number of middle-level dealers, often on consignment. Although the price 
varies with the potency and quality of the drug, 4,000 or more doses will 
usually cost around $800 (or twenty cents each) in California, while smaller 
bulk purchases are calculated on a twenty-five cent per single-dose basis. 
Third-level dealers, who pay the middle-level dealers in cash for their supplies, 
are likely to purchase under one thousand units at a time for between thirty 
and forty-five cents a hit. They, in turn, sell smaller lots (usually well under 
one hundred) to street dealers for between fifty cents and one dollar a dose. 


LSD is occasionally smuggled into Canada as liquid or crystalline grams,* 
but is more likely to initially appear as ‘tabbed’ grams (about 4,000 individual 
doses) which sell for a little over $1,000, or in thousand-hit lots which sell 
for around $400 each. These bulk purchases are then subdivided into smaller 
lots for sale to intermediary and street dealers, the per unit cost increasing 
with each exchange. Eventually LSD is sold to its consumers for around two 
or three dollars a single dose, although street prices as low as one dollar 
a dose have been reported.¢ 


Persons who traffic in small amounts of LSD are ordinarily also engaged 
in the distribution of other drugs such as marijuana and hashish. ‘Chemicals’ 
(as the hallucinogens are generically referred to) are simply part of these 
dealers’ regular inventory, although they are rarely aware of the actual 
substances they are selling. Their customers are similarly unaware, and hallu- 
cinogen dealers occasionally take advantage of this situation by claiming 
that their chemicals are whatever drug it is that’s being sought. ‘Strawberry 
acid’, for example, may be sold as ‘pink mescaline’ to someone desiring an 
‘organic’ drug. In some cases a dealer may, knowingly or otherwise, sell 
impurely or incompletely synthesized hallucinogens, or combinations of non- 
hallucinogenic drugs (or even inert substances) alleged to be ‘chemicals’.?® 
In both cases, however, it is not uncommon for customers to return for 
additional supplies after experiencing what they deem to be a ‘good trip’. 


For most hallucinogen users, the quality or purity of a given capsule 
or tablet does not appear to be as important as their subjective appreciation 
of the drug’s effects. While these persons will question a dealer as to a drug’s 
purity, they are usually in no position to dispute his claims. Consequently 


* LSD, in either liquid or crystalline form, is easier to smuggle through international 
customs than any other drug because of its relatively infinitesimal weight and the fact 
that it is odourless, colourless and tasteless. 


ft In the winter of 1967-68, a single-dose unit of LSD could still command between ten 
and fifteen dollars in the Canadian hallucinogens market. By the summer of 1968 the 
retail price had dropped to five or six dollars, and it has declined steadily ever since. 


++ 


Customers complaining of ‘bad trips’ to a dealer are usually informed that the problem 
rests in their psyche and not the drug. While bad trips on ‘good acid’ have been docu- 
mented, it is also true that some adverse reactions are the consequence of ingesting 
hallucinogens of poor quality or substances that have no psychotropic properties. 
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they are likely to decide to purchase on the basis of their trust in and 
experience with the dealer, the availability of alternate sources, their fam- 
iliarity with the drug in question, the. occasional reports of other users, and 
the price of the drug. 


Analyses of street LSD and other hallucinogens have generally found 
that a substantial percentage of the samples are something other than they 
were alleged to be.* Generally speaking, LSD, MDA and PCP—or some 
combination of these drugs—account for at least 90 per cent of the hallu- 
cinogens available in the illicit market. PCP is almost never alleged to be 
PCP when submitted for analysis, mescaline is extremely rare, and psilocybin 
has never been positively identified through a street-drug analysis program. 


Marshman and Gibbins, in an analytical study of street drugs collected 
in Ontario (primarily Toronto) between January 1969 and February 1970, 
found that only 56 per cent of the 176 samples alleged to be LSD “. . . did in 
fact contain that substance in a relatively well purified form”.** Another 22 
per cent of these samples were the result of unsuccessful LSD synthesis and 
18 per cent were “impure” LSD. Less than one per cent of the samples could 
not be identified, and four per cent contained no LSD at all. Only 62 per cent 
of those samples alleged to be MDA actually were MDA, and none of the 
58 samples alleged to be mescaline actually contained this drug. 


A Commission review of Canadian street-drug analysis (performed by 
numerous Canadian laboratories, from January 1970 to November 1972) 
found roughly similar results. Excluding LSD-PCP mixtures (which are 
reported as a separate drug category by the Health Protection Branch), 
slightly more than two-thirds of the 162 analysed samples alleged to be LSD 
were, in fact, relatively pure LSD. About five per cent of these samples were 
the products of faulty or incomplete LSD synthesis, and the remainder were 
either deceptions containing no LSD (17 per cent) or LSD mixed with other 
drugs such as MDA or barbiturates (9 per cent). Only 42 per cent of the 
64 samples alleged to be MDA actually contained pure MDA, while an 
additional 20 per cent contained MDA mixed with other drugs such as LSD 
or amphetamine. In 27 per cent of the cases a drug other than MDA was 
present, and in the remaining 11 per cent of the analyses no drug was iden- 
tified. Of 171 samples alleged to be mescaline, only five (3 per cent) con- 
tained any mescaline, whereas PCP, LSD or LSD in combination with other 
drugs constituted 59 per cent of the analyses. The remainder consisted of 
other drugs (20 per cent) or no drug at all (18 per cent). 


Thus, an illicit hallucinogen user has, at best, about a fifty per cent 
chance of obtaining an unadulterated drug through street transactions. 





* Hallucinogens submitted to laboratories for analysis are often those suspected of being 
adulterated or the cause of adverse reactions. Consequently, the samples reviewed in 
this section can in no way be considered a random selection of hallucinogens in the 
Canadian market. These data are reviewed in more detail in Appendix A.5 Hallucinogens and 
Their Effects. 
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B.6 ALCOHOL 


LEGAL SOURCES AND LEGAL DISTRIBUTION 


The majority of the alcoholic beverages consumed in Canada are manu- 
factured here. More than 95 per cent of the ale and beer consumed by 
Canadians is brewed in Canada and, with the exception of scotch whisky 
and a few other imported beverages, the distilled liquors consumed in Canada 
originate in this country. Over one-half the wines consumed in Canada are 
domestically produced. 


The Federal Government, through the Excise Act, regulates the manufac- 
ture and importation of all beverage alcohol through the issuing of licences 
or permits to all distillers, brewers and importers. Manufacturers or importers 
of beverage alcohol are required to pay an excise duty on all products sold, 
and they must report all phases of their operations to the Federal Govern- 
ment. The contents and quality of alcoholic beverages, including the permis- 
sable range of alcohol concentration, are regulated by the Food and Drug 
Regulations. 


The distribution of alcoholic beverages is regulated by the provincial 
governments and the governing bodies of the Yukon and Northwest Territories 
which hold a monopoly on the sale of beverage alcohol in their jurisdictions. 
Distribution is legally regulated by provincial liquor control acts, and their 
sale in such outlets as cocktail lounges, beverage rooms and licensed dining 
rooms is regulated through these acts or, in some provinces, liquor licensing 
acts. 


Liquor control acts empower provincially appointed boards to determine 
the prices at which bottled beverage alcohol is sold in retail outlets, as well as 
hours of sale and, in some provinces, those private entrepreneurs who may 
operate as special agents for the sale of bottled beverages. These include, 
for example, independent grocers in Quebec who may sell beer or, in a few 
other provinces, private merchants in remote areas whose premises are utilized 
as retail outlets for liquor. 


Liquor licensing acts govern the conditions under which liquor or beer 
may be dispensed for on-site consumption. Hours of sale are closely regulated, 
and sanitary and hygienic requirements are specified in the regulations to 
these provincial acts. Licensing boards also stipulate the number of outlets 
which may be operated in a given area, and determine who shall be permitted 
to operate these drinking establishments. 


Provincial statutes specify drinking age limits, with penal consequences 
for persons who sell alcoholic beverages to persons under the legal age. 
At the present time, the following legal ages apply: 18 years of age— 
Saskatchewan, Manitoba, Ontario, Quebec, Prince Edward Island and 
Alberta; 19 years of age—Nova Scotia, British Columbia, New Brunswick, 
Newfoundland, the Yukon and Northwest Territories. 
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In all provinces the sale of alcoholic beverages to intoxicated persons 
or to “interdicted” persons, that is, persons who, in the opinion of provincial 
authorities, use alcohol excessively to the detriment of their family or others, 
is prohibited. 


The distribution of alcoholic beverages in Canada is of significant eco- 
nomic proportions. During 1970, more than 16,000 persons were employed 
by distilleries, breweries and wineries in Canada, sharing a total payroll of 
more than $140 million.® § ® Table B.10 shows the dollar value of all alco- 
holic beverages sold (i) by liquor authorities to the final consumer and to 
holders of licences to resell, (ii) by wineries and breweries to holders of 
licences to resell, and (iii) by wineries’ and brewers’ retail outlets.7 The dollar 
volume of such sales is increasing annually. Between the fiscal years ending 
March 31, 1967 and March 31, 1971, the dollar volume of these sales 
increased by over 37 per cent. Total sales for fiscal year 1970/71 were in 
excess of $1.85 billion. This figure does not represent the final retail selling 
price of all alcoholic beverages, as mark-ups by licensees, on the sale of 
alcoholic beverages to final consumers, are not included. 


TABLE B.10 


SALES OF ALCOHOLIC BEVERAGES IN CANADA BY VALUE 
FIscAL YEARS 1966/67 To 1970/71 


(in thousands of dollars) 


1966 /67 1967 /68 1968 /69* 1969 /70 1970/71 
DING Biase 661 ,282 734,368 784 , 833 817,201 869 , 640 
Wee eet wt 103,811 117,749 129,871 154,680 178,951 
Beers ..2U2351)- 587.374 624,673 668 ,955 731,449 808 ,023 
RAS peter epee) 1,352,467 1,476,790 1,583,659 1,703,330 1,856,614 


Source: Canada, Statistics Canada. The control and sale of alcoholic beverages in Canada: 1970. 
Catalogue 63-202. Ottawa: Information Canada, 1972. 


* The 1968/69 figures include an eight per cent retail sales tax collected at outlets by one province 
that year. Total collection: $10,140,000. 


Commerce in beverage alcohol is a significant source of revenue for 
federal, provincial and territorial governments—the Federal Government, 
through the collection of taxes and excise and import duties and the issuing of 
licences and permits, and the provincial and territorial governments, through 
the sale of permits, the collection of taxes and the profits accruing from sales 
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through government monopolies. Table B.11 lists the revenues of all govern- 
ments in Canada specifically derived from the control, taxation and sale of 
alcoholic beverages during fiscal years ending March 31, 1967 to 1971 
inclusive. It will be noted that during this four-year period the revenue of 
provincial and territorial governments from these sources increased by more 
than 42 per cent, and the revenue of the Federal Government increased by 
almost 32 per cent. During the fiscal year ended March 31, 1971, the total 
revenue of all governments from the control, taxation and sale of alcoholic 
beverages was almost one billion dollars. 


LEGAL SOURCES AND ILLEGAL DISTRIBUTION 


While alcoholic beverages are probably more accessible in Canada pres- 
ently than ever before, high taxation of these products and the regulation of 
sales (particularly age and temporal restrictions) continue to invite the 
illegal distribution of licitly produced beer and liquor. In some cases the 
alcohol is diverted (usually through theft or smuggling) from its legitimate 
distribution channels, and in other cases alcohol is sold to persons, in places, 
or at times, prohibited by provincial statutes. 


Despite the recent reduction of the legal drinking age in several Canadian 
provinces, it is likely that under-aged youths continue to imbibe alcoholic bev- 
erages. For most, the age restrictions can be evaded by simply borrowing an 
older friend’s or relative’s identification document or by purchasing or pre- 
paring passable counterfeits. If the alcohol is desired for residential consump- 
tion, an older friend may agree to purchase the beer or liquor and transfer 
it to an under-aged person. Furthermore, nearly every Canadian city contains 
a few bars, taverns or discotheques with a reputation for “not checking 
I.D.’s”, so that, in many instances, there is no need to resort to the strategems 
mentioned above. 


Provincial regulations regarding the times during which alcohol may 
be purchased and the lack of retail liquor outlets in some communities 
have probably contributed to the persistence of various bootlegging opera- 
tions throughout the country. In most large Canadian cities nearly anyone 
can buy alcohol ‘after hours’ or on Sundays, at approximately twice the cost 
of a legal purchase, by simply contacting taxi-cab firms that are known to 
provide such services.?® Similar distribution operations exist in ‘dry’ com- 
munities where a local resident may stockpile alcoholic beverages for illicit 
resale at any time of day or night. 


In some small towns, where an individual—for various reasons—may be 
refused service in licensed liquor premises, there often exist houses where he 
may illegally purchase and consume beer or liquor for about twice the legal 
fare.7° Similar bootlegging ventures (some of which are controlled by organ- 
ized criminals) are apparent in most large cities where they are generally 
known as ‘bottle houses’, ‘after-hours places’ or ‘blind pigs’. As in the 
smaller communities, the alcoholic beverages are legally obtained from pro- 
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vincially controlled retail outlets and then resold (in violation of various 
provincial statutes) at approximately a 100 per cent price mark-up.?® 7° 


The most dramatic diversions from legitimate distribution channels, 
however, involve the theft of considerable quantities of alcohol from trucks 
or warehouses and the smuggling of duty-free liquor. The smuggling opera- 
tion is most popular in Newfoundland where some outporters travel the 
seven miles from Burin Peninsula to the French island of St. Pierre to pur- 
chase duty-free liquor (rum, for example, costs less than two dollars for a 
26-ounce bottle) which they then smuggle back to Canada for resale.**: 4% 
One particularly profitable item is a pure alcohol known as ‘steam’, which 
can be purchased in two and one-half-gallon cans for $25. Each can, accord- 
ing to an article in Time magazine, “produces 15 bottles, which in turn can 
be cut three-to-one”.** This enterprise is said to generate between five hun- 
dred thousand and one million dollars a year for those who participate in 
the smuggling.** The theft of liquor, particularly through the hijacking of 
trucks, is another source of illicit diversion. Most recent thefts of this nature 
have occurred in the Province of Quebec where several shipments valued in 
the neighbourhood of one hundred thousand dollars have been stolen.1): ° 
29,44 The size and sophistication of these thefts suggest organized criminal 
involvement but, at the moment, there is no data to substantiate this claim 
or to explain how the stolen liquor is eventually distributed. 


ILLEGAL SOURCES AND ILLEGAL DISTRIBUTION 


The production and distribution of illicitly distilled alcohol in Canada 
continues to flourish in spite of the increased accessibility of legal liquor. 
The production of ‘moonshine’ is often considered a relatively innocuous 
ethnic custom or a delightful and satisfying evasion of government attempts 
to control or tax pleasure. These factors help to make moonshine produc- 
tion difficult to detect. However, the impurities in some illicitly produced 
alcohol, the involvement of organized criminal elements, and the significant 
amounts of tax revenue lost yearly constitute a serious problem. 


According to the Deputy Commissioner of the R.C.M. Police more 
than 2,300 ‘stills’ were seized between April 1960 and April 1971. Most 
of these stills, 


...Wwere of the pot or drip type variety having a daily capacity of one to 
fifty gallons of spirits [but approximately ten per cent] were of the large 
commercial type with a daily capacity ranging from fifty to 275 gallons of 
spirits.” 


The most recent Annual Report of the Solicitor General of Canada indi- 
cates that between April 1st, 1971 and March 31st, 1972, 237 stills were 
seized under the Excise Act.® Eleven of these stills were of the large com- 
mercial type, and it is estimated that their combined daily output was nearly 
1,500 gallons. Table B.12 presents a summary of illicit alcohol and still 
seizures from April 1966 to March 1972. 
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TABLE B.12 


SUMMARY OF ILLICIT ALCOHOL RELATED SEIZURES UNDER THE ExcIsE ACT 
For FISCAL YEARS 1966-67 To 1971-72 


1966-67 1967-68 1968-69 1969-70 1970-71 1971-72 


Stills and Part Stills........ 207 134 186 292 261 237 
Spirits (gallons)*.............. 6,014 3,714 yy ee 8,290 4,872 5,407 
Beer and Wash (gallons)... 70,042 ti a PA | 52,023 99 ,303 38,682 61,316 


Sources: Canada, Solicitor General of Canada. Annual Report, 1969-1970. Ottawa: Information 
Canada, 1970. 


Canada, Solicitor General of Canada. Annual Report, 1970-71. Ottawa: Information 
Canada, 1971. 


Canada, Solicitor General of Canada. Annual Report, 1971-72. Ottawa: Information 
Canada, 1972. 


Perry, W. F. G. (Chief Preventive Officer, R.C.M. Police) Letter to the Commission, 
November 17, 1971. 


* In addition to seizures of spirits under the federal Excise Act, some provinces handle seizures of 
spirits under provincial statutes. Such seizures are not included in the above statistics. 


According to the R.C.M. Police, since the excise duty on one gallon 
of proof spirits is $14.25 and illicit spirits normally analyse at 150 proof or 
higher, it is estimated that the federal revenue loss on one gallon of illicit 
spirits is at least $20.5 42 The Federal Government’s tax revenue loss for the 
5,407 gallons seized during 1971-72 can thus be estimated at just over 
$100,000, and the loss for the six-year period stretching from 1966 to 1972 
at approximately $670,000. Provincial and territorial governments’ revenues 
are also affected by this illicit production both in terms of liquor control 
administration and general sales taxes. Furthermore, these revenue loss esti- 
mates are based solely on actual seizures; the total tax and sales losses 
attributable to this illegal activity cannot even be estimated. 


More illicit alcohol appears to be produced in Quebec than any other 
province. In western Canada, Manitoba appears to be the greatest centre of 
such production. + It has been estimated that 600,000 Quebecers, or one out 
of every seven persons over 15 years of age in that province, consume illicit 
alcohol.#8 The high rates of illicit production and consumption in Quebec 
are probably attributable to both the provincial popularity of ‘Alcool’ (an 
unflavoured legal alcoholic beverage which diluted ‘moonshine’ closely ‘ap- 
proximates) and the likelihood of organized criminal involvement in the 
distribution of illicit alcohol to criminally controlled nightclubs, bars and 
‘after-hours’ establishments.??: 2° Table B.13 indicates the seizures of il- 
licitly produced spirits and beer as broken down by provinces for fiscal 
years 1970-71 and 1971-72. 
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TABLE B.13 


SUMMARY OF ILLICIT ALCOHOL AND BEER SEIZURES UNDER THE ExcISE ACT, 
BY PROVINCE, FOR FISCAL YEARS 1970-71 AND 1971-72 


(in gallons) 


Spirits Beer and Wash 

1970-71 1971-72 1970-71 1971-72 
Newfoundland snk. ....: 50a. ck 4 1 50 24 
Prince Edward Island................00.... 1 10 48 54 
Nova scotia. g05 fs. ARR... ke 23 243 773 388 
ep Brim WiC cea costs eeny — 28 — 138 
CUE Die reese crete Ses alae ent care eet 3,836 4,563 34,527 56,169 
Quebec and Ontario ........... eee 87 49 23 20 
CHOTA ee os ee ee ivencaitee 111 347 711 1,148 
Ontario and Manitoba§.................... ‘510 92 1,637 2,404 
EOE T gL ee Sa gee 202 59 411 532 
Alberta, vie2ie av 8 A ee 22 12 36 35 
iiejahir@ Go) (iisi est: apenas ae eave ae 76 30 466 404 
BSS hy A Se ollie Bp eis Ay Ree ee A 4,872 5,407 38, 682 61,316 





Sources: Canada, Solicitor General of Canada. Annual Report, 1970-71. Ottawa: Information 
Canada, 1971. 


Canada, Solicitor General of Canada. Annual Report, 1971-72. Ottawa: Information 
Canada, 1972. 


* Quebec, excluding west and north of Hull. 

tf Eastern and northern Ontario and western Quebec. 

t Ontario, south of Gravenhurst and west of Belleville. 
§ Manitoba and Ontario west of Nipigon. 


Most Canadian stills are of the low production variety supplying local 
markets. This type of operation is particularly prevalent among certain ethnic 
groups and in small towns or rural areas without retail liquor outlets. The 
extension of alcohol prohibition into the 1950s in some provinces (par- 
ticularly parts of the Maritimes) has also probably contributed to the main- 
tenance of illicit production, as has the high potency of ‘moonshine’ and its 
relative inexpensiveness. According to one Manitoba R.C.M. Police ser- 
geant, “When you pay $4 for [an illicit] 26 [ounce bottle], you’re getting 
the equivalent of almost two government 26’s, which is one reason for. its 
popularity”.4 


While the profit motive probably underlies every illicit distribution ven- 
ture, it is probably only of paramount concern in regard to the large-scale 
commercial operations. These stills are capable of producing up to several 
hundred gallons of illicit alcohol a day.!* Based on a $15 to $20 per gallon 
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retail selling price and a conservative daily production figure of 100 gallons, 
the operators of such an enterprise can expect a gross income of between 
$1,500 and $2,000 a day. According to an article in the R.C.M.P. Gazette, 
these “large scale commercial operations may involve an initial financial 
outlay of $50,000” to cover such expenses as farm rental or purchase, the 
drilling of wells, the erection of a still, the installation of hydro, the purchase 
of supplies and vehicles, and the hiring of operators.*? 


There is some evidence that criminal organizations have been involved 
in the establishment of these costly but lucrative enterprises.2* Montreal 
based criminals have been known to establish and operate their own stills 
in rural areas in Quebec and eastern Ontario to supply their distribution 
outlets (primarily criminally controlled clubs and bars in Montreal) with 
inexpensive alcohol which (after dilution, flavouring and rebottling in dis- 
carded ‘empties’) is sold at regular prices to unsuspecting customers.'® 76 
In most cases the distilled spirits are sold to a wholesaler for between $15 
and $20 per gallon. The wholesaler dilutes the spirits to approximately legal 
proof, allowing him to produce one case of twelve 25-ounce bottles from 
every gallon, which he then sells to a local distributor for around $35 (or 
at a profit of between $15 and $25 per gallon). The small-scale, local 
distributor (who has a “ ‘milk run’ of customers to whom he delivers a 
designated quantity regularly’**) sells the product for between four and 
five dollars a bottle, allowing himself a profit of between $12 and $24 a 
case. According to the R.C.M. Police, 

It is these small scale distributors who are most frequently apprehended 

by the police; the “higher-ups” remain in the background and are more 

difficult to apprehend. Thus, the financial backers who supply the capital for 
alcohol production and distribution, as well as for bail bonds and fines in- 


curred by still operators or bootleggers, cannot always be convicted for 
the illegal activity.” 


Occasionally illegally distilled alcohol will be sold as though it were a 
legal product (although not in provincial liquor outlets), having been bottled 
in discarded ‘empties’ (obtained from legitimate bottle salvage firms) bearing 
genuine or counterfeit labels or, in some cases, the labels of non-existent 
foreign companies.*: 18. 32. 33, 35, 42 During fiscal year 1971-72, the R.C.M. 
Police seized eight illicit bottling plants, “the contents of which included 
genuine liquor bottles, counterfeit labels and seals”.® Dry gin appears to be 
the easiest product to imitate, but illicit alcohol distributors have produced 
most types of liquor and have used the name of nearly every major licensed 
distiller.*? 


Although it is impossible to even estimate the extent of illicit alcohol 
production and distribution, it is clear that only a very small fraction of the 
total production is ever confiscated. ‘Moonshine’ remains a lucrative, though 
rarely discussed, Canadian industry. 
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B.7 MINOR TRANQUILIZERS, BARBITURATES AND OTHER 
SEDATIVE-HYPNOTICS 


LEGAL SOURCES AND LEGAL DISTRIBUTION 


The distribution of minor tranquilizers, barbiturates and other sedative- 
hypnotics is regulated by the provisions of the Food and Drugs Act and its 
Regulations. Alcohol may also be considered a sedative-hypnotic drug, but is 
discussed separately in this appendix (see B.6 Alcohol). 


The major and minor tranquilizers and the non-barbiturate sedative- 
hypnotics listed in Schedule F of the Food and Drug Regulations may only 
be retailed on the written or verbal prescription of a licensed medical prac- 
titioner. These prescriptions can only be refilled if a practitioner so prescribes 
and may not be refilled more than the number of times indicated by the 
practitioner. The Food and Drug Regulations contain provisions regarding 
the manufacture, sale, importation, and labelling of Schedule F drugs. 
Sale of these drugs to a member of the public without a prescription is 
prohibited, but the unauthorized possession of them for personal use is not 
an offence. 


Distributors must, under certain circumstances, keep records of their 
distribution of Schedule F drugs. Manufacturers must also maintain 
samples of any Schedule F drug they manufacture. As there is no require- 
ment to submit regular reports or returns of Schedule F drugs to the 
Department of National Health and Welfare as is the case with narcotic 
and controlled drugs, it is not possible to present an official statement of 
the annual estimated consumption of tranquilizers and non-barbiturate seda- 
tive-hypnotics.2° However, certain non-governmental estimates are available. 
For example, according to a Canadian Medical Association survey of pre- 
scribing habits conducted in February 1971, there were almost twice as many 
prescriptions written for minor tranquilizers and almost two-thirds as many 
for non-barbiturate sedative-hynotics as there were for barbiturates during 
a typical one-week period.’ Additionally, pharmaceutical market surveys of 
the estimated sales of two minor tranquilizers—diazepam (Valium® and 
Vivol®) and chlordiazepoxide (Librium®, Solium®, and others )—and 
methaqualone (a non-barbiturate sedative-hypnotic, including such prepara- 
tions as Mandrax® and Mequelon®) have been provided to the Commission, 
and these data are presented in Tables B.14 and B.15. 


Barbituric acid and its salts and derivatives are considered as “controlled 
drugs” in the Food and Drugs Act, and are therefore listed in Schedule G 
of this Act. The Food and Drug Regulations contain provisions dealing with 
the labelling of these drugs and prohibit the manufacture, sale, import and 
export of controlled drugs by anyone other than a licensed dealer who has 
been authorized to carry on these activities by the Minister of National 
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TABLE B.14 


ESTIMATED Licit SALES OF DIAZEPAM, CHLORDIAZEPOXIDE AND METHAQUALONE 
TO DRUG STORES AND HOSPITALS, IN KILOGRAMS, FOR THE YEARS 1966 THROUGH 1972* 


Year Diazepam Chlordiazepoxide Methaqualone 
DER before ak Se M aN vackakass cay ie vcoeed 211.4 756.0 530.0 
i OL eet seme Rann same opie Mra 5 ee 898.0 440.0 
BIG IN 0ScA via edosacenet tects acai 457.1 1,094.0 1,530.0 
1 Oe a ae ae 720.0 1,148.5 3,020.0 
ASE ehe ie OU Eine ema a 980.8 1123.) 4,540.0 
DOT seri cis BE eh gage cess caee 1,349.7 1,204.0 5,330.0 
es ae Pe, iden ee 1,484.0 1,029.5 5,920.0 


* Figures courtesy of the Canadian pharmaceutical industry and Intercontinental Medical Statistics. 
As ‘discount houses’ were not surveyed prior to 1971, the 1966 to 1970 data are thought to under- 
project sales of these drugs by approximately eight per cent. 


Health and Welfare. Medical practitioners may only prescribe, administer, 
give, sell or furnish barbiturates to patients who are under their professional 
care and who require this drug for the condition for which they are receiving 
treatment. Hospitals are prohibited from dispensing or administering bar- 
biturates without the authorization or prescription of a medical practitioner. 
Pharmacists may supply barbiturates to hospitals and, upon receipt of a 
written or verified verbal prescription or order, to private persons. Licensed 
dealers, pharmacists, medical practitioners and hospitals must keep records 
of all transactions involving controlled drugs for at least two years in a form 
which can be readily inspected, and must notify the Minister of National 
Health and Welfare of any “loss or theft of a controlled drug”. Trafficking 
and possession for the purpose of trafficking in barbiturates (but not the 
unauthorized simple possession of them) are prohibited under the Food and 
Drugs Act. 


Barbiturates are generally divided into three categories: ‘short-acting’, 
‘intermediate-acting’, and ‘long-acting’ (see Appendix A.7 Barbiturates and 
Their Effects). Table B.16 shows the annual estimated consumption of each 
type of barbiturate based on the formula: Imports — Exports = Estimated 
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B.7 Minor Tranquilizers, Barbiturates and Other Sedative-Hypnotics 


(domestic) Consumption.* From this table it can be seen that there has 


been approximately a 24 per cent decline in the total estimated consump- 
tion of barbiturates between 1966 and 1972. 


TABLE B.16 


ESTIMATED CONSUMPTION OF BARBITURIC ACID AND ITS SALTS AND DERIVATIVES, 
FOR 1966-1972, IN KILOGRAMS 


Intermediate- 

Year Short-Acting Acting Long-Acting Total 

TDOGR. SG fh Sis. LG 8,759 .150* 8, 840.895 10,402.978 28,003 .023 
PaO Ure thee heres. bots oes 9,572.044¢  10,017.658 10, 151.493 29, 741.195 
RE ee Bans oxime tiiresit;n ok Gales ye? 8,879 .493 Sides oT 9 672.906 27,275 .956 
BSG Dame cette rere l biles toe ko 9,433 .699 9 250.755 11,478.181 30,162.635 
DSM torent AGN toy Sar eeseatey 9,798 .955 8, 721.757 8 040.205 26,560.917 
Wile et art Ss.. Hiss 9,307.941 7,002 .976 4,445 .667 20,753 .584 
e000) Re Oe Dis Bes ee 2 6,810.155 5,020.993 9 534.311 21,365.459 


Source: Bureau of Dangerous Drugs. Estimated Consumption: Schedule “‘G”’ drugs, for calendar 
years 1966-1972 inclusive, n.d. (Mimeo). 


* 1,000 kilograms returned—substandard. 
t 78.508 kilograms returned—substandard. 


While there is considerable disagreement as to barbiturate standard-dose 
units (primarily depending on whether one is speaking of these drugs’ use 
for day-time sedation or nocturnal sleep inducement), it is still apparent 
that Canadians consume a very substantial number of barbiturates. When 
the ‘consumption’ figures presented in Table B.16 are analysed in terms of 
the Bureau of Dangerous Drugs’ standard conversion factors of ‘average 
unit doses’ (100 mg. for short-acting, 60 mg. for intermediate-acting, and 
30 mg. for long-acting barbiturates) ,7° it can be seen that the estimated con- 
sumption for 1972 was nearly one-half billion barbiturate capsules or tablets. 
This is enough to provide every Canadian over 15 years of age with about 
30.3 individual units of barbiturates. The estimated consumption of bar- 
biturates in ‘average unit doses’ is presented in Table B.17. 


* ‘Estimated consumption’ does not represent actual sales figures to hospitals and retail 
pharmacies but, rather, the amounts of barbituric acid and its salts and derivatives avail- 
able for medical use. Some of the barbiturates included in ‘estimated consumption’ are 
thus at processing or wholesale levels of the distribution network and have not actually 
been consumed. 
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TABLE B.17 


ESTIMATED CONSUMPTION OF BARBITURIC ACID AND ITS SALTS AND DERIVATIVES, 
IN AVERAGE UNIT DosEs, FOR 1966-1972 


Intermediate- 

Year Short-Acting Acting Long-Acting Total 

1966.73. 87,591,500 147,348,250 346,765 ,933 581,705,683 
Uy (aren eh ie ene 95,720,440 166,960,967 338,383,100 601,064,507 
1968 ee one ee 88,794,930 145,392,617 322,430,200 556,617,747 
L9G oe le Cees 94,336,990 154,179,250 382,606,033 631,122,273 
1D TOs sai tee 97,989,550 145,362,617 268 ,006, 833 511,359,000 
| rd eR aay ena |e 93,079,410 116,716,267 148,188,900 357,984,577 
| hy 5? el ind ee Oe Benet 4 ae 68,101,550 83,683,217 317,810,400 469 , 595,134 


Combining the data presented in Table B.17 with those in Table B.15 
indicates that the estimated consumption of sedative-hypnotic drugs in 
1972 was over 890 million individual unit doses. As Table B.15 does not 
include several types of minor tranquilizers and non-barbiturate sedative- 
hypnotics (such as meprobamate and glutethimide), it is not unreasonable to 
assume that actual 1972 consumption of all sedative-hypnotics was closer 
to one billion individual unit doses. This was sufficient to provide every 
Canadian over 15 years of age with approximately 64 individual units of 
these drugs in 1972. 


LEGAL SOURCES AND ILLEGAL DISTRIBUTION 


It appears that all the sedative-hypnotics and minor tranquilizers used 
in Canada, both medically and non-medically, originate from licit sources. 
Some diversion of these drugs at different levels of the legitimate manufactur- 
ing and distribution systems does occur, however, channelling these substances 
into the illegal market. 


The legal status of barbiturates is different from that of the minor 
tranquilizers and the non-barbiturate sedative-hypnotics (see “Legal Sources 
and Legal Distribution”, above). In 1961 barbiturates and amphetamines 
were legally classified as “controlled drugs” after the R.C.M. Police gained 
knowledge supporting the belief that there was a substantial underworld 
traffic in barbiturates in some dance halls, restaurants, cafés, and beer 
parlours. Stricter measures did not serve to totally erase the illicit sale of 
these substances, however, and a large black market in sedatives still exists. 
Although it is impossible to say how many sedative-hypnotics make their 
way into illegal distribution channels, it is certain that it is a large number. 
Many minor tranquilizers and sedative-hypnotics are illegally trafficked in 
Canada, and individuals in multiple drug-using scenes seem to have little 
trouble acquiring these drugs. 


The minor tranquilizers and sedative-hypnotics make their way from 
the licit distribution system to the illicit one at various junctures. An un- 
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known amount of pharmaceutical sedatives enter illicit channels of dis- 
tribution through theft from manufacturers’ and wholesalers’ stocks. Com- 
mission field work in Toronto, during the summer of 1970, found that 
counterfeit Seconals® were being sold to multiple drug users, speed freaks 
and young heroin users. Illicit barbiturate dealers apparently purchased or 
otherwise obtained the secobarbital in pound lots and then ‘capped’ it them- 
selves in gelatin capsules which were most likely procured from local drug 
stores.* Similarly, a Montreal man was recently found in possession of 26.56 
pounds of phenobarbital which were alleged to be part of a theft of 31 
barrels of this drug from Montreal harbour in June 1972.17 23 In 1971 
there were seven thefts of controlled drugs (barbiturates and amphetamines) 
from drug wholesalers reported by the Bureau of Dangerous Drugs.’ As 
tranquilizers and sedative-hypnotics are not “controlled drugs”, there are 
no comprehensive records of thefts of these substances from manufacturers 
and wholesalers. It is to be expected, however, that these are stolen with at 
least the same frequency as barbiturates and amphetamines. 


The minor tranquilizers, barbiturates and other sedative-hypnotics are 
most susceptible to theft when they are in the hands of the approximately 
4,800 pharmacies in Canada. Preliminary Bureau of Dangerous Drugs tabu- 
lations indicate that there were 266 reported thefts of barbiturates during 
1972.4 During 1971 the Bureau of Dangerous Drugs recorded thefts of 
19,195 grams of barbiturates. This converts to more than one-quarter mil- 
lion individual doses stolen during that year. Table B.18 shows the thefts of 
barbiturates from 1966 to 1971. The first column represents the quantities 
stolen in grams, and the second column transforms the quantities stolen into 
the minimum number of individual doses that can be converted from these 
bulk amounts. 


TABLE B.18 


REPORTED THEFTS OF BARBITURATES IN CANADA 


Individual 
Year Grams Doses* 
B66 h se’: 25. todleadst. etal i. sagl$.a9e..aGnin ees 3,567 35,670 
LOG Tes eee te eA oe Veet att aS oe UU a beet 7,110 71,100 
eet See AEN Oe ee > Ewer Oe eee ee eee Oe ae 21,525 215,250 
ESTA! VRS, OT ne A eae ee eae Ok Pen eee 13,398 133,980 
ASP UEP Sa AS aS STE RPE PM SESS OE TO A pn ERR DH 14,783 147,830 
EN hs Gey SIRES: AA PILES CSE Ray SEN Rap Hae 19,195 267,100 


Sources: McKim, T. R. (Director, Bureau of Dangerous Drugs, Department of National Heaith 
and Welfare) Letter to the Commission, January 12, 1972. 
McKim, T. R. (Director, Bureau of Dangerous Drugs, Department of National Health 
and Welfare) Letter to the Commission, November 9, 1972. 


* Except for 1971 (for which year short-acting, intermediate-acting, and long-acting thefts were 
separately reported to the Commission), the number of individual doses represented by the bulk 
theft figures has been estimated on the basis of short-acting barbiturate standard-unit doses (i.e., 
100 mg.). As it is improbable that all stolen barbiturates were of the short-acting variety, the first 
five figures in the ‘individual doses’ column must be seen as conservative estimates. 
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There is no doubt that thefts involving non-barbiturate sedative-hypnotics and 
minor tranquilizers also occur, as these drugs (particularly those containing 
methaqualone) are more widely available in the illicit marketplace than any 
of the barbiturate preparations. 


At the retail level of the licit distribution system there appears to be 
some diversion of sedative preparations from pharmacies. Some users have 
informed Commission researchers that they have purchased such drugs from 
pharmacists who did not require a prescription. 


At the lowest level of the licit distribution system, individuals who 
acquire prescriptions for sedatives may sell or give parts of their prescribed 
drugs to their friends and relatives. Although this type of distribution is 
technically illegal, it is often socially accepted, and has been found to exist 
among housewives, ‘office buddies’ and school mates.”° Mellinger, in a recent 
study of a random sample of more than 1,000 adults in San Francisco, found 
that 27 per cent of his respondents procured their prescription-type drugs 
(including sedatives) from non-medical sources.2! A ‘friend’ was the source 
usually identified; a ‘spouse’ was not as common a source, and wives were 
more likely to dispense these drugs (especially tranquilizers) to their hus- 
bands than vice versa. 


The use of minor tranquilizers and sedative-hypnotics is fairly common 
among some groups of youthful multi-drug users.1* Diazepam (Valium®) 
and chlordiazepoxide (Librium®) particularly, but also the barbiturates, 
have been used in Canada since the explosion of cannabis and hallucinogen 
use in the mid-sixties to counteract ‘freak-outs’. Speed freaks have also used 
minor tranquilizers and sedative-hypnotics to counteract the effects of the 
‘crash’ from extended methamphetamine use. In the last few years young 
persons have been increasingly using these drugs, either alone or in combina- 
tion with other drugs, to achieve a ‘stoned’ state. A distribution system for 
these drugs has developed among multiple drug users in parts of Canada 
which is comparable to, and affiliated with, the distribution systems for can- 
nabis and the hallucinogens. 


The price of pharmaceutical sedatives on the illicit market is dependent, 
to a large degree, on their availability. Even in multiple drug-using scenes, 
where the normal course of affairs involves free distribution of small amounts 
of sedatives to those desiring them, shortages of these substances can force 
their sale to inflated prices. 


In Toronto there is a well developed distribution system for barbiturates. 
During the summer of 1970, 50 100 mg. Seconals® sold for $15. The winter 
of 1970-1971, however, brought an over-abundance of these pills and a 
consequent reduction in their price; they sold for $25 per hundred doses.”4 
In 1968, in Vancouver, 200 mg. Tuinals® were selling on the illicit market 
to heroin addicts for one dollar. One hundred mg. Seconals®, although less 
popular, sold to heroin addicts for fifty cents each.® 
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Methaqualone, a non-barbiturate sedative-hypnotic, has recently come 
into widespread use among some groups of multi-drug users in eastern Canada, 
especially in the Ottawa-Hull and Montreal areas. Pharmaceutical prepara- 
tions containing methaqualone have been fairly constantly available since late 
1970, and they are occasionally obtained through thefts from warehouses. 
They can be illegally purchased for between $25 and $50 per 500 capsules 
and then eventually resold for between twenty-five and fifty cents each.'% 
During periods of relative drought, however, the price may rise as high as one 
dollar per capsule or tablet. 


ILLEGAL SOURCES AND ILLEGAL DISTRIBUTION 


Margaret Kreig, in her book Black Market Medicine, states that 
prescription-type drugs in the United States are increasingly originating from 
illegal sources.1® The basic chemicals are manufactured in bulk in clandestine 
laboratories or may be shipped illegally into the United States from abroad. 
These chemicals, on entering the United States, are converted into pharma- 
ceutical doses, in which form they either remain in the illegal distribution 
system or else they enter the legal stream of prescription drug distribution 
to be sold in retail pharmacies as legitimate prescription drugs. In Canada 
there is no evidence of tranquilizing or sedative-hypnotic substances either 
being manufactured in Canada illegally or being illegally imported into the 
country. All of these substances appear to be imported legally into Canada 
before any diversion into illicit channels of distribution occurs. 


B.8 VOLATILE SUBSTANCES: SOLVENTS AND GASES 


There are an uncounted number of readily and legally available volatile 
substances that can be used to achieve a state of intoxication. Some of the 
more common intoxicating solvents in everyday use include fast drying glue 
and cements, paints and lacquers, paint thinners and removers, gasoline and 
kerosene, lighter fluid, dry cleaning fluid, fingernail polish remover, and 
many aerosols. 


The advertising, sale and importation of these substances are regulated 
by the Hazardous Products Act and the Hazardous Products (Hazardous 
Substances) Regulations. This Act and its Regulations require the identifica- 
tion of hazardous products and the alerting of consumers to their possible 


dangers by “clear”, “prominently displayed”, “easily legible”, and “readily 
discernible” labelling. 


The Hazardous Products Act and its Regulations limit neither the 
possession of volatile substances nor their use for psychotropic purposes. 
Consequently, all of the above mentioned substances are legally available 
to anyone regardless of age or condition. In Alberta, however, the provincial 
Public Health Act states that “no person shall use any intoxicating vapour 
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to produce intoxication”, and provides for the prosecution of persons who 
induce anyone to use such a product for intoxication or who sell a product 
for such reason. 


In contrast to other psychotropic drugs which are distributed through 
licit or illicit “drug dealers’, volatile substances are available in a variety of 
retail outlets (including hobby shops and department stores) and are ordi- 
narily sold for mundane purposes rather than their psychotropic potential. The 
customary procedure for a person wishing to use a volatile substance is to 
simply go to a store which sells the desired product and purchase it. Although 
a Commission field study has uncovered instances of adolescents reselling 
bottles of nail polish remover for inflated prices to children who are too young 
to make their own purchases without arousing a retailer’s suspicion as to their 
motives, the purchase of these substances from retail outlets is ordinarily 
easily accomplished.® Even if an individual is a known ‘sniffer’ it is unlikely 
that he will be refused access to solvents by store vendors. According to 
another Commission field study, for example, a chronic glue sniffer in Winni- 
peg has purchased as many as 30 tubes of glue at a time from a retail store 
without encountering any difficulty. In fact, in some Canadian cities store 
owners have been known to sell ‘kits’ (containing nail polish remover, a 
plastic bag and Kleenex®) to recognized solvent users.® 


While paint thinner is the most popular solvent in Japan and in the 
Scandinavian countries, in North America airplane glue and nail polish 
remover (especially Cutex®) are the solvents most often used for psycho- 
tropic purposes. Airplane glue is available in hobby stores, in the toy sections 
of department stores, as well as in many corner stores. Some stores take the 
precaution of placing the tubes under a counter so that they will not be 
stolen, but most stores display them openly. A tube of glue can be purchased 
for between fifteen and twenty cents. A few deep inhalations of the solvent 
is usually sufficient to render at least a novice user intoxicated, and several 
individuals can reportedly achieve a desired state of intoxication with one 
fifteen cent tube (usually containing about 20 c.c. of the glue).* A chronic 
user, after extended experience with the substance, may require up to five 
tubes to achieve intoxication, which obviously increases his cost. Lacking 
money to buy glue, some juveniles simply steal it or steal money with which 
to purchase it.” 


‘Testor’s’ glue was the most popular volatile solvent in Canada prior to 
1968. In that year, however, this company added allylisothiocyanate (a vola- 
tile oil of mustard) to their glue which rendered it unpalatable to sniffers.* 
This led users to switch from Testor’s to their competitors, as well as to some 
of the countless other solvent-containing products in everyday use. 


There are other, less readily available products included in the category 
‘volatile substances’. Nitrous oxide and ether (the medical anesthetics) are 
occasionally used by a small number of individuals to experience a drug 
effect. Nitrous oxide, or ‘laughing gas’, can be procured through dentists, and 
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ether can be obtained through physicians and hospital anesthetists. It is also 
reportedly possible to order and receive cylinders of nitrous oxide without 
legal risk from some companies that stock this substance. 


B.9 TOBACCO 


LEGAL SOURCES AND LEGAL DISTRIBUTION 


During the 19th century, Ontario developed as the principal tobacco- 
growing area of Canada, a trend that has continued to the present. Ontario 
now produces over 90 per cent of the tobacco grown in Canada, including 
significant export quantities. Although tobacco was grown in Quebec at 
an earlier date than in Ontario, it presently accounts for less than seven per 
cent of the total national production. Likewise, Prince Edward Island, Nova 
Scotia and New Brunswick produce a small amount; only experimental tobacco 
crops have been planted west of Ontario. 


Canada is fifth in the world in the production of flue-cured tobacco. 
Total annual 1970 Canadian production of all types of tobacco was esti- 
mated to be approximately 222 million pounds, green weight, an estimated 
214 million pounds of which were flue-cured. This represented a total esti- 
mated farm value of $142.9 million.’° 


Tobacco is second only to wheat in Canadian agricultural exports.® 
Flue-cured tobacco exports in 1971 were estimated to be 48.5 million pounds, 
valued at somewhat more than $53 million. Eighty-five per cent of this 
tobacco was exported to the United Kingdom.® Only about two per cent 
of all tobacco consumed in Canada is imported.” As can be seen from Table 
B.19, Canadians consume a substantial number of cigarettes. It is of some 
interest to note that the per capita consumption of cigarettes by Canadians 
15 years of age and over decreased between 1966 and 1969; however, the 
per capita rate of cigarette consumption had returned to the 1967 level by 
1972.1* For further information on the epidemiology of tobacco use in 
Canada, see Appendix C.2 Extent of Use, “Tobacco”. 


The cultivation of tobacco is a significant source of income and em- 
ployment in Canada. In 1970, the total estimated capital investment in tobacco 
farms in Canada was $436 million. About 9,500 full-time and 40,000 seasonal 
workers are employed in the cultivation and harvesting of this product.® 
The manufacturing and processing of tobacco products involve an additional 
1,500 employees with a total payroll of about $60 million. Purchases of 
materials by manufacturers, excluding tobacco, run to about $40 million 
annually and, in 1967, their advertising budgets approached $15 million. In 
addition, the number of share holders in tobacco manufacturing firms is in 
excess of 17,500. 
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B.9 Tobacco 


The industry also reflects significant economic activity at the wholesale 
and retail levels. Tobacco products are distributed through some 90,000 
retail outlets and 650 wholesale and distribution enterprises. In 1969 the 
combined wholesale and retail annual income of the tobacco industry was 
estimated to be about $180 million.® 


The greatest financial benefits of the tobacco industry accrue, how- 
ever, to the federal and provincial governments. In 1971 total Federal Gov- 
ernment revenue from excise taxes and sales taxes collected on tobacco prod- 
ucts totalled $620 million.15 In 1968 federal tobacco taxes accounted for 
about six per cent of total Federal Government revenues.* The provinces, in 
1971, collected about $215 million in tobacco taxes, and tobacco manu- 
facturers paid an additional $29 million in corporate taxes.1® In all, federal 
and provincial taxes account for more than 60 per cent of the retail price of 
tobacco products in Canada.® 


The distribution of tobacco products is controlled by both federal and 
provincial government statutes and regulations. At the federal level, the 
Excise Act determines the tax that must be paid by the manufacturer. This 
system of tax collection is implemented through a stringently-controlled 
series of measures, including licensing and bonding of the manufacturer, 
monthly returns regarding his sales and purchases, annual reporting of his 
equipment inventory, and a requirement to make available to government in- 
spectors, when requested, company books, accounts and papers. 


Another federal statute, the Tobacco Restraint Act, regulates some 
aspects of the distribution of tobacco products. It prohibits the sale or giving 
of any tobacco product, or cigarette papers, to anyone under the age of 
16 years. This prohibition carries with it a sanction in the form of fines of 
up to $10 for a first offence, up to $25 for a second offence and up to $100 
for a third or subsequent offence. This Act also prohibits persons under the 
age of 16 years from purchasing tobacco, having it in their possession, or 
smoking or chewing tobacco in a street or public place. The maximum fine 
for a third or subsequent offence is four dollars. This statute also prohibits 
keepers of cigarette vending machines from permitting their use by persons 
under 16 years of age. 


All the provinces of Canada levy a cigarette tax which, in every case, 
must be collected by the retailer from the customer. While taxation levels vary 
from province to province, a number of administrative devices are common to 
all the provinces. For example, all retail vendors of tobacco products must 
receive a license from the provincial government; and the onus is on the 
retailer to ensure that, regardless of the price at which the product is sold, the 
full tax is paid to the province. 


Each province also has legislation governing the minimum age of persons 
to whom tobacco products may be sold. In most respects, the provincial 
statutes resemble the federal Tobacco Restraint Act, although most provinces 
make an exception in the case of a child who is obtaining a tobacco product 
on behalf of a parent, guardian or, in some cases, an employer. 
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Because tobacco products—unlike alcohol—are not distributed under 
government monopoly, there are few limitations, other than those listed 
above, on the manner in which they may be distributed. However, as of 
January 1, 1972, the Canadian Tobacco Manufacturers Council (composed 
of four major cigarette manufacturing companies) committed its members to 
a ‘Cigarette Advertising Code’ governing the advertising of all cigarettes.1* 
This Cigarette Advertising Code contains a number of voluntary restraints on 
Cigarette advertising, including the following provisions: that member com- 
panies shall not advertise cigarettes on television or radio after December 31, 
1971, and shall limit advertising expenditures in remaining media to 1971 
levels; that cigarette packages produced after April 1, 1972 shall bear a 
warning that the Department of National Health and Welfare advises that 
danger to health increases with the amount smoked; that cigarette promo- 
tions involving incentive programs offering to the consumer cash or other 
prizes shall be discontinued; that the average tar and nicotine content of 
cigarette smoke shall not exceed 22 milligrams of tar, moisture-free weight, 
and 1.6 milligrams of nicotine per cigarette; and that cigarette advertising 
shall be addressed to the adult population of Canada, with a concomitant 
ban on cigarette promotions in the immediate vicinity of primary or second- 
ary schools. 


LEGAL SOURCES AND ILLEGAL DISTRIBUTION 


Since the cultivation of tobacco is not prohibited in Canada, there are 
technically no illegal sources of this drug. All illegal tobacco distribution that 
does occur involves customs or excise violations, theft, and’ the possession by 
or sale to minors of tobacco products. 


The smuggling and bootlegging of tobacco does not appear to be a 
major problem in Canada. There is some evidence that cigarettes are regu- 
larly smuggled into Newfoundland from the duty-free port of Saint Pierre, 
where they sell for two dollars a carton.19 However, according to a recent 
Annual Report of the Solicitor General of Canada, this type of commercial 
venture is atypical as “the majority of [customs] seizures were of items 
illegally brought into Canada for personal use’”.® While it is impossible to 
estimate the total amount of such smuggling and bootlegging (or the conse- 
quent loss in federal and provincial tax revenues), Table B.20, which reports 
the extent of tobacco seizures between the fiscal years 1966—67 and 1971-72, 
indicates the widespread nature of this phenomenon. 


The theft of tobacco products at the wholesale level has also been 
occasionally reported.1: 18 Unfortunately, however, Canadian criminal statis- 
tics do not permit the identification of arrests or convictions solely related to 
tobacco thefts, so the extent of such activity cannot be ascertained at this time. 


Since federal and provincial laws regulating the possession and sale 
of tobacco products are primarily directed at juveniles (see B.9 Tobacco, 
“Legal Sources and Legal Distribution”, above), the chief offenders of these 
laws are persons under 16 years of age and those who sell to them. These 


648 


B.9 Tobacco 


TABLE B.20 


SUMMARY OF TOBACCO SEIZURES, UNDER THE Customs AND Excise ACTS FOR 
FIscAL YEARS 1966-67 To 1971-72 


1966-67 1967-68 1968-69 1969-70 1970-71 1971-72 
Cigarettes 
(cartons)* 1,477 1,587 2,261 2,604 1,827 2,369 
Tobacco 
(pounds)t 288 602 236 1,412 22513 308 


Sources: Canada, Solicitor General of Canada. Annual Report, 1969-70. Ottawa: Information 
Canada, 1970. 
Canada, Solicitor General of Canada. Annual Report, 1970-71. Ottawa: Information 
Canada, 1971. 
Canada, Solicitor General of Canada. Annual Report, 1971-1972. Ottawa: Information 
Canada, 1972. 
Newfoundland, Nova Scotia, Quebec, Ontario and British Columbia account for between 97 and 
99 per cent of these customs violations; the majority, on a pro rata basis, occurred in Newfound- 
land. 


Nearly all of these excise violations occurred in Ontario and Quebec. 


+ 


— 


laws, however, are very infrequently enforced. An examination of the Annual 
Police Reports of the major cities in Canada for 1969 reveals that only one 
city, Ottawa, reports a breach of the Tobacco Restraint Act—and that single 
arrest occurred in 1966.17 In 1968 only three juveniles in all of Canada 
appeared before a court for smoking and Payne cigarettes, and all three 
cases were adjourned sine die." 


Even casual observation, however, indicates that minors smoke openly 
in every Canadian community. While there are no studies extant of how 
these youths obtain tobacco, the retailing of cigarettes is such that anyone 
with the correct change and the requisite skill can easily obtain them from 
unattended vending machines. Juveniles can also purchase cigarettes, by the 
pack or single cigarettes, from many corner stores, or can arrange for older 
friends or relatives to buy tobacco products for them. Cigarettes, of course, 
can also be easily stolen (since few persons keep track of the number of 
cigarettes in their possession at any given time), or they may be freshly 
rolled from ‘butts’ collected in various public places. The laws restricting 
tobacco possession and use to those 16 years of age and over appear to be 
generally unenforceable. 
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Appendix C 


Extent and Patterns of Drug Use 


C.l1 INTRODUCTION 


Despite an enormous amount of research on the extent and patterns 
of drug use in the last few years, a number of considerable difficulties still 
remain in providing information on this subject. Some of these difficulties are 
conceptual, some arise from the types of populations studied by researchers, 
and some have to do with temporal changes in the phenomenon of drug use 
itself. Various populations are not equally amenable to social scientific in- 
vestigation, and we realize that drug use patterns in certain groups (for ex- 
ample, among most institutionalized persons) remain invisible. In this sec- 
tion we set out these and other methodological difficulties and indicate the 
rationale of our approach to the extent and patterns of non-medical drug 
use. Tentative estimates of the number of current non-medical drug users in 
Canada, and their social characteristics, are provided in the second and third 
parts of this appendix, C.2 Extent of Use and C.3 Characteristics of Users. 
The fourth section, C.4 Patterns of Use is devoted to a description of Canadian 
drug use patterns. 


Information on any subject to do with human behaviour always derives 
from a delimited group of people. Such a group is called a ‘population’ by 
social scientists. Everyone 18 years of age and over and living in Toronto 
in the spring of 1973 constitutes a population, and all university students in 
Canada in the spring of 1973 constitute another population, one that happens 
to overlap slightly with the first. By whatever method information is collected, 
from whatever type or size of ‘sample’, the information can, with any cer- 
tainty, represent only the situation in the population from which it was 
obtained. Uncertainty necessarily enters when the information is projected 
to other populations. Research in the drug field has concentrated dispropor- 
tionately on particular populations, reflecting temporal changes in public 
concern. In the post-war United States, when heroin use was the principal 
concern, lower-class people of specific ethnic minority groups were the main 
populations studied. Later, when cannabis and hallucinogen use began to 
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spread, first university students and then high school students became the 
populations of most interest to researchers, partly because they were seen 
as especially ‘at risk’ to drug use, and partly because they were easily access- 
ible. This tendency to study drug use in special populations creates problems 
of comparability from study to study, and of generalizability to larger popula- 
tions. It has undoubtedly made the drug use patterns of these special popula- 
tions seem more exotic than they would appear in the context of the drug 
use patterns of our society as a whole. 


Our primary concern is non-medical drug use. But what do we mean 
by ‘drug use’ and what constitutes ‘non-medical’ use? Many different answers 
to these questions are possible, and many can be found in the studies that 
we depend on for data on extent and patterns of use. How drug use is defined 
depends on the particular problem under study, and this leads to various 
definitions and, consequently, a certain degree of confusion. For our purposes, 
however, we refer the reader to the Interim Report in which the non-medical 
use of drugs is defined as “all drug use which is not indicated on generally 
accepted medical grounds... .” 


Many studies attempt to say something about the ‘drug culture’, and 
hence focus on the use of illegal drugs: cannabis, ‘speed’, and the hallucino- 
gens, for example. If the study is of a high school population, then for most 
of its subjects alcohol will also be an illegal drug. However, alcohol has 
frequently been omitted from past consideration since researchers have not 
ordinarily associated it with the drug culture. Fortunately this situation is 
changing, as indicated by the inclusion of alcohol-related questions in many 
recent Canadian surveys. 


Some studies are directed at adult use of pharmaceutical substances 
in order to evaluate the degree to which this use accords with medical norms. 
Here alcohol, tobacco, and illegal drugs are typically ignored. Studies of 
tobacco use generally define that use in terms relevant to a concern with 
the increased risk of disease, and studies of alcohol use tend to reflect a 
concern with the development of alcoholism, and thus to remove each from 
a broader consideration of the patterns and context of drug use. Many 
researchers have failed to examine the larger context within which the use of 
certain substances occurs and have displayed stereotyped thinking regarding 
both particular drugs and the populations to which they are presumed to be 
relevant. 


In studies of the use of illegal drugs, use is typically regarded as being 
ipso facto non-medical use, and is therefore artificially isolated from all 
other current patterns of drug use. This assumption may disguise illuminating 
parallels between the use of these illegal drugs and the use of legal psycho- 
tropic substances employed for medical purposes. The opinion of the user 
himself as to the function of his drug use (be it medical or non-medical) is 
subjective, but it may be a relevant definition for certain purposes such as 
understanding those factors which motivate some persons to use drugs on 
an initial or continuing basis. 
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In discussing measurements of extent of use, we have made no judgment, 
in the first instance, as to the medical or non-medical purpose of the use. We 
thus have a maximum figure for the extent of use of the substance in question. 
We then qualify the maximum figure with estimates of non-medical use. In 
some cases these estimates are quantitative; in others they can only be in 
qualitative terms. Wherever possible we point out subcategories of users of 
a drug in terms of recreational, functional or medical use of the substance 
(see C.4 Patterns of Use, page 707), in terms of the level-of-use of the sub- 
stance, and in terms of the short-term or chronic character of use. We know 
that these subcategories of users are smaller than the totality of users, but in 
most cases there are no data available that enable us to determine their size 
exactly. 


By ‘extent of use’ of a drug we mean how widespread its use is in a 
population. Since the studies on which this appendix is based do not use a 
single precise definition of extent of use, we are in no position to do so either. 
The term becomes more precise when ‘level-of-use’ is defined, and a period of 
time is specified. We may then be able to say what proportion of Canadians 
have used, for example, barbiturates at least once a month in a period of a 
year. Or we may define the phenomenon much more broadly, and ask what 
proportion of Canadians have used barbiturates in their life time. The second 
approach to determining extent of use will undoubtedly yield a different 
phenomenon in terms of the social characteristics of users and of the patterns 
of barbiturate use, and of drug use more generally, than the first definition. 


The want of sophistication that still plagues studies of non-medical drug 
use shows up most obviously in the treatment of levels-of-use. By ‘levels-of- 
use’ we mean the frequency and regularity (and, in some cases, dose levels) 
with which individual users consume a particular drug, or the total number of 
times that they have used it. A minimum level-of-use must be specified in 
order to define a user. We may ask how many people have ever used a 
particular substance, even once. This is the simplest measure of drug use in 
a population, and for most purposes the least useful since the levels-of-use, 
and whether the use is current or took place in the more or less distant past, 
are not known. In some studies the measure is sharpened to include only 
those who have used the substance at least once in a fixed period of time 
(for example, in the last six months), but this still leaves room for a wide 
variation in levels-of-use. Despite these problems, ‘ever used’ and ‘any use 
in the last six months’ remain the most commonly employed operational 
definitions of drug use. The matter becomes more complicated when we 
consider that it has become typical of studies of non-medical drug use to 
survey the use of a range of substances, and to define that use in terms of the 
same levels-of-use definitions for all drugs. However, the relevance of a 
level-of-use definition depends on the particular substance: cannabis used 
once a month would probably not be considered heavy use, but LSD used 
once a month might well be. 
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The distribution of levels-of-drug-use in a population at a given point 
in time has received increasing attention in recent years. The majority of the 
relevant studies have focussed on per capita alcoho] consumption, although 
there is also more limited evidence that similar distributions of use occur 
with a variety of other psychotropic drugs as well. It would appear from 
available data that levels-of-use of a drug in the user population may be 
distributed in a way which can be described by a continuous smooth curve, 
in some circumstances approximately a log-normal distribution (see Figure 
C.1). Although the exact mathematical specifications of the distribution are 
not essential here, its general form can provide significant information.™*, 1%° 
200, 218, 244 


FIGURE C.1 


LEVELS-OF-USE IN THE DRUG-USING POPULATION 


% of Drug-using Population 


Amount of Drug Consumed 


Within this distribution, the majority of those who use a drug use rela- 
tively little, and as the amount used is increased, the number of individuals 
involved at these levels decreases, at first rapidly and then more slowly, but 
without any break that would differentiate various levels-of-use. Available 
data suggest that extreme use is on a continuum with light and moderate 
consumption, and that discrete levels-of-use categories do not exist as such. 
The unimodal shape (i.e., having only one peak or ‘mode’) of this distribu- 
tion may be of considerable importance. If, for example, users of a particular 
substance became ‘fixed’ at a given level of consumption, we would expect 
some clustering at such a level which would be indicated by a bimodal dis- 
tribution curve (i.e., having two peaks or ‘modes’) rather than a unimodal 
one. No evidence of such a subpopulation, defined only by levels-of-use, has 
been indicated by the available data. 


For practical purposes of analysis, however, discrete and necessarily 
arbitrary divisions on the levels-of-use continuum are made in much of the 
following discussion. 

In this appendix level-of-use is employed as an indicator of an individ- 
ual’s stage in a social process, the process of becoming a user of a drug, 
his use governed by the norms of the using culture. The examination of this 
social process or ‘career’ of drug use can be viewed as the study of how 
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an individual changes his position in ‘the per capita consumption distribu- 
tion over time (which is a within-subject analysis over time, as opposed 
to a between-subject analysis at a given point in time).>! This social process 
by which an individual becomes a user of a particular substance suggests 
that the first conceptual distinctions in levels-of-use are between non-users 
and ‘experimental’ users, and between experimental users and all more 
experienced users. These more experienced users can then be subdivided into 
‘occasional’ and ‘regular’ level-of-use categories. Experimental use, occa- 
sional use and regular use are defined more concretely in C.4 Patterns of Use, 
where regular users are further examined in terms of the moderate or heavy 
character of their use. 


Differences in levels-of-use of a drug may be an indicator of different 
drug-using subcultures. When that is the case, the differences in level-of-use 
are usually accompanied by a number of other differences in style of use. 
If the definition of use of a substance does not in some way take into account 
these differences in style of use, then disparate phenomena may be analysed 
together as if they were the same. ‘Speed freaks’, for example, use amphet- 
amines, but are not typical of amphetamine users as regards level-of-use, 
dosage patterns, mode of consumption, or subcultural values. If a study 
fails to recognize these distinctions and still goes on to examine the social 
correlates of drug use, the results will be misleading. When the extent and 
patterns of use of a drug are examined, information on the style of use as 
well as the level and duration of use of that drug must be available. It is 
only with such information that there is any hope of elucidating the social 
context of use, and of evaluating the physiological and psychological con- 
sequences of varying consumption patterns. 


There are various approaches to, and sources of, information on the 
extent and patterns of non-medical drug use, differing in reliability, validity 
and generalizability. The first and most common approach to drug use data is 
surveys and, under certain circumstances, surveys based on random samples 
provide the most valid extent of use information for a population. However, 
if the number of users in the total population is very small, or if they are 
geographically “clustered” (i.e., live close together in specific areas) or fre- 
quently institutionalized (hospitalized or imprisoned), then the size of the 
sample that would yield valid estimates of numbers of users may be im- 
practically large. Thus, most surveys may yield valid data on alcohol use, 
but not on cocaine or heroin use because of the relatively small number 
of users of such drugs in the general population. Additionally, the legal status 
of a drug or the relative stigma associated with its use may affect the likeli- 
hood of accurate responses and, thus, the overall validity of drug survey 
findings. 


The quality of social research in the Canadian drug field has risen 
considerably in the past few years. In the spring of 1971 the Addiction 
Research Foundation of Ontario conducted the first random sample survey, 
apart from samples drawn for the Commission, of a general population of 
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adults, and a broad range of drug use patterns was examined.®?: 299 It is to 
be hoped that this represents the beginning of a trend to less specialized 
samples, a broader definition of the phenomenon under scrutiny, and a more 
profound analysis of the relationships that are found. The unsophisticated 
polling of correlates of drug use that characterized many studies in the past 
yielded prevalence of use rates which have some value but which now need 
to be carefully interpreted. A much more sophisticated approach is presently 
required. Specifically researchers must be more analytical and precise in 
the questions they ask when investigating the phenomenon of non-medical 
drug use, and they must be prepared to conduct open-ended and extensive 
interviews and, if necessary, apply ethnographic techniques to ensure socio- 
logically meaningful measures of the phenomenon. The time for exploratory 
surveys is past. 


If the use of a substance is known to be concentrated within a particular 
subculture or relatively small geographical area, then anthropological tech- 
niques, of a qualitative sort, may be the most effective means of determining 
extent and patterns of use. There are two difficulties in using this second 
approach to drug use data to describe the situation in the general population. 
First of all, the assumption cannot usually be made that use is concentrated 
in a subculture. Subcultural trappings may make certain kinds of drug use 
more visible and lead the observer to the conclusion that that sort of drug 
use is always found in association with those trappings: for example, assuming 
that all hallucinogen users affect long hair, beads and dishevelled dress. 
The use of a substance may, however, be mediated by more general social 
norms, and in that case the use is liable to be less visible, but still definitely 
present. A second difficulty is that anthropological studies provide no basis 
for predicting the consequences of an increase in the extent of use of a drug. 
If the extent of use of a drug increases because the particular beliefs and 
practices that define the subculture are spreading, then no problem arises. 
However, it is possible that the extent of use is increasing because the use 
of the drug has expanded beyond the boundaries of the subculture. In this 
case, many of the concomitants of use will drop away, having been the 
consequence not of the substance itself, but of the subculture. This appears 
to be the case with cannabis, which has now escaped the boundaries of the 
‘hippie’ subculture and has consequently shed these subcultural trappings. 
As a result, the social characteristics of cannabis users have changed, rele- 
gating the early studies of communities of cannabis users to a position of a 
largely historical interest. 


Drug use may also be measured indirectly through such data as illicit 
drug analyses, licit drug sales, psychiatric or medical epidemiology (for 
example, liver cirrhosis and adverse reaction statistics), arrest statistics, or 
police seizures. This third source of drug use information was the usual 
mode of determining extent of use before drug-related surveys became 
popular in the mid-1960s. Some of these measures are highly sophisticated 
(in particular those used to estimate numbers of alcoholics and heroin de- 
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pendents), but they are often a source of interpretive disagreement. The 
ultimate origin of such information is commonly the tabulations of the con- 
sequences of the activities of such groups as police and hospital officials. 
These data are therefore susceptible to changes resulting from policy altera- 
tions within the agencies that generate them. Furthermore, any such meas- 
ures depend on an explicit or implicit function or relationship linking it to 
the extent of drug use that it is to measure. If the true extent of drug use 
changes, the function may also change, and this is a second reason why such 
measures may yield false conclusions. 


The Commission has made use of all three of these sources of informa- 
tion: surveys, more qualitative anthropological approaches, and indirect 
measures. 


The York University Survey Research Centre, in collaboration with 
Le Centre de Sondage de Université de Montréal, conducted national sur- 
veys for the Commission on drug use of the population of Canada 12 years 
of age and over in the spring of 1970. These surveys (the only methodo- 
logically rigorous general national surveys to date) were intended to measure 
the extent of drug use, including individual drug use histories, attitudes toward 
and knowledge of drugs, and attitudes toward and knowledge of the law, 
together with a number of social and social-psychological variables.1**, 1#3, 144 


There were three national Commission surveys: one of high school 
students, one of college and university students (including both under- 
graduates and graduates), and one of a group that is most conveniently 
called ‘adults’ and that was defined as everyone over the age of 12 who was 
not attending a primary or secondary school. 


The adult and high school surveys were based on multi-stage samples: 
the first stage was geographical areas, with far northern areas being excluded. 
Households were listed within sampled areas, and randomly sampled in turn. 
Since households formed the sampling frame, or units of analysis, at this 
stage, people in prisons, hospitals, old people’s homes, on Indian reserves 
and in institutional dormitories were excluded. The high school sampling 
frame included all students in grades 7 to 12 or 13 who were over the age 
of 11 and living in the sampled households. The adult frame included every- 
one else over the age of 11. The sample of university students was randomly 
selected from registrars’ lists from universities and colleges selected in a pur- 
posive sample to represent all Canadian colleges and universities. Each survey 
used a different method of data collection: the adult survey used an interview, 
the high school survey used a questionnaire distributed by the interviewer 
to all eligible children in the household and completed by them in private, 
and the college and university survey used a mailed questionnaire. The adult 
survey yielded 2,749 usable interview schedules, while the high school and 
college and university surveys each yielded 1,213 respondents. The response 
rate for the adult survey was 79 per cent, and for the college and university 
survey, 73 per cent. Since the high school survey was dependent on the 
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national adult sample, it is not possible to present a meaningful response 
rate for this population. 


The Commission also conducted a special survey of adult drug users in 
five Canadian cities,°* and a smaller study of regular cannabis users to 
quantitatively determine their drug consumption patterns. °° In addition, the 
Commission made use of many published and unpublished survey studies of 
various populations in Canada and other countries, as well as extensively 
reviewing the social scientific literature related to extent and patterns of drug 
use. The Commission also conducted participant-observation studies in several 
‘street-level’ drug-using communities in 1970,1° and regularly monitored drug 
use patterns in several of these communities for over two years. Recently, 
Commission observers returned to a variety of cities across Canada to further 
question knowledgeable persons on changes in patterns of drug use since 
1970.20 


The Commission attempted to evaluate the extent of certain drug-related 
deaths in Canada between 1969 and 1972.1"8 Besides these special analyses 
of national data on drug deaths supplied by Statistics Canada, the Commission 
surveyed coroners in each province requesting coroners’ reports and related 
documents pertaining to the drugs of primary interest. The Commission also 
surveyed all psychiatric hospitals in Canada in April 1971 to determine the 
extent to which certain drugs, including alcohol, were mentioned in the 
diagnoses of hospitalized patients.1!® In addition, special analyses were done 
of national mental health data provided by Statistics Canada. The results of 
these studies are discussed elsewhere in this report (see Appendix A The 
Drugs and Their Effects). 


The Commission has had access to the annual tabulations of numbers of 
‘known habitual illicit narcotic drug users’ compiled by the Bureau of Danger- 
ous Drugs of the Health Protection Branch, Department of National Health 
and Welfare (some of these tabulations for 1972 are presented in Annex 2 of 
this appendix), as well as many studies measuring numbers of addicts and 
alcoholics in several jurisdictions using various indirect indicators. In addition, 
R.C.M. Police estimates of Canada’s addict population were available to the 
Commission. 


In this appendix we primarily make use of a particular model to explain 
human behaviour, that which interprets human conduct as social conduct 
governed by definitions and evaluations learned from other persons. The 
individual and his drug use are linked within a social context by definitions, 
practices and values, in other words, by the elements of a culture. If there are 
different patterns of drug use within a society, these are mediated by different 
cultures. By culture, we mean merely a body of tools, definitions, norms and 
values bearing upon some ongoing human activity. Thus there can be cultures 
within cultures. Those cultural elements which are common to a whole society 
make up the core of any individual’s culture. However, if cultural elements 
which cover sufficient of the tasks of social life as to mark an individual off 
from others are shared among a small proportion of the population, they 
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constitute a subculture. For certain purposes society can be seen as a mosaic 
of subcultures. We are concerned with subcultures only insofar as they display 
distinct subcultural patterns of drug use. 


If the use of a drug spreads from one subculture to another, it will not 
necessarily take its cultural baggage with it. Therefore, the social con- 
comitants of use may change. The more widespread use becomes, the more 
the social characteristics of users will approach those of the general popula- 
tion, if they were not the same to begin with. This process, as has been 
previously noted, is strikingly illustrated by the case of cannabis. 


We must make use of past information to arrive at a description of the 
present, and therefore must project the past into the present in some way. 
There are so few observations on drug use in the same population over time 
in Canada (or, in fact, in any other country) that formal statistical techniques 
of extrapolation or projection are not useful. However, certain assumptions 
about the social context within which the diffusion of drug use occurs, and 
about social processes more generally, allow us to make descriptive statements 
that reflect all of the available data and the consensus of opinion on the sub- 
ject in the social sciences. These assumptions are more specifically delineated 
in the following section. 


No society ever stands still. However, we can imagine a society in which 
all social forces are in equilibrium, in which no social change is taking place. 
Each drug would then presumably be consumed by a constant proportion of 
the population, and the various patterns of use. of each drug would be rela- 
tively fixed. All drug use would then be at a plateau. If there is a change, and 
the social forces move to a new equilibrium, then the extent and patterns of 
use of each drug would probably change and move to a new plateau, there 
to remain until another shift in social forces takes place. This is not the only 
way of conceiving of social processes, but it is a useful way of thinking about 
significant changes in the extent and patterns of drug use. Estimating changes 
in extent and patterns of drug use in the society as a whole thus becomes a 
process of estimating the plateaux of use in the various subcultures of a 
society, and determining the culturally conditioned style of use for each 
subculture. The results of this method of analysis follow. 


C.2.> EXTENT OF USE 


From the point of view of the individual consumer, the non-medical 
use of any given drug occurs within a context of multiple drug use, including 
both the medical and non-medical use of drugs, and the use of substances 
that an individual may not regard as drugs, such as alcohol, tobacco or coffee. 
In this section we examine the extent of use of individual drugs and, in the 
next section, present summary data on the social characteristics of Canadian 
drug users. Finally, we discuss patterns of drug use and the multi-drug use 
context. This latter discussion is complemented by Annex 1 to this appendix 
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in which quantitative data on the relationships between various drugs is analy- 
tically reviewed. 


Research during the last four years has produced a respectable volume 
of data on the extent of drug use but these studies describe a patch-work 
quilt of populations. Certain groups, particularly adults and people in rural 
areas, are still largely ignored by drug researchers. Because of this fragmenta- 
tion of the data, formal methods of extrapolating the extent of drug use in 
Canada are not appropriate. The “estimates” that follow are sound impres- 
sions rather than firm estimates, but we feel that they give the best sense of 
the available information, and that they are near enough to the present reality 
of drug use in Canada to be useful. 


OPIATE NARCOTICS 


‘Opiate narcotics’ or ‘opiates’ in this context will refer to opium and 
its natural alkaloids and related synthetic compounds, including heroin and 
methadone. (See Appendix A.2 Opiate Narcotics and Their Effects.) 


Many of those in drug-using circles who state that they have used 
‘opiates’ are probably referring to opium preparations other than heroin 
including, in some cases, codeine-containing pills or cough syrups. They may 
also be referring, incorrectly, to ‘opiated’ hashish, an apparently mythical 
substance, the existence of which has never been documented in Canadian 
street-drugs analysis programs. With regard to patterns of use, opium is 
occasionally used, when available, in a manner similar to cannabis smoking. 
Heroin, on the other hand, suggests to youthful drug users a much more 
serious and dangerous drug. It is unfortunate that so many studies simply ask 
exclusively about ‘opiates’, and do not seek data that would allow us to 
empirically distinguish between the use of heroin and the use of other opiate 
narcotic drugs. Furthermore, heroin use does not necessarily imply intra- 
venous use of the drug; experimental users, in particular, tend to use inhala- 
tion as their primary mode of consumption. 


In the following pages, we will attempt to estimate the number of heroin 
and methadone dependent persons in Canada. Information on the extent of 
opiate use other than heroin or methadone is, unfortunately, scanty. 


The number of “known habitual illicit narcotic drug users” (hereafter 
referred to as “habitual narcotics users”) recorded by the Bureau of 
Dangerous Drugs (B.D.D.) of the Department of National Health and Wel- 
fare is shown in Table C.1. Table C.2 indicates the changes in these numbers 
from year to year. The number of known habitual narcotics users was rela- 
tively stable in Canada from 1962 to 1969, and showed marked increases in 
1970, 1971 and 1972. 


Opiate users are added to this B.D.D. list if they come to the attention 
of the police, or if they are prescribed methadone for the treatment of depend- 
ence. They are dropped from the list if they are not heard of in ten years. 
There are, therefore, two sources of error in the list. First, not all habitual 
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TABLE C.1 


NUMBER OF HABITUAL ILLICIT NARCOTIC DruG USERS* RECORDED BY THE 
DIVISION OF NARCOTICS CONTROL, DEPARTMENT OF NATIONAL HEALTH AND WELFARE 
FOR CANADA AND REGIONS, 1962 To 1972T 


Year Atlantic Quebec Ontario Prairies B.C. Total 
Ne oF ak ea 4 153 764 208 1886 3015 
T9638. 44: 8 148 753 205 1692 2806 
19645: 4:3..4:...: 9 133 801 195 1649 2787 
Lic weal Ea 8 ie 816 179 1862 3002 
j be hae ie 9 146 816 188 2019 3178 
VOGT AGIAN... 9 147 829 212 2135 3332 
19686. frst ice. 7 159 820 210 2259 3455 
A 8 178 827 269 2448 3730 
TOIO SIN 11 210 912 418 3097 4648 
a eH | 393 1225 636 4095 6376 
| a el eae 51 608 1672 1044 5461f 8836 


Source: Canada, Department of National Health and Welfare, Health Protection Branch, Bureau of 
Dangerous Drugs, Ottawa. 


* Habitual illicit narcotic drug users “include all cases where we [the Bureau of Dangerous Drugs] 
have record of the person [during the previous 10 years] and where the source was initially illicit. 
Not all of these persons have been convicted under the Narcotic Control Act.” Prior to 1972, the 
Bureau of Dangerous Drugs referred to these persons in their annual tabulations as “‘street or 
criminal addicts’’. 

+ Cannabis users have been subtracted from these figures for the years 1962-1966. Cocaine users 
have been removed for all years. 


ft Includes one person in the Yukon. 


TABLE C.2 


NUMBERS OF HABITUAL ILLICIT NARCOTIC DRUG USERS* AS A PERCENTAGE OF THE 
PREVIOUS YEAR’S NUMBER, FOR CANADA AND REGIONS, 1962 To 1972 


Year Atlantic Quebec Ontario Prairies B.C. Total 
TOG 2k EAS f 103 105 100 102 103 
WG wee ti tic. is.:. T 97 99 99 90 93 
BA a snack cane tT 90 106 95 98 99 
ee) Sea ene 7 103 102 92 113 108 
WG AA s.L: iT 107 100 105 108 106 
Uv A ee T 100 102 113 106 105 
Ch as T 108 99 99 106 104 
pW al a T 112 101 128 108 108 
WSO AGN... rf 118 110 155 127 125 
ih. ds. sccinmen 1 187 134 152 132 137 
DE ee cv cavs ies T 155 137 164 133 139 





Source: Canada, Department of National Health and Welfare, Health Protection Branch, Bureau 
of Dangerous Drugs, Ottawa. 


* ‘Habitual illicit narcotic drug users’ as defined in Table C.1, cannabis and cocaine users removed. 
t+ Base negligible. 


narcotics users come to the attention of the police or the Bureau of Danger- 


ous Drugs, and, of those who do, there is usually a considerable timelag be- 
tween first contact with opiates and becoming ‘known’ to the B.D.D. Second, 
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not all of those on the list are necessarily dependent on opiates. A small 
number are users of cocaine, and a larger number, about five per cent in 
1971, were cited as using ‘unknown substances’. Since patterns of cocaine use 
differ considerably from heroin or methadone patterns, we have removed 
cocaine users from the B.D.D.’s habitual narcotics users figures. For similar 
reasons, cannabis users (who were recorded by the B.D.D. until 1966) have 
also been removed. Not all of those who are arrested for a heroin-related of- 
fence (particularly a possessional or importing offence) are necessarily de- 
pendent, but their names will still be added to the list. In addition, a certain 
proportion of those on the list will have died, left the country, or their de- 
pendence will have remitted in the decade before their names are automati- 
cally removed from the list. Thus, not all persons in the known habitual nar- 
cotics users files are necessarily dependent on opiates, and not all of those who 
are dependent are listed as ‘known’. 


Some additional comments are in order on the significance of these 
figures. They are used here as an indicator of the number of opiate-dependent 
persons in Canada. It is generally believed that these figures represent an 
underestimate of the total number of dependents in the country, but it is 
usually assumed that when the number of known habitual narcotics users 
rises it has done so because of an increase in the heroin-dependent population 
at large and, thus, may be considered to be rising more or less in proportion 
to this general increase. As indicators, these figures belong to the indirect 
type of measure discussed in C.1 Introduction above, and, as such, are subject 
to varying interpretations. 


If the true number of dependent persons in Canada is a constant function 
of the number known to the B.D.D., we may still use these figures as an 
estimate of the actual number of users. However, there is reason to believe 
that this is no longer the case as the B.D.D. is, apparently, presently collecting 
some of these names through different channels than it did in the past. The 
so-called ‘new addict’ is said to be younger and, unlike traditional heroin 
dependents, appears for treatment (particularly methadone maintenance) 
after only a few months or years of use.®** In the past few years, we have 
seen an increasing proportion of new names which have been gathered by 
“retail reports”, that is, primarily through methadone maintenance prescrip- 
tions.17° The sudden upsurge in the number of recorded habitual narcotics 
users in 1970, 1971 and 1972 could, then, reflect the increasing popularity 
of methadone maintenance as well as the tendency for young users to appear 
early for treatment. 


Nonetheless, a growing number of new names have also been derived 
from police reports. If, indeed, these new names represent new, young users, 
it is not unreasonable to assume that many of them reflect changes in law 
enforcement activity during the past few years. With the rise in cannabis and 
hallucinogen use, law enforcement officials have become much more aware 
of youthful drug use, thus increasing the probability that a young person or 
his residence will be searched. In addition, drug squads across the country 
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have recently been concentrating on ‘hard’ drugs, shifting from their earlier 
focus on cannabis and LSD. Thus, it seems a greater number of opiate users 
are appearing on the lists of the Bureau of Dangerous Drugs, but we cannot 
be certain that this increase is proportional to the true increase in use of the 
population at large. 


A study by Oki of Toronto heroin users known to the Addiction 
Research Foundation of Ontario, the R.C.M. Police, or the Bureau of 
Dangerous Drugs, indicated that 64 per cent of the combined total were 
known to the B.D.D.1** If this proportion holds for all of Canada, there were 
roughly 10,000 heroin users in Canada in 1971 and 14,000 in 1972 who 
were likely to be known to some data-gathering agency. However, it must 
be remembered that heroin users are more likely to be known to treatment 
personnel in large urban centres like Toronto and Vancouver where treatment 
programs are readily available. Furthermore, this estimate excludes all those 
users who were not known because they had not yet come into contact with 
law enforcement officials or had not sought treatment. 


A preliminary Commission analysis of heroin- and methadone-related 
deaths in Canada from 1970 to early 1972 revealed that a little over 50% 
of the dead had been unknown to the Bureau of Dangerous Drugs as opiate 
narcotic users. These data imply that the number of habitual opiate narcotics 
users known to the B.D.D. in 1970-71 represented only about one-half 
of the actual opiate-using population (which suggests an estimate of almost 
13,000 such users in 1971). We do not have adequate information for 1972, 
but we suspect that the proportion of opiate narcotics users known to B.D.D. 
may have recently changed as a result of the expansion of their information 
acquisition network, changes in patterns of drug use and other factors. 


When the Commission conducted its field studies in May 1972, it 
received high and low estimates from “knowledgeable persons” in major cities 
of Canada as to the numbers of daily users of heroin and methadone.1* 
These estimates are highly impressionistic, even though they represent some 
of the best informed opinions in the cities which were surveyed. High and 
low estimates were made for the major regions of Canada, and the result was 
a low daily user estimate for the country as a whole of 7,525 and a high of 
14,800. The R.C.M. Police, on the other hand, have estimated that in the 
fall of 1972 there were between 12,400 and 14,410 ‘heroin addicts’ in the 
country, and although their regional breakdown differed somewhat from that 
derived from our survey of knowledgeable persons, the high totals are not 
significantly different. 


Because of the relative ‘invisibility’ of occasional users, our field 
workers’ estimates of the size of this population are even less reliable, but 
suggest numbers in the 15,000 to 30,000 range for the year 1972. Smart, 
Fejer and White4? found that 4 per cent of Toronto high school students 
reported use of opiates in the six months prior to their 1972 survey, and that 
1.9 per cent (some or all of whom may have answered the ‘opiates’ question 
affirmatively) claimed to have used heroin during the same period of time. 
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While there is no reason to doubt the findings of this Toronto survey, it would 
be unwise to project these figures to the country as a whole as Vancouver is 
probably the only other Canadian city with comparable heroin availability. 
However, based on what little is known about the relationship between 
opiate-dependent and non-dependent using populations, it is not unreasonable 
to assume that in 1972 Canada’s approximately 15,000 daily heroin and 
methadone users were complemented by an additional 50,000 occasional 
users of these drugs. An unkown proportion of this latter group is, of course, 
at risk to dependence. 


Heroin dependence has been concentrated in British Columbia for many 
years. Tables C.3 and C.4 indicate that the proportional rate of increase in 
habitual narcotics users on the lists of the Bureau of Dangerous Drugs between 
1961 and 1972 is highest for the regions with the smallest proportions of 
known users, particularly the Atlantic region and the Prairies. 


The Commission’s field studies of May 1972 indicate that methadone use 
resulting from careless prescribing by physicians in Halifax accounted for 
most of the increase in opiate use in the Atlantic region.1°* Montreal has 
witnessed a similar phenomenon. There has been an increase in heroin use 
in Ontario, primarily in the populations traditionally associated with its use, 
and mainly along the Toronto-Windsor axis where there is a good deal of 
contact between American and Canadian drug users. In the west, British 
Columbia has experienced an increase in heroin use, and more particularly 
in occasional (and not necssarily intravenous) heroin use among young 
people. British Columbian heroin-using patterns tend to diffuse to Alberta, 
where, in the past five years, there has been a marked increase in the number 
of known opiate users: from 123 in 1968 to 614 in 1972.46 The extent of 
heroin use in Saskatchewan and Manitoba has also increased, but not as 


TABLE C.3 


PERCENTAGE OF HABITUAL ILLICIT NARCOTIC DruG USERS* BY REGION OF CANADA, 
1962 To 1972 


Year Atlantic Quebec Ontario Prairies pA eS Total 
TOLL ascent bs aut Za3 6.9 62.6 100 
1963: 2204L.S 23 Sid 26.8 13 60.3 100 
1964 at or igt ae a2 4.8 os 7 7.0 59.2 100 
j Le eT ae 2 4.6 sf # fe 6.0 62.0 100 
IS6G 24.8773; ih 4.6 23.7 6.0 63.5 100 
1 Fe ciate oa ee) 4.4 25.0 6.4 64.1 100 
LOGS 25. aesdedaee “2 4.6 ia aig 6.1 65.4 100 
TOOI Re “2 4.8 222 w22 65.6 100 
197087.,.8-5 32 4.5 19.6 9.0 66.6 100 
ts Pe Oe 4 6.2 19.2 10.0 64.2 100 
Nae pete ee 6 6.9 18.9 11.8 61.8 100 


Source: Canada, Department of National Health and Welfare, Health Protection Branch, Bureau 
of Dangerous Drugs, Ottawa. 
* “Habitual illicit narcotic drug users” as defined in Table C.1, cannabis and cocaine usersremoved. 
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TABLE C.4 


HABITUAL ILLiciIr Narcotic DruG Users* PER HUNDRED THOUSAND POPULATION, 
1961 AND 1971, AND 1971 RATE AS A PERCENTAGE OF 1961 RATE, CANADA AND REGIONS 


Atlantic Quebec Ontario Prairies Bx: Total 
Addicts per hundred 
thousand population 
i153 See a cag sides 0.3 3.8 12.0 6.6 113.5 16.7 
ISALRY AOR des 1.4 6.6 16.1 18.5 187.3 29.8 
1971 Rate as Percentage 
MME POA TN ALC cc aceccccccscses 467 174 128 280 165 179 


Source: Canada, Department of National Health and Welfare, Health Protection Branch, Bureau 
of Dangerous Drugs, Ottawa. 
* “Habitual illicit narcotic drug users’’ as defined in Table C.1, cannabis and cocaine users 


removed. 


dramatically as is the case with Alberta.1°* Provincial patterns of heroin dis- 
tribution are presented in Appendix B.2 Sources and Distribution of Opiate 
Narcotics. 


There is a consensus among Canadian observers that opiate use is 
increasing, but no one claims to know the rate of increase. As well, no 
authority feels able to predict when the increase in heroin use will peak or 
reach a stable plateau, if ever. One United States researcher, John Newmeyer 
of the Haight-Ashbury Free Medical Clinic, on the basis of a survey of drug- 
dependent young people in San Francisco, suggests that a plateau has been 
reached there, and believes that use will peak throughout the United States 
by 1974.15? 183 The random samples of identifiable populations available for 
Canada have not permitted any broad generalizations about whether or not 
this possibility applies to this country as well. 


AMPHETAMINES AND AMPHETAMINE-LIKE DRUGS 


We are concerned here with ‘pep pills’, “diet pills’ and ‘speed’. These are 
preparations of amphetamine, dextroamphetamine, or methamphetamine (the 
last of these being the drug of choice of ‘speed freaks’), and the amphetamine- 
like drugs such as phenmetrazine and methylphenidate. The critical distinction 
for our purposes is not the particular chemical used but, rather, the dose level, 
frequency of use, and whether it is taken orally or intravenously. The physical, 
psychological and social concomitants of these different using patterns are 
reviewed elsewhere in this report; a discussion of the extent of both oral and 
intravenous types of use follows. 


INTRAVENOUS SPEED USE 


The intravenous use of speed (methamphetamine) is commonly asso- 
ciated with the ‘speed freak’ phenomenon, but may occur in other drug-using 
subcultures as well. The term ‘speed freak’ denotes not only the use of a 
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substance (speed), but also the level-of-use (chronic high-dose use) and the 
mode of administration (intravenous). No survey of a Canadian population 
has asked its respondents whether or not they are speed freaks. Rather, they 
survey, in order of increasing specificity, whether they have used ‘stimulants’, 
‘amphetamines’, ‘speed’, or ‘methedrine’ (methamphetamine). A few ask for 
the mode of administration. Published results, therefore, often do not allow 
us to distinguish speed freaks from others who may occasionally use speed 
intravenously, or intravenous users from oral users. Both the Commission’s 
national survey of high school students and the Narcotic Addiction Foundation 
of British Columbia’s study of Vancouver high school students !*° indicate that 
a fraction of amphetamine users in those populations have used speed intra- 
venously, but most of these probably used only on an experimental basis. 


The numbers of chronic, regular, high-dose, intravenous amphetamine 
users probably reached its peak in the summer of 1970. All told, based on 
participant-observation studies and interviews with knowledgeable persons in 
Canada’s major cities, we estimate that there were between 2,000 and 3,000 
such individuals at that time, concentrated very largely in the centres of 
Toronto, Montreal and Halifax. There were perhaps another 3,500 to 4,500 
who used high doses intravenously, but not on a regular basis. By the summer 
of 1971 the numbers in the centres of all of these cities combined fell to 
perhaps not much more than 1,000 to 1,500 persons. But intravenous users 
of speed, particularly those involved in intermittent patterns of use, had in- 
creased markedly in the suburbs of these cities and in a number of smaller 
cities in southern Ontario, western Quebec and the Maritimes.1% 


In the summer of 1970, many intravenous amphetamine users used the 
drug on a regular basis—several injections a day for up to two weeks at a 
time with only a few days between such ‘runs’ (see C.4 Patterns of Use). This 
is still the pattern for a much smaller proportion of the total intravenous 
amphetamine-using population. In addition, however, there now appears to 
be a population of high-dose, intravenous users who take the drug for only 
brief periods of time, on weekends or on an episodic basis. If the totals of 
both these types of users are combined we would estimate that the number 
of high-dose users was about the same in the summer of 1972 as it was two 
years earlier, or perhaps marginally larger. Because very few persons regularly 
use speed for more than a couple of years (see C.4 Patterns of Use), there 
is a continually high rate of withdrawal from the intravenous speed-using 
population which limits the growth of this phenomenon to the difference be- 
tween new recruits and new abstainers. This difference is presently such that 
Canada’s speed-using community appears to be more or less numerically 
stable, although it is a much more dispersed population than was the case 
two or three years ago. 


ORAL USE OF AMPHETAMINES AND AMPHETAMINE-LIKE DRUGS 


While Canada’s speed freak population appears to have numerically 
stabilized, the oral use of amphetamines and amphetamine-like drugs has 
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continued to grow. There has doubtless been a degree of ‘pill popping’ for 
functional purposes for many years among such people as waiters and wait- 
resses, athletes, students, business executives and entertainers. This phenome- 
non was still increasing at the time of the new amphetamine regulations of 
January 1, 1973. Reports from some regions suggest that some tavern-goers, 
particularly younger ones, have established a pattern of consuming oral 
amphetamines or amphetamine-like drugs together with alcohol. Reports 
from all regions indicate that oral use of these drugs is particularly popular 
among university students, especially during exam periods," 


Surveys of Canadian populations, primarily involving high school sam- 
ples, that have asked about any amphetamine or stimulant use (the level-of- 
use being defined in almost all cases as any in the last six months) have found 
prevalence of use rates that are remarkably uniform (ranging from 
five to nine per cent) and that show no sign of significant change 
from 1968 to 1972.8: 17, 32, 34, 42, 78, 80, 81, 82, 108, 114, 115, 154, 180, 205, 225, 240, 241, 
252, 298, 272, 278 ‘The Commission-sponsored surveys, conducted in the spring of 
1970, found the non-medical use of ‘pep pills’ reported by three per cent of 
high school students, six per cent of college and university students and three 
per cent of the national adult sample. “Diet pills’ had been used non-medically 
by one per cent of the high school and adult samples, and by three per cent of 
the college and university sample. ‘Oral speed’ use was reported by three per 
cent of high school and less than one per cent of college and university stu- 
dents. Combining the high school use rates reported by the Commission 
surveys allows us to suggest a representative figure for the prevalence of non- 
medical use of any amphetamine or amphetamine-like drugs in Canadian 
high schools of seven per cent. Josephson, ef al., in their May 1971 national 
survey of American youth aged 12 to 17, found that nine per cent had used 
amphetamines at some time, which tends to support our estimate for Can- 
ada.1*8 Between 15 per cent and 20 per cent of the high school students who 
use amphetamines or amphetamine-like drugs (generally defined as ‘pep pills’ 
or ‘diet pills’) use them more than once a month.1#3. 248 


The Commission’s national survey indicates that four per cent of Cana- 
dian adults at some time orally used amphetamines or amphetamine-like drugs 
non-medically. The one other random survey of Canadian adult use of 
psychoactive substances, that of Fejer and Smart, indicates roughly similar 
results: as of the spring of 1971, four per cent of Toronto adults had used 
“stimulants” medically or non-medically during the previous 12 months,*? We 
note later that only ten per cent of Toronto adult users of barbiturates or 
tranquilizers obtained them without a prescription. By contrast, more than 
a third of the stimulant users in this same study obtained these drugs without 
a prescription. 


Among adult “stimulant” users, Fejer and Smart found that 51 per 
cent of their Toronto sample used these drugs daily, seven per cent used 
them between two and five times per week, and about 19 per cent used 
them between once a week and once a month.®* Thus, 77 per cent of those 
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Toronto adults who used stimulants (whether medically or non-medically ) 
did so at least once a month. The Commission’s national adult survey found 
that an almost identical proportion of those respondents using ‘diet pills’ 
or ‘pep pills’ at the time of the study did so once a month or more. 


If we accept the Commission and Toronto survey findings regarding 
the incidence of adult use of amphetamines and amphetamine-like drugs 
(i.e., about four per cent), and if we assume that about one-third use these 
stimulants without benefit of prescription at least some of the time, then we 
would estimate that 1.3 per cent of Canadians 18 years of age and over have 
used stimulants non-medically in the past year, or approximately 171,000 
persons. If we apply the high school estimate of seven per cent to Canadian 
youth, we have 182,000 users, for a total of 353,000 Canadian users of am- 
phetamines and amphetamine-like drugs for non-medical purposes in the past 
twelve months. The majority of this use would be of the occasional or ex- 
perimental variety. 


CAFFEINE 


Caffeine and related xanthines, in the form of coffee, tea, cocoa and 
cola drinks and various over-the-counter preparations (for example, No 
Doz®), is the most commonly used stimulant in Canada. Canadians drink 
33 million cups of coffee and 30 million cups of tea every day. Canada’s 
tea consumption is only one-quarter that of the United Kingdom or Ireland 
on a per capita basis, but it is three times that of the United States.?5! 
Canada’s per capita coffee consumption is slightly below that of the United 
States. 


The Pan-American Coffee Bureau surveys coffee consumption in Canada 
for an ‘average winter’s day’ when use is presumably at a maximum, and 
the following statements are about use on such a day. The data are for 1970, 
but the phenomenon appears sufficiently stable to allow us to apply them to the 
present. Sixty-four per cent of Canadians ten years of age and over drank 
coffee on an ‘average winter’s day’, drinking an average of three and one-tenth 
cups each. Complete data on levels-of-use are not available for Canada. In 
the United States, however, the 20 per cent of the population who used coffee 
most frequently each consumed an average of seven and one-half cups of 
coffee on this typical day. Fifty-three per cent of Canadians drank tea on 
an ‘average winter’s day’. We do not have adequate information to comment 
on the consumption of xanthine-containing cola and cocoa drinks. 


HALLUCINOGENS 


An impressive array of substances have hallucinogenic properties in 
greater or lesser degree, including certain varieties of morning-glory seeds, 
nutmeg, mandrake, belladonna, sweet flag, yagé, a number of mushrooms, 
including the fly agaric, panaeolus, and psilocybe (the source of psilocybin), 
the peyote cactus (the source of mescaline), DMT, DET, DOM (STP), 
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PCP, MDA, and, of course, LSD. Only the last three of these have any 
currency in the Canadian illicit drug market, and street samples alleged to 
contain more esoteric hallucinogens are almost always found, on analysis, 
to be PCP, MDA or LSD, or some combination of these drugs. Those who 
buy these substances have little control over or knowledge of the quality 
and purity of their purchases. Because of this uncertainty of identity, we will 
not attempt to distinguish among substances here. It should be remembered, 
however, that there is great variation in the potency of these materials, and 
that some unidentifiable proportion of use will involve low potency drugs 
or even inert substances that users will report as true hallucinogens. These 
problems are further discussed in Appendix A.5 Hallucinogens and Their 
Effects and Appendix B.5 Sources and Distribution of Hallucinogens. 


Information derived from Commission field studies in May 1972 sug- 
gests that the number of current hallucinogen users has numerically stabilized, 
with as many people stopping use as beginning it.1°* This is in accord with 
an observation made by Goode several years ago about hallucinogen use 
in the United States: “. . . probably more than any other drug in use the 
drop-off after the first experience is precipitous. There [is] typically little 
desire to continue beyond the experimental first few instances.”1°° 


The Commission surveys (which are the only national surveys to ever 
have been conducted in Canada) indicate that by the spring of 1970, four 
per cent of high school students and eight per cent of university students had 
at some time used hallucinogens. Use in the adult population was only about 
0.6 per cent. However, other Canadian surveys, primarily conducted in metro- 
politan areas, suggest that these figures understate use in 1970.® 17, 34, 42, 81, 88, 
108, 114, 115, 133, 154, 180, 205, 219, 225, 239, 240, 241, 242, 251, 258, 272, 273 These studies in- 
dicate a current incidence of use of five to ten per cent in high school popula- 
tions, and over ten per cent in university populations. There was a dramatic 
increase in hallucinogen use between 1968 and 1970, with use doubling 
every year. We can assume that the rate of increase has been much slower 
from 1970 to 1972. Evidence from the United States, usually a bell-wether 
for North American drug use, supports this assumption. In a national survey 
of American college students, the proportion of students claiming to have 
ever used LSD rose from 11 per cent in 1970 to 13 per cent in 1971.1% 
Furthermore, a recent longitudinal survey conducted among Toronto high 
school students has found that the prevalence of LSD use in the previous six- 
month period declined from 8.5 to 6.4 per cent between 1970 and 1972, 
while use of “other hallucinogens” rose only slightly from 6.7 to 7.2 per cent 
during this same two-year period, thus indicating a relatively stable incidence 
of hallucinogen use.*4* Nationally, there has probably been a slight increase 
from 1970 to 1972 in the proportion who have ever used hallucinogens. 
The proportion among high school aged youth across Canada who have ever 
used these drugs is probably not over ten per cent, and we will use that as a 
maximum estimate for persons between 12 and 17 years of age. 
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The Toronto adult survey indicates that 2.6 per cent of this population 
had used LSD in the twelve months preceding the spring of 1971.7%° This 
figure is in line with that for New York State of a year earlier®? and with that 
for adults in two San Francisco Bay area communities surveyed in 1967 and 
1969.1° It is likely, however, that adult hallucinogen use is higher in metro- 
politan than rural areas. It does not, therefore, seem appropriate to use the 
Toronto figure above as a norm for the entire Canadian population over 
17 years of age. We have, rather, chosen a figure between the Commission 
survey's 0.6 per cent ever used rate and the Toronto study’s 2.6 per cent 
current rate of use, namely 1.5 per cent, as a conservative estimate of the 
proportion of adults who have ever used hallucinogens. This estimate, com- 
bined with that for persons between 12 and 17, indicates that approximately 
470,000 Canadians have at some time used hallucinogens, which is about 
three per cent of the Canadian population aged 12 and over. As indicated 
above, the number of current users appears to be stable. 


It appears that hallucinogens are used more than once a month by about 
15 to 25 per cent of the Canadian high school students who use these 
drugs.”41, #2, 243 Tt is not possible, at present, to make a definite statement 
concerning the frequency of hallucinogen use among Canadian college stu- 
dents and adults because of the paucity of reliable level-of-use data about 
these populations. 


ALCOHOL 


Alcohol use is widespread in western society. Use has been increasing in 
Canada (and also in the United States), particularly among young adults and 
adolescents. This trend was observable even before the recent lowering of the 
legal drinking age throughout much of Canada. 


Canadian surveys of local high school populations record alcohol con- 
sumption by anything from 40 to 87 per cent of students, despite the fact that 
such consumption is illegal for almost all of them.® 17, 8°, 81, 108, 115, 180, 219, 
220, 240, 241, 242, 261, 272, 273 The Commission’s high school survey, which pro- 
vides the only national data, gives the lowest proportion of any Canadian high 
school survey for those who have ever drunk alcohol: only 33 per cent. 
Thirteen per cent of this sample, a little over one-third of all high school 
drinkers, had had a drink more often than once a month in the previous six 
months, as of the spring of 1970. 


Surveys of university students in Canada and the United States yield 
estimates of between 80 and 97 per cent as having ever had a drink.17. 154, 198 
The Commission’s college and university survey found that 83 per cent of 
students reported ever having had a drink as of the spring of 1970, and that 
59 per cent of the students claimed to have drunk more than once a month 
during the previous six months. The Commission’s national adult survey indi- 
cates that 66 per cent of Canadian adults have had a drink at some time, with 
one in five Canadian adults (or 2,780,000 persons) claiming to drink alcohol 
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more than once a week. De Lint, Schmidt, and Pernanen’® found that, in 
1969, 80 per cent of the Ontario population aged 15 and over, or 82 per cent 
of the Ontario population aged 20 and over, were alcohol drinkers. 


Because the use of alcohol is increasing and because the legal drinking 
age has recently been reduced through much of the country, we feel that the 
national Commission survey findings of 66 per cent drinkers among Canadian 
adults and 33 per cent drinkers among Canadian adolescents are not reliable 
reflections of current alcohol-using rates in these populations. Instead, we will 
use a figure between the Commission’s findings and those of the Ontario 
survey, namely 75 per cent, as an estimate of the prevalence of alcohol use 
among Canadians aged 18 and over, and an estimate of 50 per cent, which is 
likely conservative, for use among Canadian adolescents. These two estimates 
yield about 11,716,000 Canadians who have had a drink at some time. (The 
Addiction Research Foundation of Ontario! estimated that there were 
11,612,000 alcohol drinkers over 14 years of age in Canada in 1969.) 
Approximately one in ten Canadian drinkers is drinking illegally because he 
is under age. It has been estimated that 5.31 per cent of Canada’s drinking 
population (that is, about 617,000 persons) consumed a ‘hazardous’ amount 
of alcohol per day in 1969. On the basis of liver cirrhosis mortality data, the 
Addiction Research Foundation of Ontario has estimated that there were 
308,200 alcoholics in Canada in 1967, or about 2.8 per cent of all alcohol 
drinkers in that year.* 


The de Lint, Schmidt and Pernanen*®® 1969 survey of Ontario drinking 
habits found that about 15 per cent of Ontario residents (or 19 per cent of 
Ontario’s non-abstaining population) drank alcoholic beverages (in most cases 
beer) more frequently than twice a week. Daily alcohol drinkers accounted for 
less than six per cent of Ontario residents, or about seven per cent of all 
Ontario drinkers. Of those Ontario residents who drank alcohol in the week 
preceding their interview (71 per cent of the non-abstaining population), by 
far the majority (76 per cent) consumed less than 21 centiliters of absolute 
alcohol during that week (or less than three centiliters a day), while only 
about three per cent of this group (or less than two per cent of the total 
Ontario population over 14 years of age) consumed more than 70 centiliters 
of absolute alcohol during the surveyed week (or more than 10 centiliters of 
absolute alcohol per day). 


BARBITURATES, MINOR TRANQUILIZERS AND OTHER 
SEDATIVE-HYPNOTICS 


Here we are concerned with the barbiturates (such as Seconal® and 
Nembutal®), non-barbiturate sedative-hypnotics (such as Mandrax®), and 
the minor tranquilizers (for example, Librium® and Valium®). We omit the 
major tranquilizers as they are rarely employed for non-medical purposes. 
These preparations are known by a variety of names in the argot of drug users, 
but are generally classed together as ‘downers’ because of their sedating 
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effects. Certain substances that could be treated under this heading are usually 
used for their hallucinogenic or inebriant, rather than sedating, qualities. 
Among these are alcohol (which was discussed above), Datura innoxia 
(thorn-apple), Datura stramonium (Jimson weed), and certain belladonna 
alkaloids such as scopolomine. These last three are only rarely used, and are 
omitted from this account for want of information. 


The Commission’s surveys suggest that about one-third of Canadian 
adults had taken ‘sedatives’ at some time by 1970, whether medically or non- 
medically, that about one-quarter had taken ‘sleeping pills’, and one-quarter 
‘tranquilizers’. These three groups overlap to some extent. Current and fre- 
quent use is less common. For each of these three substances, roughly one 
Canadian adult in 20 had used it more often than once a week in the previous 
six months, whether for medical or non-medical purposes. 


About one-fifth of Canadian college and university students had used 
each of ‘sedatives’, ‘sleeping pills’ and ‘tranquilizers’ by 1970, while 15 per 
cent of high school students had used ‘sedatives’, and 11 per cent had used 
each of ‘tranquilizers’ and ‘sleeping pills’. The proportions of current users in 
high schools and universities are lower than those of adult users of these drugs. 


In December 1971, Sidney Cohen (head of the Center for the Study of 
Mind-Altering Drugs at the University of California, Los Angeles) predicted 
that 1972 would be the “year of the downer’”’.**° Field studies conducted by 
the Commission in May 1972 suggest that this prediction may well have been 
a valid one. Our reports indicate that the non-medical use of barbiturates, as 
well as the non-barbiturate sedative-hypnotics (particularly those containing 
methaqualone), are gaining in popularity in Quebec, Ontario and British 
Columbia. Reports from the Prairies indicate that the non-prescription use of 
tranquilizers is also increasing in popularity in this region, but that non-bar- 
biturate sedative-hypnotics are generally not available for non-medical con- 
sumption.1°4 


Studies of drug use in Canadian high school populations do not suggest 
any significant change in the extent of use of sedatives and hypnotics from 
1968 to 1971. These studies found that, depending on region, between three 
and eight per cent of high school students had used barbiturates in the pre- 
vious six months and that between eight and ten per cent had used tran- 
quilizers during this period of time.®: 17, 78, 80, 81, 108, 114, 115, 180, 225, 240, 241, 251, 


272, 273 While a very recent Addiction Research Foundation of Ontario survey 
has reported a considerable increase (from 4.3 per cent to 18.2 per cent) 
in the use of barbiturates among Toronto high school students between 1970 
and 1972, the rewording of the barbiturate question in the 1972 survey to 
include “painkillers” may account for the entire increase. As the authors 
note: “The results from this question should be treated with caution until 
further data are available.” 


The importance of specifying level-of-use is evident from the data 
presented in these surveys. A common measure of high frequency use in these 
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studies is more than once a month in the last six months. With considerable 
uniformity, about one-fifth of those who have used these substances in the 
last six months have used them once a month or more. This level-of-use could 
be described as at least occasional, although some unknown proportion of 
these students may well be heavy regular users. Thus, by 1971, roughly one 
per cent of high school students in Canada were at least occasional users of 
barbiturates, and two per cent were at least occasional users of tranquilizers. 


A survey of Toronto adults over the age of 17 in the spring of 1971 
revealed that nine per cent had used barbiturates in the previous 12 months 
and 13 per cent had used tranquilizers. This use could be either medical or 
non-medical use. Thirty-eight per cent of these tranquilizer users and 24 
per cent of those who used barbiturates used these drugs every day.** 


What proportion of the nine per cent of adults using barbiturates and 
the 13 per cent of adults using tranquilizers in Toronto use these substances 
non-medically, at least some of the time? There is no direct measure of this, 
but there are indirect indicators. We know that about ten per cent of the 
users, Or One per cent of the total population, did not obtain these drugs by 
prescription. This proportion is similar to the percentage of persons in the 
Commission-sponsored national adult survey who reported use of tranquilizers 
without a doctor’s supervision: about ten per cent of all tranquilizer users, 
or two per cent of the total population. However, the Commission survey 
collected ever used data while the Toronto study was concerned exclusively 
with use in the previous 12 months. On the basis of these surveys, we may 
very tentatively suggest that about ten per cent of those Canadians who cur- 
rently use barbiturates and minor tranquilizers use them without benefit of 
prescription. This is equivalent to roughly one per cent of the Canadian 
adult population. 


Combining the estimates for high school students (those between 12 
and 17) and adults (those 18 and over) yields about 1,380,000 Canadians 
who have used barbiturates in the past year, and approximately 2,040,000 
who have used minor tranquilizers during this same period of time. Of these 
current adult sedative users, about 180,000 have used tranquilizers and 
125,000 barbiturates without a doctor’s prescription. Unfortunately, there is 
insufficient data to estimate the number of Canadian adolescents who have 
used these drugs non-medically or without a doctor’s supervision. However, 
it is probable that more Canadians use these drugs on a daily medical basis, 
with a prescription, than use them at all non-medically. 


These estimates are based on surveys and, consequently, will under-rep- 
resent some categories of drug users, for example, heroin or amphetamine 
users. These persons are known to use barbiturates and minor tranquilizers 
more frequently than the general population, both non-medically and for self- 
medication of drug effects. However, their numbers are small compared to 
those of non-medical users of barbiturates and minor tranquilizers who are 
available to surveys. 
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VOLATILE SUBSTANCES: SOLVENTS AND GASES 


Volatile substances have always been primarily a pre- and young ado- 
lescents’ form of intoxicant. These drugs have never been highly regarded 
in other drug-using circles, and as other drugs (particularly cannabis and 
alcohol) become available to the ‘sniffer’, he is likely to shift his preference 
to them. Glue is no longer the most commonly used solvent. Certain brands 
of nail polish remover are reported by observers in a number of Canadian 
cities to be the solvent of choice among these users. Solvent use is now con- 
sidered an important or increasing drug problem in several parts of Canada, 
including Nova Scotia and some western provinces. Whether there has been 
an actual increase in use, or whether this phenomenon has simply become 
more visible with the increasing attention paid to drug use among young 
adolescents, is not yet clear.1 


Surveys of solvent use among high school students suggests a stabiliza- 
tion or decline in use between 1968 and 1972.17. 32,108, 241, 242, 251, 258, 272, 278 
These studies suggest that between five and six per cent of high school 
students had used solvents in the previous six-month period. Unfortunately, 
almost all of these surveys are of populations in central Canada. The Com- 
mission surveys found that two per cent of high school students had ever used 
‘glue’ for psychotropic purposes by the spring of 1970. Other surveys of the 
same period suggest that about twice that proportion would have said they 
had used ‘other solvents’ if that question had been asked. Of the students 
in the Commission’s high school survey who indicated that they had used 
glue at some time, three-quarters had not used it in the preceding six months. 
This suggests a much lower rate of current use of solvents (including glue) 
than the other surveys, i.e., about 1.5 per cent. Considering the findings of 
other surveys and the date of those conducted by the Commission, we feel 
that a safe maximum figure for current use of solvents among adolescents 
is four per cent. Current use of solvents among adults is considered negligible. 


About 20 per cent of these solvent-using students report use of this 
drug that averages out to more than once a month. In three major eastern 
Canadian cities, it was found that 62 per cent of student solvent users sniffed 
‘glue’ less than three times in the six months preceding the study, while 20 
per cent did so seven times or more during the same period.74* A 1972 
Toronto survey of high school students found that about one-third of the 
students who had sniffed ‘glue’ or other solvents had done so more than one 
or two times in the six months preceding the study. Less than five per cent 
of the users reported use of these substances more than 50 times, or an 
average of at least twice a week, during this same period of time. 


TOBACCO 


The following table indicates the smoking habits of Canadians 15 years 
of age and over in 1965 and 1972. During this period there appears to have 
been a modest decline in the proportion of Canadians smoking cigarettes 
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daily, but the percentage of heavy smokers (those who smoke more than 
25 cigarettes a day), if anything, has risen very slightly during these same 
seven years. 


The distribution of cigarette smoking is somewhat atypical as con- 
sumption is concentrated at one level-of-use. Almost everyone who smokes 
cigarettes at all smokes every day, and about 65 per cent of those who smoke 
at all smoke between 11 and 25 cigarettes a day. 


TABLE C.5 


CIGARETTE CONSUMPTION FOR THOSE 15 YEARS OF AGE AND OVER, CANADA 
1965 AND 1972, AND DIFFERENCES BETWEEN THESE YEARS* 











Differences: 
1965 1972 1965-72 
7o To 7s 
No use or less than daily 57.2 60.2 +3.0 
Baal yiftotal) cvs sascaes icc 42.8 39.8 —3.0 
CES (RE FC eee 11:5 or —1.8 
Pe UA Be... tseite-> Lied 26.3 —1.5 
phe. tl: | 3.5 3.8 +0.3 
Ba talers toi cy. deans 100 100 — 


* Estimates prepared by the Department of National Health and Welfare from data obtained from 
the Labour Force Survey Statistics Canada as based on the civilian non-institutional population 
15 years of age and over, exclusive of residents of the Yukon and Northwest Territories, Indians 
living on reserves, inmates of institutions and members of the armed forces. 


There is little reliable data on the incidence of tobacco use among 
persons under 15 years of age. However, high school surveys conducted in 
Montreal and Halifax?** in 1969, in Ottawa?’ in 1970, and in Toronto? in 
1968, 1970 and 1972 indicate at least some tobacco use by about 25 per 
cent of grades seven and eight students and by about 45 per cent of grades 
nine and ten students. The Ottawa survey, which provides the most complete 
tobacco use by grade data, shows that 65 per cent of the grades seven and 
eight smokers consume less than one pack of cigarettes a week, while only 
about four per cent smoke seven or more packs a week (i.e., at least one 
pack a day). Among grades nine and ten tobacco-using students, 36 per 
cent smoke less than one pack a week and about six per cent smoke seven 
or more packs a week, or at least one pack a day. The Montreal, Halifax 
and Toronto data do not allow level-of-use analysis by grade or age, but do 
indicate that between 50 and 60 per cent of the tobacco smokers in these 
high school populations consume less than one pack, or 20 cigarettes, a week. 


Current data regarding the consumption of other tobacco products 
were not available to the Commission at the time of writing. However, 1964 
figures indicate that about 16 per cent of Canadians aged 15 years and over 
smoked pipe tobacco, and one-half of these persons did so on a daily basis. 
Similarly, 16 per cent of the 1964 Canadian population smoked cigars, but 
less than one-fifth did so on a daily basis. 
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C.3. CHARACTERISTICS OF USERS 


A number of the difficulties with regard to providing information on the 
extent and patterns of drug use have been discussed in C.1 Introduction 
above. These difficulties, such as variations in the methodological sophistica- 
tion of studies, the narrow scope of most studies and the choice of sample 
populations also apply to, and limit, the generalizability, validity and 
reliability of the available data concerning the characteristics of drug users. 
The most reliable and readily available socio-demographic data concerns the 
age, sex and socio-economic status of drug users. Therefore, these will be 
the variables emphasized in this section although other relevant factors will 
be discussed if valid and reliable data is available. As there are numerous 
studies of student drug users, but few good studies of adults who use illicit 
drugs, this discussion will, of necessity, focus mainly on young persons, prima- 
rily those in high school and university. 


Discussions of survey data on social characteristics related to the use of 
drugs are predicated on the assumption that these relationships are not only 
statistically significant but socially meaningful. The assumption is_ that 
certain characteristics highly associated with the use of a drug have a 
predictive value in enabling us to determine which persons or groups are 
more likely to use that drug, at what levels-of-use, and with what patterns 
of consumption. Unfortunately, however, epidemiological concentration on 
specific populations (particularly high school and college students) and the 
fact that many survey findings refer only to that situation that prevailed at the 
beginning of the diffusion of hallucinogen use during the middle and late 
1960s render any attempt to generally predict on the basis of social charac- 
teristics a speculative and often misleading exercise. Consequently, the fol- 
lowing review of the social characteristics of Canadian drug users must be 
seen as a descriptive rather than analytical account, and reliable predictions 
must await the completion of more comprehensive and dichronic surveys. 


OPIATE NARCOTICS 


There is wide variability in the ages of heroin users in Canada, ranging 
from the late teens to over 60 years of age. Until the mid-sixties, most heroin 
users first became recognized by the Bureau of Dangerous Drugs (B.D.D.) 
between the ages of 25 and 39, indicating that this was the age range in 
which heroin users, on the average, were most likely to be first arrested for a 
narcotics or other offence or to appear for treatment. However, this was not 
usually the age range in which most users became dependent on heroin.?>* 


An R.C.M. Police survey in Vancouver in 1945 indicated that over 
one-half of those arrested had started their heroin use at an average age 
of 17.4 while the overall average for the sample was 21.9.2°° Dependence 
first occurred in the late teens or early twenties for over one-half of 
the samples of British Columbia heroin users who were studied by Hender- 
son in the late sixties'!” and by Stevenson and his associates*®* in the mid- 
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fifties. However, 21 per cent of Henderson’s sample first experienced de- 
pendence before the age of 18, and most of the remainder became dependent 
by the age of 30. A recent Vancouver study by the Narcotics Addiction 
Foundation of British Columbia indicates that the younger patients who have 
come for methadone maintenance did not become dependent, on the average, 
until age 21.127 Although the age at which opiate users are recognized is 
declining (see C.2 Extent of Use, page 678), there is little evidence that 
people are using opiates or becoming dependent on opiates at significantly 
earlier age than did their counterparts in the past. Heroin use, in its begin- 
nings, has been preponderantly a phenomenon of the late teens for several 
decades. 


Patients who came to the Narcotic Addiction Foundation between 1956 
and 1963 were questioned about the year they had first become dependent, 
and this was compared to their records at the Bureau of Dangerous Drugs. 
Fifty-one per cent had not been recorded by the B.D.D. after three years of 
regular heroin use. Twenty-eight per cent were still not known to the B.D.D. 
after five years of dependence.!!” Thus, the national statistics at that time 
were not indicative of age of first dependence because there was a consid- 
erable timelag between dependence and becoming ‘known’ for a large pro- 
portion of the known habitual narcotics-using population. 


In recent years, however, a growing proportion of new names have 
come to the B.D.D. from “retail reports” information (i.e., methadone pre- 
scriptions). Simultaneously, a greater proportion of persons under age 25 
have come to their attention. It is increasingly evident that the timelag be- 
tween first use of opiates and becoming ‘known’ is decreasing due to the 
apparent willingness of young users to apply for methadone maintenance at 
clinics or to appeal to private physicians for methadone prescriptions within 
their first year of heroin use.1*’ Furthermore, Commission research indicates 
that before the new restrictions on the prescribing of methadone came into 
effect in June 1972, a significant number of methadone prescriptions had 
been issued to persons who had had little or no experience with heroin. Thus, 
those who have used heroin may be recognized at an earlier age due to 
methadone prescriptions, and many young people obtaining methadone are 
possibly being listed as habitual narcotics users although they have had little 
or no previous involvement with opiate narcotics (see C.2 Extent of Use, 
page 678). 


In addition, this increase in newly reported young users may be a result 
of changes in law enforcement practices. Recently more police emphasis has 
been placed on youthful drug users. The young are now more likely to be 
stopped and searched on the street and their residences are more likely to be 
investigated. Consequently, there is an increased likelihood that those who 
have used heroin for only a few months, some of whom may not be depend- 
ent on the drug, will be arrested for heroin offences. 


Although the above-mentioned factors indicate that the drop in age of 
known heroin users in recent years may not reflect proportional changes in 
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the using population, there is, nevertheless, evidence to indicate a small 
amount of heroin use among young teenagers. Halpern and Mori, for 
example, found that the proportion of Ottawa English-speaking students 
using ‘opiates’ (including heroin) in the two months preceding the survey 
was 1.1 per cent in grade eight, 3.3 per cent in grade ten, and 2.5 per cent 
in grade 12.1°° The highest rates of use among Ottawa French-speaking 
students were found in grades nine (1.6 per cent) and 12 (1.7 per cent). 
Smart, Fejer and White found that 1.7 per cent of their 1972 Toronto grade 
seven sample claimed to have used heroin at least once in the six months 
preceding the survey; in grade nine use was 3.1 per cent; and both grades 
11 and 13 had current use rates of 1.2 per cent.74? The Bureau of Dangerous 
Drugs’ most recent tabulations of known habitual narcotics users include 50 
persons (or 0.6 per cent of the 1972 total) under the age of 17. 


Although the heroin-using population in the United States is dispro- 
portionately non-white, this is not the case in Canada. Heroin users here are 
predominantly white and Canadian born, although there are a few native 
Indians and a similarly small number of elderly Orientals. 


The sex ratio of known users is approximately seven males to three 
females. However, among occasional users the sex ratio appears to be more 
balanced. Russell found a 3:2 male to female ratio among high school 
students in British Columbia in 1969 who had used heroin more than ten 
times,”*° while a 1970 Vancouver study found the reverse ratio among the 
same category of users.18° However, when all students who had ever used 
heroin were considered, the male to female ratio was approximately 1:1 in 
both surveys. Smart, Fejer and White found a 3:2 male to female ratio 
among heroin users in their Toronto high school sample.??? 


Most dependent heroin users either marry or become involved in a 
commonlaw relationship with a member of the opposite sex sometime during 
their life time. Some have multiple liaisons. They tend to marry persons who 
are also involved in heroin use and many of these relationships take the 
form of a kind of business partnership as well as supplying love and com- 
panionship. Marriages are often interrupted and sometimes terminated by 
long prison sentences. 


Most heroin dependents who have been studied in Canada and the 
United States have done poorly in school in spite of average or better intel- 
lectual potential.?°*. 26%, 266 An analysis of Canadian heroin conviction statis- 
tics for the years 1967-1969 revealed that an average of 82 per cent of those 
whose grade level was stated had failed to reach beyond grade ten.1*° In 
Henderson’s British Columbia study, more than 80 per cent had left school 
by age sixteen.!!” The reasons for leaving school were predominantly lack of 
motivation to continue, the desire to work and make money, or a reform 
school sentence. 


Heroin users’ difficulties in school carry over into their occupational 
adjustments, and only a minority have good work records. In a study of 
users in the United States, Vaillant found that not only dropouts from slum 
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schools, but also many middle-class users had had employment difficulties 
prior to opiate dependence.?** Some have stated that they found their 
occupations to be uninteresting or not sufficiently remunerative, although 
some occupational problems may have been a result of juvenile or young 
adult criminal convictions and prison records.®® 


One of the controversies surrounding the so-called ‘criminal addict’ is 
the extent to which his criminal behaviour is due to his drug use (in support 
of his habit) or existed prior to his introduction to heroin and was likely to 
have continued regardless. The extent of anti-social behaviour before de- 
pendence varies considerably with the population studied in the literature.149 
The percentage known to be delinquent prior to heroin use ranges between 
50 per cent and 75 per cent in most recent American studies.2°* Two British 
Columbia studies suggest that the range is similar in Canada. Of the patients 
admitted to the Narcotic Addiction Foundation in the first six months of 
1970, approximately one-half had had juvenile or adult convictions,}27 
whereas in an earlier study three-quarters had had such convictions prior to 
narcotics use.*°? Henderson, in a third British Columbia study, found that 
although three-quarters of his subjects were to some extent involved in youth- 
ful delinquency, less than one-half committed repeated infractions which lead 
to arrest and conviction, and that these were not markedly different from 
those reported in juvenile crime statistics throughout the Western World.'1* 
The study by Stevenson and associates found that about one-half of the 
British Columbia female dependents studied had engaged in prostitution 
prior to their use of heroin.?5# 


Heroin consumption and trafficking is usually centred in dilapidated and 
overcrowded urban neighbourhoods in North America. This does not, how- 
ever, mean that those who eventually become dependent on heroin are nec- 
essarily from lower-class families. Over three-quarters of those that Stevenson 
and his associates studied in Oakalla prison near Vancouver, had come from 
homes that were financially comfortable or at least marginally so, with an 
income sufficient to cover actual needs of the family. Only a minority of the 
subjects came from backgrounds of actual poverty.2°? Over forty per cent 
of the subjects in another British Columbia study had come from homes 
where the father or father substitute was a professional, a white-collar worker 
or a skilled labourer. Five per cent of the fathers had been unemployed or 
engaged in unlawful pursuits, but otherwise the occupational distribution 
was about the same as the population at large.11” 167 


In studies of opiate dependents conducted in Canada and the United 
States in recent years there appears to be a higher incidence than in the 
general population of families which had been disrupted by death, desertion, 
separation or divorce.®*. 117. 253, 266 Many homes, however, were discovered 
to have been intact, stable and comfortable. Those who eventually become 
dependent on heroin tend to leave the family early, but this is undoubtedly 
due in some measure to their premature departure from the school system, 
and, in some cases, juvenile arrest and subsequent reform school terms. 
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Although much has been made of unhappy childhood experiences and the 
resultant personality problems which have been hypothesized to be related to 
opiate dependence, it has become evident in recent years that heroin users 
are not, for the most part, suffering from a crippling mental illness.2°° They 
have been said to be maladjusted, depressed, hostile, immature, manipulative, 
narcissistic, and to suffer from feelings of inadequacy. However, virtually 
nothing is known about these individuals prior to opiate dependence and it is 
difficult to determine if these diagnosed characteristics were present prior to 
the use of heroin or are a result of the life experience and stigmatization of 
the individual after dependence occurs.1°” 


The studies involving psychiatric diagnoses are usually without an ade- 
quate control group and are most often conducted in an institutional setting 
where the individual is often being held involuntarily, stripped of his identity 
supports and compelled to make an adjustment to a foreign environment.”* In 
a study of prisoners in Oakalla Prison Farm, those who had used heroin were 
no more likely to be transferred to the Provincial Mental Hospital than pri- 
soners without heroin experience.*°* The conclusion of the Stevenson study 
was that “addicts are basically ordinary people”, characterized by an absence 
of healthy resources rather than by the presence of demonstrable pathology. 
The relationship between opiate dependence and psychological problems is 
discussed in more detail in Appendix D.2 Motivation and Other Factors 
Related to Opiate Narcotic Use. 


AMPHETAMINES AND AMPHETAMINE-LIKE DRUGS 


Canadian intravenous amphetamine users tend to be in their late teens 
or early twenties. The age range of 218 speed users studied in Toronto in 
1970 extended from 13 to 30, with the average age for both males and 
females being approximately 17.148 Occasionally ‘speeders’ as young as 12 
or 13 have been encountered, and it appears that the mean age may have 
declined slightly over the past few years as speed use diffused into the suburbs 
and urban high schools of some regions. 


There are usually two or three males to every female in a speed com- 
munity, although the sex ratio may be a nearly balanced one if all speed users 
(including those who live with their parents) are considered.1°. 237 


While some of the first members of North American speed-using com- 
munities were college educated, this is generally atypical in Canada.1”® 1°° In 
a Toronto study, most speeders who did not reside with their parents had left 
high school before graduating, and between 60 and 70 per cent of the total 
speed-using sample had failed at least one grade.1#8 Commission-supported 
field studies in Montreal and Toronto collected relatively similar data regard- 
ing academic performance and levels of achievement.'®. 18° Furthermore, 
only a small minority of intravenous amphetamine users are employed on a 
regular, full-time basis.4° Some, of course, are students (up to one-third of 
the Halifax speed-using population in 1971, for example*4°) but among those 


698 


C.3. Characteristics of Users 


involved in the ‘street scene’ there is little desire to work, poor occupational 
training and, very often, a paucity of legitimate opportunities. Those who do 
work are engaged primarily in blue-collar employment*#> and the occupa- 
tional histories of unemployed speeders usually consist of multiple short-term 
jobs of an unskilled or semi-skilled nature such as sign-painting, taxi-driving, 
construction labouring, go-go dancing, and restaurant kitchen work. It should 
be indicated, however, that working speed users are less likely to actively 
participate in a street scene and, therefore, were less likely to come under 
Commission observation. 


Several studies of speed-using populations have confirmed the middle 
and upper-middle class origins of the majority of their members.14®. 1%. 217. 
48 It is probably important to note, however, that residents of Toronto ‘speed 
houses’ in 1970 were likely to come from lower-middle and upper-lower 
class families whereas visiting, purchasing, or transient speeders were more 
likely to have parents of higher social strata.18* Commission field researchers 
found that street speeders described their familial relationships as unsatis- 
factory and generally expressed negative or hostile attitudes towards their 
parents. This same research, and another study in Toronto, found that a dis- 
proportionately high number of these individuals come from broken or foster 
homes.1#8. 188 More than one-half of a speed group studied in Toronto had 
seen a psychiatrist at least once prior to their use of amphetamines. 


Although information about the social characteristics of speed freaks 
is somewhat impressionistic, the pattern of use—chronic, high-dose, intra- 
venous—is fairly clearly defined. The survey data on oral amphetamine 
use, although perhaps obtained in a more rigorous manner, suffer from an- 
other problem: the lack of a clear definition of the type of use involved. Few 
recent surveys, with the exception of Commission-sponsored research, distin- 
guish between prescription and non-prescription use. The data from surveys 
which do not draw this distinction should be interpreted with caution. 


Commission studies found that in the case of high school students, the 
medical (i.e., drugs obtained by prescription) use of ‘diet’ and ‘pep pills’ was 
uncommon among those under the age of 15, and that the incidence of such 
use was relatively constant between ages 15 to 19. Medical use among those 
in university had its highest rate among those over 30 years of age, while 
non-medical use was most often found among those between 25 and 29. 
Fejer and Smart found that among adult drug users in Toronto, ‘stimulant’ 
use was most prevalent in the age group 18 to 25. (Data was not presented 
for those under 18.) The authors state that: 


There was no significant difference in age and the duration of stimulant 
use or in the number of tablets taken in a 24 hour period. However, more 
stimulant users age 18 to 25 obtained stimulants without a prescription 
than in the older age groups. About 55% of stimulant users 18 to 25 did 
not receive their stimulants on prescription compared to 23.5% of those 
26 to 45 and none of those over 45.” 
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In the late sixties, the sex distribution of high school stimulant users in 
Montreal, Toronto and Halifax was about one and one-half males for every 
female.*"? In Toronto high schools in 1970 and 1972, the sex ratio of those 
who used stimulants within the previous six months was about 1:1, with 
females constituting a very slight majority of the users.*4? The Commission’s 
study of a national sample of Canadian adults found that more than twice 
as many females (17 per cent) as males (8 per cent) had ever used ‘diet’ 
or “pep pills” “under a doctor’s supervision”, while about the same proportion 
of men and women had used them without such medical supervision. 


Fejer and Smart, however, found that there was no significant differ- 
ence between the proportion of Toronto male and female adult stimulant 
users, and while females were more frequent users than men, they had gen- 
erally been taking stimulants for a shorter period of time.®* They also found 
that while more than three-quarters of the females using stimulants received 
their drug through a doctor’s prescription, only one-quarter of the men did so. 


The Addiction Research Foundation of Ontario studies of 1968 and 1970 
found that the use of ‘stimulants’ was most prevalent among high school 
students whose fathers held professional or managerial positions.?*4 
However, in their 1972 study, “no father” and “father not working” cate- 
gories were added.*4? This changed the findings significantly as it was found 
that stimulant use was highest among those students who had no father. When 
those with no father and non-working fathers were excluded, a pattern 
similar to that of the 1968 and 1970 studies emerged. Commission surveys 
indicated that the non-medical use of ‘diet’ and ‘pep pills’ was not clearly or 
consistently related to personal income or to parental occupation or income. 
However, the Commission’s national adult survey indicates that higher than 
average rates of ‘diet pill’ use occurred among persons employed in clerical 
and sales jobs and service and transportation industries, and among those 
not in the labour force. The incidence of ‘pep pill’ use, as reported in the same 
survey, was higher than the national average among professionals, managers 
and clerical and sales personnel. 


HALLUCINOGENS 


People from diverse segments of the North American population have 
experimented with hallucinogenic substances. The use of LSD and similar hal- 
lucinogens began in groups of highly educated persons who were largely from 
upper socio-economic levels and who experimented with these drugs in medical 
Or quasi-medical settings. As information about these substances spread, a 
black market gradually arose to serve the needs of those whose curiosity had 
been aroused, and the non-medical use of hallucinogens diffused, thereafter, 
through every stratum of society. 


The average age of initiation to non-medical LSD use has dropped stead- 
ily in the last 15 years. Disturbed children have had LSD therapy in hospital?¢ 
and cases have been recorded of young parents giving psychedelics to their 
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pre-teen children.*® Cases have also been reported of accidental ingestion by 
children as young as one year old.?°® However, voluntary initiation into non- 
medical hallucinogen use presently occurs most frequently during the mid- 
or late teens, and use is concentrated among adolescents and young adults. 


Smart, Fejer and White found a strong inverse correlation between 
hallucinogen use and grade average among Toronto high school students 
between 1968 and 1972.74? In their 1972 study they found that of those 
students having an average of 50 per cent or less, 16.3 per cent used LSD, 
while only 2.8 per cent of those with an average over 74 per cent claimed to 
use this drug. Whitehead, in his review of several Canadian high school 
studies, reported a similar pattern.?7” 


In its beginnings, the ‘hippie movement’ appeared to be a middle-class 
phenomenon, primarily involving the sons and daughters of the nouvelle 
bourgoisie. Indeed, those who were in the vanguard of the ‘love generation’ 
had come primarily from the white middle classes of the United States, 
although there were a few blacks on the pheriphery of the movement.?’® 
Although the first LSD users were middle class, as early as 1966 it became 
apparent that LSD was being taken by young people in ‘ghetto’ areas of New 
York City*®? and that the urban ‘hippie’ communities attracted young people 
from all levels of society. 


Smart, Fejer and White and Whitehead found a strong relationship in 
1970 between father’s occupation and the use of LSD and other hallucino- 
gens.741. 272 The use of these drugs was highest among the children of fathers 
who were professionals and managers. In a replicatory study conducted in 
Toronto in 1972, Smart, Fejer and White found that no significant relation- 
ship existed between father’s occupation and the use of LSD or other hallu- 
cinogens.*42 The addition of two new ‘father’s occupation’ categories in the 
1972 survey may, however, have been responsible for this finding and, there- 
fore, brings into question the previous correlation. 


It appears that in the late 1960s there were many more male than 
female high school students using LSD and other hallucinogens, although all 
studies do not confirm this. In one sample, Russell, found an almost 1:1 sex 
ratio among LSD-using high school students in British Columbia in 1969.76 
Whitehead, on the other hand, found an almost 2:1 male to female sex 
ratio for LSD users and close to a 4:1 male to female ratio among other 
hallucinogen users in the same year.?’? Smart, Fejer and White found that 
the male to female ratio for the use of LSD and other hallucinogens among 
Toronto high school students was greatly equalized between 1968 and 1972.?# 
In 1968, 5.6 per cent of the male students and 1.3 per cent of the female 
students used LSD, while in 1972 the rates of use were 7.1 per cent and 
5.6 per cent for males and females respectively. However, this difference was 
still statistically significant. The male to female ratio for the use of other 
hallucinogens dropped from approximately 2:1 in 1968 to a statistically non- 
significant ratio of about 7:6 in 1972. Commission survey data gathered in 
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1970 indicates that the male to female ratio of hallucinogen users was about 
3:2 in high schools, colleges and universities, and 2:1 among Canadian 
adults. 


ALCOHOL 


As most of the Canadian epidemiological studies concerned with al- 
cohol consumption have sampled either high school students or adults, the 
data presented here will focus primarily on these two populations. 


Data from a number of high school surveys show that older students 
(those in higher grades) are more likely to use alcohol than younger stu- 
dents.108. 242, 243 Social class and academic performance do not appear to be 
significantly related to use of alcohol among high school students. Male 
students, however, generally display higher rates of alcohol use than their 
female counterparts.*41. *4°, 272 


There are very few Canadian studies that provide reliable information 
on the social characteristics of alcohol users. One of these is a 1969 Ad- 
diction Research Foundation of Ontario survey of Ontario residents 15 years 
of age and over.’® This study found alcohol use was most common among 
persons between the ages of 20 and 49 (about 90 per cent of this age cate- 
gory), and that the incidence of alcohol use declined relatively consistently in 
all age categories beyond 50 years of age. This same study reported that 
while 86 per cent of Ontario males used alcohol, only 75 per cent of the 
females did so. Alcohol use and income-level were found to be directly 
related, with the incidence of use rising from 60 per cent of those earning 
under $5,000 per year to 90 per cent of those earning over $15,000 per year. 


A 1961 Addiction Research Foundation study of the alcoholic popula- 
tion, (‘problem drinkers’, ‘alcohol addicts’ and ‘chronic alcoholics’) in 
Frontenac County in eastern Ontario, indicates that 16 per cent of this popula- 
tion were women and 84 per cent were men. Seventy-one per cent of these 
alcoholics were between the ages of 30 and 59, and three occupational 
categories accounted for over one-half of the alcoholic population: “service 
and recreation”, “craftsmen and production workers”, and “unskilled labour- 
ers” (other than those included in other occupational classes ).1 However, the 
methodological problems involved in the detection of alcoholic populations— 
particularly women—limit the reliability of these findings. 


BARBITURATES, MINOR TRANQUILIZERS AND OTHER 
SEDATIVE-HYPNOTICS 


The Commission’s national adult survey indicates that there are propor- 
tionately about twice as many adult females as males using tranquilizers under 
a doctor’s supervision, and that for every two adult males using ‘sedatives’ 
under medical supervision there are about three females. Fejer and Smart 
found a similar adult male to female ratio for use of tranquilizers, but they 
found no significant difference between the proportions of male and female 
barbiturate users.** The fact that females are more likely to use these sub- 
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stances has been noted in the United States, and by other researchers in Can- 
ada as well.52. 67, 171, 191, 236 


The Commission adult survey also found that the use of tranquilizers 
was highest among adults under 30 years of age and among those 60 years 
of age and over. However, Fejer and Smart, in a 1971 random sample of 
Toronto adults (aged 18 and over), found no significant difference in age 
between users and non-users of tranquilizers, although they do report a 
significant age difference between users and non-users of barbiturates.*? The 
highest incidence of use was found among those between 36 and 50 and those 
over 60 years of age. 


Fejer and Smart also found that adult tranquilizer users and non-users 
did not differ significantly in marital status, birth place, educational back- 
ground and occupation.** Barbiturate use, however, occurred significantly 
more often among persons who were remarried, divorced or widowed than 
among those who were single, and barbiturate users had a significantly 
higher level of educational attainment than non-users. No significant dif- 
ference between users and non-users of barbiturates was found with regard 
to occupation or birth place. 


The Commission’s survey of Canadian adults indicates that persons who 
use tranquilizers are most often employed in clerical, sales or professional 
and managerial cccupations. Persons not in the labour force, including house- 
wives, show an even higher rate of tranquilizer use than members of these 
occupational categories. These findings would seem to corroborate the gen- 
erally accepted hypothesis that tranquilizer use is predominantly a middle- 
class phenomenon. 


Barbiturates, tranquilizers and non-barbiturate sedative-hypnotics are 
used both medically and non-medically by high school and university students 
in North America. The Commission surveys indicate that Canadian college 
and university students have about twice as high a rate of tranquilizer use as 
high school students: about eight per cent of Canadian high school students 
at some time used tranquilizers obtained by prescription, and an additional 
three per cent claimed to use them without benefit of prescription; 14 per 
cent of college and university students had at some time used tranquilizers on 
prescription, and an additional five per cent had used them without any 
prescription. A large number of studies indicate that the use of tranquilizers 
is more prevalent among female than male high school students.?°. 81, 189, 180, 
225, 240, 242, 251 The Commission surveys found this trend to be true for both 
medical and non-medical use of tranquilizers in both high school and college 
and university populations. 


Whitehead, in a 1969 study of Halifax high school students, found 
that the highest proportion of barbiturate and tranquilizer users came from 
homes where the father or “male guardian” was a professional or manager,?”* 
while Smart, Fejer and White, in a 1970 study of Toronto high schools, 
found that the highest proportions of students who used these drugs came 
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from families where the father was employed as a professional or a skilled 
worker.*41 However, a 1972 Toronto survey found that the incidence of bar- 
biturate use was highest among those high school students reporting “no 
father” and “father not working”.*!* These occupational categories were not 
provided in the 1970 survey. Several surveys have discovered that there are 
much higher rates of student barbiturate and tranquilizer use if the parents 
of high school students, particularly the mothers, also used these substances 


or other psychotropic drugs.74°: 241 


Smart, Fejer and White and Whitehead found that the greatest pro- 
portion of high school barbiturate and tranquilizer users were found among 
those who had a grade average of under 40 per cent, that this was consistent 
over time (1968 to 1972), and that there was a statistically significant inverse 
relationship between grade average and the probability of barbiturate and 
tranquilizer use.***: 27" For example, Whitehead, in his 1969 study of Halifax 
high schools, found that 17 per cent of those students with an academic 
average of under 40 per cent had used barbiturates in the past six months 
while only two per cent of those with an academic average of 75 per cent or 
more had done so.?”" 


VOLATILE SUBSTANCES: SOLVENTS AND GASES 


There are several differentiable classes of individuals using solvents in 
North America today. Adult use is rare, but not unheard of. Some house- 
wives, for example, have been known to sniff nailpolish remover. The most 
common illustration of adult use of solvents, however, involves persons whose 
institutionalization (in jails or psychiatric hospitals, for example) deprives 
them of access to alcohol. It has been reported that they would gladly give 
up their use of solvents and drink alcohol if given a choice between the two.?? 


There is some use of solvents, chiefly gasoline, in rural areas.®*. 86 This 
activity usually takes place among young boys, and is much less common 
among adults. Gasoline sniffing is usually performed alone in these areas, a 
pattern differing from that seen in urban settings where a group situation is 
often the rule.}? 


Another group of solvent sniffers, and the one given the most publicity, 
involves pre- and young adolescents. Most American studies deal with lower- 
class children, who use solvents in ‘gang’ settings. Less information is avail- 
able on children and adolescents of other social classes or the solitary sniffer. 
It appears that the emphasis on lower-class group use is because, “it is in 
[lower class] neighborhoods that cases come to the attention of police, school 
Officials, etc., with resultant mass media publicity.”’!°° It should be emphasiz- 
ed, however, that the low visibility of middle-class solvent consumption does 
not necessarily indicate a lower incidence of use within this population. 


Adolescents who are part of lower-class solvent-using groups are often 
from disorganized families.” 3. 11. 1%, 29, 37, 188, 153, 202, 222, Qnjy a minority are 
reported to live with both of their parents,?* a third are said to have an 
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alcoholic parent,!* and many are from large families, almost half of one 
sample having at least four brothers or sisters.** These individuals often do 
poorly at school and are frequently truant.1! °°? They average one academic 
year behind their contemporaries." 


By the mid-1960s, Canadian solvent use became visible among middle- 
class pre-adolescents and young teenagers. Gellman reports that solvent 
sniffing was first noticed in Winnipeg in 1964 when teenagers began pur- 
chasing nail polish remover in quantity.°® These youths were far from secretive 
about the purpose of their purchases and, in 1966, some Winnipeg high school 
principals estimated that up to five per cent of their students were using 
solvents.8° Most of these student sniffers were not economically deprived but, 
rather, were from middle-income families. Canadian surveys of solvent users, 
unlike most of the studies conducted in the United States, have not restricted 
their focus to lower-class youth and, in general, have found that use of these 
substances is not particularly associated with the lower-classes. In fact, many 


studies found there to be no relationship between social class and solvent 
use.81. 240, 241, 272 


Studies of solvent use indicate that such use in Canada is almost ex- 
clusively confined to young persons. However, adults are rarely surveyed as 
to their use of solvents and would, in any case, probably not admit to such an 
indulgence. From the information available, it appears that, in general, sol- 
vent users range in age from about 10 to 14, and that there is very little 
sniffing among university students and the general adult population. Rubin 
in a review of American studies conducted in the mid-1960s, found that the 
average ages of sniffers was reported to vary from a low of 11.9 years to a 
high of 14.8 years.??! Unfortunately, studies of elementary school children 
under ten years of age have not been conducted and therefore it is impossible 
to determine the proportion of children under ten that use these drugs. 


Rubin, in his review of American studies, indicates that the ratio of 
males to females in youthful solvent-using samples ranged between 22:1 and 
5:1.221 Recent studies of Canadian public and high school students have found 
a much more even distribution between male and female solvent users. In 
the late 1960’s, there were slightly more males using solvents than females,*?: 
272 while in 1972, at least in Toronto, this situation seems to have been 
reversed.7#? 


Canadian solvent users do not do as well in school as their peers, are 
more likely than non-users to be from broken families or families where the 
father does not work, and they are more likely to have parents who use 
psychotropic substances.7*° 41, 242, 272 


TOBACCO 


Department of National Health and Welfare statistics for the years 1964 
to 1970 indicate that between seven and eight per cent of Canadian males 
aged fifteen years and over “smoke pipe and/or cigars” exclusively. These 
figures also indicate that less than 3.5 per cent of Canadians smoke cigarettes 


) 


705 


C Extent and Patterns of Use 


at a level-of-use of less than once per day.** As about 80 per cent of Canadian 
tobacco users smoke cigarettes and do so at least once per day, the following 
discussion shall deal primarily with this population of “regular cigarette 
smokers”. 


As indicated in Table C.6, the proportion of teen-age males who smoke 
cigarettes regularly has remained fairly stable between 1965 and 1972, while 
there has been a substantial decrease (on the order of 15 per cent) in the 
proportion of Canadian males aged 20 to 64 years who smoke cigarettes. 
The greatest increase in the proportion of persons who smoke on a regular 
basis occurred among teen-age girls. In 1965, 18.8 per cent of the girls 15 
to 19 years of age smoked at least one cigarette per day, while in 1972 
28.5 per cent did so. This represents a 52 per cent increase in the proportion 
of regular smokers in this age group. However, most teen-age girls smoke 
less than 26 cigarettes per day, and the majority in each year from 1965 to 
1972 smoked less than 11. This increase in the proportion of female teen- 
age regular smokers does not necessarily mean that there will be a substantial 
rise in the proportion of women cigarette smokers in the future as it may be 
due, at least in part, to increased female willingness to admit to smoking and 
to women starting to smoke at an earlier stage. There was little change in 
the proportion of female regular smokers in other age groups. Health and 
Welfare statistics indicate that about 40 per cent of Canadian women aged 
20 to 44 years smoke regularly, while about 32 per cent of those between 
45 and 64 years of age do so.® 


TABLE C.6 


DISTRIBUTION OF MALE AND FEMALE REGULAR CIGARETTE SMOKERS* IN CANADA, 
BY AGE GROUP, FOR PERSONS 15 YEARS OF AGE AND Over, 1965 AND 1972 AND 
DIFFERENCES BETWEEN THESE YEARST 


Differences: 
1965 1972 1965-1972 
Age Group Males Females Males Females Males Females 


Zo VE VE 7 7o 7. 


Total 15 years of age and over.............. 54.6 B81N2 47.4 32.4 —7.2 +1.2 
15<19 Yeats! ...43.. drseatetn- aesetece es 35.0 18.7 35.0 28.4 0.0 +9.8 
£0325 VOATE coke net beets ree anes sag | 40.8 52.6 40.6 -—-9.5 —0.2 
244 yeats.::..250. DeRosa 63.2 40.5 a3 63 38.8 —9.9  —1.7 
AS,64> VOAES...1cnesshtik cea beacetttete. ers Ban 58.8 30.3 50.0 31.6 —8.8 +1.3 
I CRG NEE Bee P:R: POR ot Se cs 8.0 30.4 10.4 -—2.0 -+41.5 


* Regular cigarette smokers are defined as persons who smoke at least one cigarette per day. 


+ Estimates prepared by the Department of National Health and Welfare from data obtained from 
the Labour Force Survey Statistics Canada as based on the civilian non-institutional population 
15 years of age and over, exclusive of residents of the Yukon and Northwest Territories, Indians 
living on reserves, inmates of institutions and members of the armed forces. 


There are some noteworthy regional variations in the proportion of 
Canadians who smoke one or more cigarettes per day (i.e., regular smokers). 
In 1970 (the latest year for which relevant data was available to the Com- 
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mission), about 41 per cent of the Canadian population 15 years of age and 
over smoked cigarettes regularly. The incidence of use in the Atlantic prov- 
inces was the same as the national figure, while 47 per cent of the Quebec 
population smoked regularly. The proportion of regular smokers in Ontario, 
the Prairies and British Columbia was about 38 per cent.®® 


The regional pattern for male regular smokers was similar to the above 
distribution. Forty-nine per cent of the national population smoked regularly. 
The proportion of male regular smokers in the Atlantic region (51 per cent) 
was slightly higher than the national figure while, in the three western regions, 
the rate was lower, about 44 per cent. The highest rate of regular use among 
males in 1970 occurred in Quebec (59 per cent). There were fewer regional 
variations in the distribution of female regular smokers. Apart from Quebec, 
where approximately 36 per cent of the female population over 14 years of 
age smoked regularly, the national and regional incidence of regular ciga- 
rette smoking ranged from 31 to 33 per cent.® 


C.4 PATTERNS OF USE 


In discussing the process whereby persons become introduced to and in- 
volved in, and depart from the use of drugs, it is helpful to employ the 
concept of a ‘social career’ as delineated by Becker and others.1: %6 268, 278 
The notion of ‘career’ permits the understanding of behaviour patterns as 
developing in an orderly sequence that any individual may pass through— 
for example: ‘experimental’, ‘occasional’, and ‘regular’ drug user. Attain- 
ment of each step in the sequence is a necessary condition for further career 
advancement, although this developmental process may be terminated or 
reversed—with varying difficulty, depending on the drug—at any stage. 


The concept of a drug career, however, does not necessarily imply that 
a particular variety of drug use assumes a predominant or determining role 
in an individual’s life. In some cases, of course, this actually occurs—heroin, 
methamphetamine (‘speed’) and alcohol dependence being the archetypal 
examples of this development. In most instances, however, a person’s drug- 
using career is subordinate to other aspects of his life (his academic, occu- 
pational and familial careers, for example) and patterned by these conven- 
tional demands and obligations. A drug-using career, then, is simply a 
natural history of drug use: that orderly sequence of stages through which 
any individual may progress between initial and chronic use of a drug. 


It is possible to describe individual career routes for every psychotropic 
drug. This approach, however, would tend to hinder appreciation of the fact 
that the process of drug use socialization is basically the same no matter 
which drug or drug-type is considered. For this reason, the following discus- 
sion applies generally to all drugs. There are, however, junctures at which it 
is critically important to distinguish specific drugs and drug careers from this 
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general framework. In such instances, the differentiating properties will be 
discussed and, when necessary, particular career patterns associated with 
specific drugs or drug combinations will be more comprehensively developed. 


Drug use—like any social, recreational or vocational activity—is learned 
behaviour.* Consequently, the process of becoming a drug user is essentially 
identical to the learning of behavioural patterns within any sociocultural con- 
text. In the case of drugs, a novice must first learn to accept the idea of his 
personal use of drugs. Subsequent use is likely to depend on learning to 
acquire, prepare and administer drugs, learning to subjectively appreciate 
their effects, and learning to accept their use as appropriate behaviour under 
certain circumstances. The regular use of a drug requires learning the role of 
‘drug user’ and, in some cases, learning to become a member of a drug-using 
subculture. The discontinuation of, abstinence from and relapse to the use of 
drugs also involve learned behaviours. Learning, then, includes many aspects 
of drug use: ingestion, patterns of use (frequency, drug preferences, social 
contexts), meanings of the drug experience, ideology and values, and a host 
of esoteric skills related to the procurement of drugs and, in some instances, 
the maintenance of a drug dependence. 


This socialization process can best be described with reference to a 
typology of drug users based on levels-of-drug-use (see C.1 Introduction 
above). These level-of-use distinctions—initial or experimental use, occa- 
sional use, and regular use—can be viewed as three identifiable gradations 
on a continuum of increasing personal involvement with drugs and drug- 
related activities. These level-of-use categories can also be conceived of as 
three stages of socialization into drug use, albeit with the caution that pro- 
gression to any advanced stage is neither irreversible nor a necessary or 
inevitable consequence of entry into a preceding stage. 


INITIAL OR EXPERIMENTAL USE 


‘Experimental’ users of a drug are those persons who have not yet learn- 
ed to effectively use and positively interpret the effects of the drug in question. 
They usually have no regular access to supplies of the substance, and they 
are unlikely to have assumed the definitions and evaluations of the using 
culture. Persons who try a drug but never learn to recognize or appreciate its 
psychotropic effects are unlikely to advance to occasional use of the drug. 
They will, instead, terminate their use after a few experimental sessions. 


As was pointed out in the Cannabis Report with respect to marijuana 
and hashish, the initial use of a drug almost always depends on a willingness 


* Dai, in his study of opiate dependency in Chicago, reached the same conclusion more than 
35 years ago when he noted that the “...process in which this pattern of opium addiction 
is taken over by an individual is not very much different from that in which other cultural 
patterns are transmitted’’.™ 
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to try that drug.* The exact motivating factors—whether psychological or 
sociocultural—that predispose an individual to drug use may vary from drug 
to drug and from individual to individual (see Appendix D Motivation and 
Other Factors Related to Non-Medical Drug Use). However, the willingness 
to initially experiment (whatever its etiological source) depends on the poten- 
tial user’s interpersonal ‘and attitudinal situation (discussed on the following 
page) and his effectively dealing with three major social control mechanisms: 
limited availability, the need for secrecy, and the relative immortality of the 
act as publicly defined.1*: 1* Advancement through the stages of a drug-using 
career will only occur once any inhibiting effect of these controls has been 
successfully neutralized. 


It is important to recognize, however, that the valence or strength of 
these controls varies from drug to drug, from reference group to reference 
group, and from time to time. Alcohol and tobacco products, for example, 
are much more readily available than are the illicit drugs—although access to 
these substances is still restricted by legal regulations and more informal 
familial rules that primarily affect use by children and adolescents. Similarly, 
the need for secrecy resulting from the fear of disapproval or other negative 
sanctions does not usually apply for most adult use of licit psychotropic sub- 
stances, but would have some inhibiting effect on most illicit drug experimen- 
ters and those adults who dwell in communities which express and follow 
temperance values. It should be noted, as well, that conventional definitions 
of appropriate drug-using situations compel many adult users of licit drugs 
to be secretive about their consumption; for example, a business executive 
anticipating a tense conference may imbibe alcohol in the privacy of his office 
in order to keep his co-workers from learning of his indulgence and com- 
menting unfavourably. The non-medical use of ‘pep pills’ by housewives, 
athletes and businessmen may also be hidden from friends and relatives for 
similar reasons. 


Public definitions of various types of drug use also change over time and, 
consequently, alter the moral context of such use and the inhibiting force of 
these moral considerations. Cannabis use, for example, has recently been 
divested of many of its negative moral connotations, while the non-medical 
use of amphetamines has suffered increasing stigmatization over the past few 
years. Despite these variations, it appears that initial drug use depends on 
the neutralization of these three social controls—although some types of 
experimental use are more easily arranged and justified than others. 


* There are a relatively small number of persons whose initial drug use was unwitting rather 
than volitional. This category primarily includes non-medical drug users whose first use of 
their drug was under medical auspices or whose initial drug experience was accidental in 
the sense that they were unaware of the psychotropic properties of the substance they were 
ingesting. Individuals who first received opiates in the course of normal medical practice 
for the relief of pain and whose consequent dependence has been maintained despite the 
cessation of the medical condition that initially prompted such use, exemplify this first situa- 
tion; while instances of unsuspecting persons being given LSD or other hallucinogens (as 
documented in the case of the 1966 Los Angeles ‘Acid Test’?’®) illustrate the second of these 
rare initiation processes. 
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The problems of availability, secrecy and stigma are usually resolved 
within the context of initial drug use. Obviously an individual’s willingness 
to try a specific drug is at least partially a function of his previous drug ex- 
periences, if any,* and some degree of anticipatory socialization that pre- 
defines the event as relatively attractive or unattractive. Once one is open 
to a drug experience, however, his actual use of the drug is more likely to 
occur in an aleatory—although natural—rather than deliberate fashion. 
Furthermore, one’s initial experience with a specific drug—tregardless of the 
drug or previous drug experiences—is likely to transpire in a social situation 
in which such behaviour is both tolerated and typical. As Sadava has 
noted: “The crucial point to be made here is that drug-using behavior . . . is 
not [usually] a sudden dramatic change in the individual’s life and values, but 
develops as a natural, i.e., not surprising, process within the sociocultural 
context. ;-77 


Alcohol use, for example, is likely to begin in early or mid-adolescence, 
with parental permission being granted to test small amounts of the drug in 
the household living or dining room. Alternatively, a teen-ager may be in- 
troduced to alcohol by his peers at a party or after school. In either case, 
the problems of availability, secrecy, and stigma are resolved by influential 
friends or relatives who sanction the activity, furnish the drug, and provide a 
setting relatively safe from legal intervention. The initial use of other drugs 
occurs in a similar manner, except that parental influence is often replaced 
by the influence of trusted drug-using friends, relatives or a single intimate 
(such as a spouse or lover) in the case of illicit substances. 


The naturalness of this initiation process is clearly evident in the case of 
heroin—the most stigmatized and one of the least accessible of all currently 
used drugs. Many researchers report that a close, friendly association with 
heroin users almost invariably precedes first use of the drug.3® 57. 73, 121, 147, 
150, 253, 268 Tnitial use, when it does occur, is usually (but not always) a spon- 
taneous and unanticipated event in which the experimenter is often gratuitously 
provided with an opportunity to try the drug.®? 12% 121,150 The novice’s 
initiators are most often experimental or occasional users themselves who— 
by virtue of their non-dependent state—claim to be in control of their heroin 
use.t Thus, the initiators mitigate the new user’s anxieties about the potential 
dangers of heroin use by presenting themselves as ‘living proof’ that depend- 
ence does not necessarily follow even extensive experimentation.?®° Further- 


* The relationship between various types of drug use is extensivly considered elsewhere in 
this appendix. (See Annex i to this appendix and “Patterns of Multiple Drug Use” 
on page 726.) It should be noted, however, that both the opportunity and desire to try a 
personally ‘new’ drug are somewhat a function of one’s appreciation of previous drug 
experiences and the extent of one’s involvement in the world of drugs. First use of hallucino- 
gens, for example, is almost always preceded by a period of ‘successful’ cannabis experi- 


mentation: the more extensive the use of cannabis, the greater the probability of hallucinogen 
use.22) 176, 227, 243 


+ Dependent persons do occasionally play an important role in introducing heroin use to 
others. The most typical of these situations is a love relationship, marriage or common-law 
union in which the non-using partner first tries heroin in order to experience their de- 
pendent spouse’s or lover’s drug of choice. A large proportion of female addicts were 
first introduced to heroin in a relationship of this nature.”* 128: 172. 174 
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more, the drug is sincerely offered to non-users as a pleasant experience rather 
than out of any desire to cause harm or injury. As Hughes and Crawford, in 
a recent study of heroin initiation and diffusion in Chicago, have observed: 


... Initiation to heroin usually occurs in a small group setting, involving only 
the new user and one or two addicts or experimenters. Most frequently, the 
initiate is introduced to heroin when he meets a friend who is on his way to 
cop [purchase] or is preparing to “fix” [inject]; he rarely seeks out the drug 
the first time. Thus, initiation depends more on fortuitous circumstances than 
on a willful act by the new user.™ 


It should be noted, however, that—theoretically—the first use of a drug 
need not derive from social interaction with users of that drug. Initial use may 
also occur as a consequence of accidental discovery of a substance’s psycho- 
tropic effects (as occasionally occurs with the volatile solvents) or as a 
result of exposure to media presentations or hearsay which leads to a deliberate 
decision to obtain and try the drug. However, except for certain licit drugs 
(such as most solvents, some hallucinogens such as nutmeg, alcohol, tobacco, 
and pharmaceutical preparations such as amphetamines and sedatives which 
may be removed from family medicine cabinets) and certain privileged popu- 
lations (such as the medical profession), the problem of availability remains 
and, consequently, almost all initial drug use results from interpersonal intro- 
ductions to the drug. The Commission’s university survey, for example, found 
that only three per cent of Canadian college cannabis users had first tried 
marijuana or hashish by themselves.!*4 


The one major exception to the social and fortuitous nature of this 
initiation process involves those persons who purposefully and privately 
employ drugs for self-medication or improved functioning. Members of the 
medical profession—who are familiar with the medical properties of drugs 
and who have constant access to them—constitute the best documented 
example of this practice. Whereas illicit drug users generally experience 
initiation in a primary group setting, doctors and nurses almost always first 
ingest or inject their drugs in isolation and attempt to maintain the secrecy 
of their use. By way of illustration, Winick found that not one of his 
sample of 98 physician-addicts had been introduced to opiate use by others, 
and that 25 per cent of the doctors’ wives were unaware of their husbands’ 
dependence.?”7 It appears, then, that in the case of doctors, professional 
training and occupational access to drugs substitute for the interpersonal 
socialization that characterizes most types of drug initiation. 


While availability is obviously a crucial factor in initial drug use, it is 
clear that only a fraction of those persons granted an opportunity to try a 
drug actually do so. Goode has reported that 46 per cent of his sample of 
200 marijuana users had declined opportunities to try marijuana prior to 
their initial use,2® and a Commission survey of Canadian adults found that 
only 25 per cent of those respondents who had been offered LSD had in fact 
used this drug.14? Furthermore, it appears that the proportion of those who 
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accept an offer to try a drug is inversely related to the perceived danger or 
stigma of that drug: the greater the perceived danger or stigma, the lower 
the proportion of users among those who have access. Table C.7 illustrates 
this relationship for two British Columbia high school populations. 


TABLE C.7 


PERCENTAGE OF BRITISH COLUMBIA HIGH SCHOOL STUDENTS WHO HAVE ACCEPTED 
OPPORTUNITIES TO USE A DRUG 


VANCOUVER* OUTSIDE VANCOUVER 
ever acceptance ever acceptance 
offered used ratio offered used ratio 
To To to To Te 76 
Marajuatia.. 220 aren. 64 47 73 49 20 40 
ESR: Se aoe 47 21 45 27 7 26 
Methedrine.................. 27 7 26 18 4 22 
Heromuidis 18 2 11 10 1 10 


* Narcotic Addiction Foundation of British Columbia, Research Department. Drug use among 
Vancouver secondary students. Unpublished manuscript, Vancouver, March 1971. 


tT Russell, J. S. Survey of drug use in selected British Columbia schools. Vancouver: Narcotic Addic- 
tion Foundation of British Columbia, 1970. 


Goode has suggested that the decision to experiment with a new drug 
is dependent on the novice’s perception of the relative danger involved in 
such use, his perception of the drug’s benefits, his attitude toward users of 
the drug, and his closeness to both the drug’s endorsers and those who have 
proposed the-initiation.°® Several investigators have reported that the most 
important determinant in regard to initial experimentation is the degree of 
‘trust’ that an initiate feels for those offering him an illicit drug.*® °9. 6, 290 


In some cases, a particular mode of administration may have as great 
—or even greater—an inhibiting effect on initial use of a drug as the novelty 
of the drug itself. Previous drug experiences play an important role in this 
regard: users of tobacco products are unlikely to balk at the prospect of 
having to smoke marijuana, hashish or opium, and the swallowing of a pill, 
capsule or tablet (as is the ordinary mode of ingestion in the case of 
hallucinogen and sedative use) is such a universal procedure that few, if 
any, novices would hesitate to use a drug because of this administration 
technique. However, other modes of administration—such as the ‘snorting’ 
(nasal inhalation) of cocaine or the use of plastic bags with certain volatile 
solvents—may be sufficiently alien to many persons to at least intially deter 
them from such experimentation. | 


The most dramatic illustration of the innibiting force of administration 
techniques concerns the use of drugs that are usually used parenterally (i.e., 
by injection) such as heroin and ‘speed’ (methamphetamine). These sub- 
stances may be snorted rather than injected, but an initiation opportunity is 
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most likely to occur in a setting in which experienced users are intravenously 
using the drug. Parenteral techniques (be they subcutaneous, intramuscular, 
or intravenous) are generally considered painful and, as such, are anathema 
to most persons whose modes of drug administration, if any, ordinarily consist 
of swallowing or smoking. For those individuals who have previously injected 
drugs (usually hallucinogens), the transition to intravenous use of speed or 
heroin is not difficult. But, for most, this style of use represents a critical 
departure from their normal drug consumption patterns. One Montreal 
speeder clearly expressed the significance of such usage: 


When you start using a syringe that indicates that you’re using heavy drugs— 
that you're really into the drug scene. The syringe is the cutting off point 
between soft and heavy drugs.” 


Despite these apprehensions, most persons who have an opportunity to try 
speed or heroin and have decided to do so will allow an experienced user to 
inject them once their fears have been verbally or demonstrably allayed. 


It is reasonable to assume that someone interested in initially trying an 
illegal drug will usually take either the first one which is offered to him by 
trusted friends or that drug which he considers the least dangerous of those 
available to him in his social milieu. In many cases, cannabis is the first 
illegal psychoactive drug to which an individual will have access, but the use 
of one or more of a wide range of other drugs usually predates marijuana or 
hashish use. Various studies have shown that the use of prescription drugs, 
barbiturates and amphetamines, glue and other volatile solvents, tobacco 
and alcohol often precede the use of cannabis. 


When questioned about their early drug history, the majority of non- 
medical users reveal that their first experience was with alcohol. In the mid- 
fifties, Stevenson and his associates found that almost all of the British 
Columbia heroin users they studied had used alcohol prior to opiates and 
most of them had never tried cannabis.2°* As noted earlier, it was not until 
the mid-sixties, when cannabis became readily available in western Canada, 
that heroin users indicated concurrent or prior use of marijuana.?*” Alcohol, 
as the first drug used by heroin addicts, has been reported by Henderson, 
Chambers, Robins, Darvish and Murphy, and Kosviner, et al.°® 11% 137,215 
Hawks and his associates discovered that problem drinking predated the use 
of other drugs among amphetamine users;'!* Whitehead found that alcohol 
and tobacco use generally precede solvent use;?"4 and cannabis-using college 
students studied by Goode had first used alcohol.®® Moreover, two extensive 
surveys, one of a college population”’® and the other of high schools,*° found 
that alcohol-using students were much more likely to want to try marijuana 
than were non-drinkers. 

Heroin users have often consumed a wide variety of other drugs prior 
to opiate use.?68 In Vancouver, Johnston and Williams found that in one 
sample of 186 heroin users, 11 per cent had first used amphetamines, 20 per 
cent first used hallucinogens, and 32 per cent first used barbiturates, while 
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the remainder (37 per cent) had used cannabis first.12° These respondents, 
however, were not questioned about their use of alcohol or tobacco. It is 
evident that for almost all adolescents, the first psychotropic drug used is 
either alcohol or tobacco.?®° Unfortunately, many investigators do not ask 
about these drugs when collecting drug-use histories of their subjects. Although 
tobacco and alcohol are legally distributed, the first use of these drugs is often 
by children or adolescents who are under the minimum legal age. 


The use of a number of other legal substances may also predate illegal 
drug use. A number of studies have discovered that the non-medical use of 
codeine cough syrups has preceded the use of illicit substances.14*. 1° Barbi- 
turate use has often been found to precede the use of other ‘dangerous drugs’ 
and heroin.'°’. 8? Glue and solvent sniffing may often occur before the use of 
cannabis or other legally prohibited substances. The relationships among 
various patterns of non-medical drug use are further discussed in C.4 
Patterns of Use, “Patterns of Multiple Drug Use”. 


OCCASIONAL USE 


In the Cannabis Report occasional users were defined as those persons 
who consume marijuana or hashish once a month or less. Such operational 
definitions, however, are inappropriate to a discussion of patterns of drug 
use in general, as level-of-use distinctions based on frequency and regularity 
of use are a function of the effects of the drugs being considered, their rela- 
tive availability, and their legal status. For our purposes then, occasional use 
will be understood as that using pattern characterized by episodic consump- 
tion dependent on fortuitous developments such as the sharing of another’s 
drug in a social setting. Occasional users do not usually maintain a personal 
drug supply and the use of psychotropic substances has only a marginal role 
in these persons’ lives. Generally speaking, the occasional use of drugs rep- 
resents a recreational diversion that is approached with a ‘take it or leave it’ 
attitude. 


The occasional consumption of a drug is usually the first stage of con- 
tinued drug use beyond initial or experimental use and, as such, is dependent 
on learning to effectively use and positively interpret the effects of the drug. 
There are several learning processes which are generally considered prere- 
quisites to any continued use of a psychotropic substance. These include 
mastering the modes of administration necessary to achieve a desired drug 
effect, learning to perceive these effects as drug induced,* and learning to 
subjectively interpret these effects as pleasurable or functional and, therefore, 
worth at least occasional repetition. These ‘lessons’ usually result from par- 
ticipation with more experienced users who educate the novice as to the 





* The obviousness or subtlety of a drug’s effect is a function of various factors, including 
the drug itself, the mode of administration, the ‘set’ and ‘setting’ of the using situation, and 
the dosage consumed. The psychotropic effects of small doses of cannabis, cocaine or a 
sedative, for example, may be ‘missed’ by a naive user, while an injection of heroin or 
methamphetamine will have immediate, profound and unignorable consequences. 
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most effective means of consuming a particular drug and sensitize him to 
those psychological effects which they value and which positively reinforce 
their continued use. This social education of an occasional user is also likely 
to include information about safe dosage levels, appropriate behaviour, legal 
precautions (if necessary), and those activities which are felt to be enhanced 
by use of a particular drug. 


Apart from the desire to be stylish or to avoid embarrassing oneself 
or one’s host, any continued use of a drug—be it occasional or more regular 
—depends, at least, on the internalization of these first lessons: learn- 
ing to correctly use a drug, and learning to recognize and appreciate its 
effects. In the case of some drugs, however, an occasional—rather than 
regular—consumption pattern may reflect limited availability, prohibitive 
costs or fear of legal intervention, rather than the ‘take it or leave it’ attitude 
that ordinarily characterizes this level-of-use. Cocaine, for example, is often re- 
ported as a favourite drug by persons whose financial situation or range of 
drug-using acquaintances restricts their use to those infrequent occasions 
when they are fortunate enough to come into contact with persons who 
possess the drug. In cases such as this, the drug is strongly desired and a 
regular pattern of use is only avoided because of situational rather than 
motivational factors. 


Finally, it should be noted that the occasional use of a drug may follow 
as well as precede a period of regular use. This possibility is discussed below 
in the context of termination and reduction of regular drug-using patterns. 


REGULAR USE 


Although many individuals remain on a level of drug use that is oc- 
casional, spontaneous and serendipitous, for others use becomes a regularized 
pattern governed by normative restraints. Alcohol is a case in point. For 
some, it is only used in exceptional circumstances; for others, alcoholic bever- 
ages will become a natural adjunct to certain activities or will be consumed 
on specific occasions in a regular fashion, before dinner or while watching 
sporting events on television, for example. This does not mean that alcohol 
will always be a part of these situations, but there is a higher likelihood that 
it will be used then than at other times. 


Not all drugs are used regularly in the same way. Coffee, tea or tobacco 
are usually consumed throughout the day. Similar patterns of alcohol use are 
less common and generally restricted to those who are considered in North 
American society to have a ‘drinking problem’. However, regular or ritualized 
daily use of moderate quantities of alcohol (taking wine with meals, for 
example) is not considered by most people to be an incontinent level-of-use. 
With regard to illicit drugs, recent studies of regular cannabis users tend to 
suggest that patterns of use of marijuana or hashish are somewhat similar to 
those of alcohol, and that for some users these substances are essentially 
social or functional equivalents.187 Frequent use of LSD or cocaine, on the 
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other hand, is a comparatively rare phenomenon for reasons specific to the 
effects or the availability of these drugs. 


The usual levels of regular use that are attained by non-medical drug 
users vary according to the kinds of substances that are consumed. In the 
Cannabis Report we operationally defined ‘heavy-regular use’ as smoking can- 
nabis from twice per week to several times per day. For this substance this 
is a reasonable definition that would be accepted by most researchers as well 
as a proportion of users themselves. However, for a substance such as tobac- 
co, even two or three times per week or one cigarette per day would be con- 
sidered a moderate to light level-of-use compared to the use levels of most 
tobacco smokers. Similarly, ‘“moderate-regular use’, as we have earlier defined 
it, may involve the ingestion of cannabis several times per week. This would 
probably be a reasonable and meaningful operational definition of moderate- 
regular alcohol use, as long as the doses were not excessive, but would re- 
present a heavy use pattern for a drug such as LSD. Thus, each drug requires 
its own operational definitions of what constitutes ‘light-’, ‘moderate-’ or 
‘heavy-’ regular use. 


Some regular drug use patterns involve daily or even hourly adminis- 
tration; others entail less frequent use, but are nonetheless ‘regular’ insofar 
as the drug is usually taken in specific situations or under certain conditions. 
For our purposes, ‘regular use’ is any pattern of drug use that involves sys- 
tematic consumption of a drug, even if the frequency of use is quite low. 
Regular drug use assumes that the individual has developed a set of norms 
or rules governing the appropriate times and places for drug use as well as 
the usual dosage levels. In many cases, official and unofficial rules not only 
regulate drug-taking behaviour, but also behaviour while under the influence 
of these substances. In the light of this definition, ceremonial or ritual use of 
drugs (such as alcohol and peyote) is one type of regular use pattern, even 
though it may only occur once or twice per year. Thus regular use may in- 
volve heavy or high-dose use, but these use levels are not necessary con- 
ditions of regular use patterns as we have defined them. 


BECOMING A REGULAR USER 


There are a number of factors which affect the likelihood of establishing 
a regular use pattern, the dosages likely to be consumed and the frequency 
and situations of drug administration. In the following section we will deal 
with those variables which govern the ease or difficulty of adopting be- 
havioural norms of regular non-medical drug use. 


THE LEGAL FRAMEWORK 


Although alcohol is one of the most popular drugs in non-medical use 
in Canada, local laws and statutes restrict the times during which it can be 
purchased (in some ‘dry’ counties, banning purchase altogether) and the 
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situations in which the beverage may be consumed. There are also restrictions 
on the age of the users. Some of these restrictions are circumvented, dis- 
obeyed or rarely enforced (the public consumption of alcohol at sporting 
events, for example), but they still act as constraints on the drinking 
behaviour of most people. In addition to regulations governing when and 
where alcohol may be drunk, there are also restrictions on what activities 
an individual may participate in while under the influence of alcohol, from 
operating a motor vehicle to being “drunk and disorderly’ in a public place. 
The purchase of tobacco products is restricted to those over a certain age 
limit, but otherwise there are few legal restraints on its use other than for- 
bidding smoking in certain theatres, public buildings or conveyances. Coffee, 
tea, and over-the-counter preparations are universally available and governed 
only by controls on their manufacture, advertisement and wholesale dis- 
tribution. There are literally thousands of products on the shelves of retail 
stores which contain solvents or propellants which may be used for their 
psychotropic effects. They remain readily available for socially approved 
purposes, thus making legal control of their use for intoxication extremely 
difficult. Illicit drugs are much less readily available to most users. 


AVAILABILITY OF DRUGS 


In order to establish a regular drug use pattern, it is necessary to obtain 
a sufficient and relatively continuous source of supply. For some users, this 
source will necessarily be illegal or quasi-legal. Adolescents who have not yet 
attained the legal drinking age or are too young to purchase tobacco must 
rely on adults or older adolescents to obtain these drugs for them unless they 
appear to be older than their years or have been able to obtain forged or 
stolen identification certificates or those of older friends. For many substances, 
there is no legal source for the non-medical drug user. 


Becker proposed that obtaining a regular source of supply of cannabis 
was one of the most important aspects of becoming a regular marijuana user.1° 
The necessity of establishing a source of supply is an important factor in 
becoming a regular user of all illicit drugs, although some substances are 
more readily available than others. Over the past few years, many drugs 
which were once difficult to procure have become readily available from a 
wide variety of sources. 


Most non-medical drug users are introduced to the use of their drugs 
by friends or acquaintances and these friends are also likely to serve as sources 
of access to the illicit market. In some cases the first regular contact with an 
illicit marketplace will occur when a group of friends pool their purchasing 
resources, thus reducing the unit price of the quantity each uses for personal 
consumption.®® Cannabis and LSD users are particularly likely to purchase a 
specific amount for use over a period of weeks or months, thus reducing the 
frequency of their contacts with the illicit market, although taking on the 
additional risk of having ‘stashed’ drugs found in their possession. Regular 
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heroin and high-dose methamphetamine users are more likely to buy in 
smaller quantities and generally use up their purchases almost immediately. 


Illicit drugs are not equally available to all drug users. Most individuals 
who have reliable contacts to obtain cannabis do not know—or care to 
know—anyone from whom they can purchase speed or heroin. The dealers 
of most drugs are understandably cautious about selling to strangers and 
usually require that a regular customer introduce any new purchasers to them. 
In the case of heroin, a dealer may ask for proof that a stranger is a user 
of the drug before he will sell to him.*’: 7°* In a study of heroin users who 
did not become chronic users of the drug, Schasre discovered that over one- 
half of the ex-users stopped taking heroin as a result of losing their source of 


supply.?84 


For some drugs such as opium and cocaine, the expense of the drug 
and its relative scarcity in Canada militate against establishing regular con- 
sumption patterns. Except for a few wealthy dealers and ‘rich hippies’ who can 
afford these drugs and have access to a source of supply, cocaine and opium 
are considered to be ‘treat’ drugs, consumed only occasionally in Canada when 
they become available.1% 


Although many people begin the use of sedative-hypnotics, tranquilizers 
or oral amphetamines through doctors’ prescriptions, if regular use ensues 
they may be forced to resort to diverted supplies of these drugs which are 
purchased on the illicit market. Others may first obtain pills from their friends 
or the illicit market and later attempt to obtain them legally by convincing 
doctors to prescribe them. 


PSYCHOPHARMACOLOGICAL EFFECTS 


One of the major reinforcing factors which encourages repeated admini- 
strations and regular use of drugs is derived from their specific physiological 
and psychological effects. For example, although unpleasant first reactions 
to heroin are common, some users of this drug claim that their first shot 
made them feel the way they had always wanted to feel.145. 253 For others, 
a drug may simply be a pleasant experience that warrants repetition in 
certain social situations. Needless to say, not everyone finds each drug ex- 
perience to be immediately rewarding, and negative reactions or side effects 
are a major factor in discouraging repeated use of most drugs. 


Because of their dependence-producing effects, certain substances re- 
quire daily use once a particular level of consumption has been reached. 
Dependence on the opiate narcotics is considered to be the ‘classical’ case 
of drug dependence, and a great deal of research has been conducted to 
determine the etiology or cause of this condition. (See Appendix D.2 
Motivation and Other Factors Related to Opiate Narcotic Use.) 


In the mid-forties, Lindesmith developed a theory of opiate depend- 
ence which he proposed would explain all cases. He concluded that opiate 


718 


C.4 Patterns of Use 


dependence occurs when an individual learns the meaning of withdrawal 
distress and consciously uses an opiate to relieve these symptoms or prevent 
them from occurring.**! After tolerance has developed, the organism requires 
the drug to function smoothly and, if it is not regularly administered, with- 
drawal symptoms of varying intensity are experienced. The appearance of 
these symptoms is crucial to Lindesmith’s argument. If they are misinter- 
preted as some other ailment (a common occurrence when opiates have 
been medically administered in hospital and withdrawal discomfort is inter- 
preted as a result of the original pathology) dependence does not occur. 
Similarly, persons who have been experimenting regularly with illicit heroin 
may interpret their first withdrawal symptoms as a common cold or the flu.1#° 
It is only when an individual experiences the distress, realizes or learns that 
it is due to the absence of opiates in his body, and administers the drug to 
relieve his condition, that the complex of attitudes and behaviour which 
constitutes dependence appears. According to Lindesmith, it is at this point 
that an individual first comes to see himself as an opiate dependent. 


Whereas drug use is generally believed to be sustained by the positive, 
euphoric effects of the substance, Lindesmith’s work suggests that dependent 
drug use is also negatively reinforced by withdrawal avoidance. In other 
words, dependent drug use may be seen as a form of continuous self-medica- 
tion or anticipatory self-medication.1°* There is some difference of opinion 
about which drugs, at what use levels, can be said to be used this way rather 
than solely for their euphoric effects, but we assume that avoidance of un- 
pleasant withdrawal symptoms is an important element of some levels of 
tobacco, alcohol, amphetamine, barbiturate, opiate narcotic and other drug 
use, especially, but not only, at daily levels-of-use. 


Although the onset of physical dependence has a profound effect on use 
patterns and life styles of certain drug users, it is not a factor in the drug- 
taking behaviour of the majority of regular users of most drugs. For these, 
the frequency with which they indulge and the quantities of the substances 
involved are regulated by social interaction and normative restraints which 
are developed over time. 


SOCIAL FACTORS 


In an earlier section of this appendix we explained that initial and 
occasional non-medical drug use, like many other activities, is usually learned 
in a social context. In many instances, regular drug use patterns also become 
established and reinforced through social interaction. For example, an indi- 
vidual who is using cannabis, LSD or some other hallucinogen from time to 
time may acquire more friends who use these substances. This increases the 
likelihood that he will use more often and under more diverse circumstances. 
With an increasing number of opportunities to use and purchase drugs, the 
occasional user may be encouraged to use a drug more frequently and may 
eventually establish a regular use pattern by which he determines which 
situations are appropriate for cannabis or LSD consumption and which ones 
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are not, as well as the amounts to use to maximize the effects desired in 
specific instances. He may come to believe that cannabis use increases the 
enjoyment of eating and make it a regular pre-dinner ritual in the same way 
that others will enjoy an aperitif. He may be encouraged to take LSD during 
an excursion to the country and decide that this experience is much more 
rewarding than the use of hallucinogenic drugs in the city and should there- 
fore be restricted to rural settings. On the other hand, he may determine that 
his friends or acquaintances seem to use certain drugs indiscriminately or to 
excess, and decide to limit his use to specific recreational contexts. A similar 
process can be observed with persons who decide, through interaction with 
friends and acquaintances, what situations are appropriate for drinking 
alcohol, inhaling solvents or taking a number of other substances. 


The influences stemming from the drug taker’s social milieu which will 
eventually help to determine his pattern of regular drug use can be sum- 
marized briefly as follows: 


1. Information. Friends and relatives may offer information on situa- 
tions in which certain substances may be used for specific purposes. For 
example, it may be suggested that cannabis or LSD would increase the enjoy- 
ment of certain movies or concerts or that an over-the-counter or prescription 
drug can be used to self-medicate adverse drug effects or potentiate the effects 
of other drugs. 


2. Example. The occasional user may learn by watching the behaviour 
of his peers what sorts of situations are appropriate for certain kinds of drug 
use, and what levels of use can be deemed excessive. Others may show by 
their example that no observable harm or disruption is likely to result from 
certain levels-of-use. 


3. Ideology. Participation in drug-using groups provides supporting 
ideologies which neutralize some of the negative opinions and attitudes 
surrounding illicit drug use and provide positive reinforcement and justifica- 
tions for drug-taking behaviour. For example, cannabis users commonly ra- 
tionalize their behaviour through the belief that legal substances such as 
alcohol and tobacco are much more harmful and that smoking cannabis is a 
minor vice in comparison. 


4. Opportunity. ‘The more people in the environment who use drugs 
on a regular basis, the more likely it is that opportunities to use will arise 
at times when the individual may not otherwise have thought of consuming 
a drug, and that he will discover more sources of supply of illicit drugs. 


PSYCHOLOGICAL FACTORS 


Although levels-of-use are often largely determined by interaction with 
friends and relatives, certain people evidently establish regular use levels at 
variance with those of their peers or seek out peer groups which have quite 
different patterns of non-medical drug use. The personality variables which 
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may affect these decisions are discussed elsewhere in this report (see Ap- 
pendix D Motivation and Other Factors Related to Non-Medical Use). 
It is sufficient to mention in this context that there are numerous 
personality factors and events in the personal life histories of some non-medical 
drug users which help to explain their regular use patterns as well as the in- 
clusion of certain drugs in their pharmacological repertoire. 


PATTERNS OF REGULAR DRUG USE 


Patterns of non-medical drug use are numerous and varied, depending 
on the substances involved, their legal status and availability, their psycho- 
pharmacological effects, and a number of other factors. In addition, most 
substances are used in various ways by different people or by the same indi- 
viduals over time. In the following pages we delineate three major types of 
regular non-medical drug use: functional, recreational, and dependent. AI- 
though each of these categories will be described separately, they are not 
to be understood as discrete types. Some drugs, alcohol for example, may be 
used in all three ways. Some people may use a specific drug in one or more 
of these ways at the same time or gradually shift from one pattern to another 
over a period of time. This typology does not necessarily constitute every 
possible drug use pattern, past and present, but is designed as a framework 
within which the major patterns of non-medical drug use may be described. 


Functional drug use involves the consumption of a substance with the 
specific intention of utilizing one or more of its physical or psychological 
effects for reasons other than the pleasure or euphoria which the drug may 
provide. Some drug use may be considered. functional in that it facilitates 
social interaction. However, for our purposes, instrumental or functional 
drug-taking behaviour will refer to those patterns of use in which the 
primary intention is to increase task-oriented efficiency or to relieve unpleasant 
mental or physical conditions. Functional drug use, then, is individual rather 
than social and specific goal oriented rather than recreational. Recreational 
drug use, on the other hand, encompasses those non-medical drug-taking 
activities which are primarly oriented to the pleasurable psychological effects 
of the substance and are usually restricted to social activities and leisure 
hours. Dependent drug use usually involves a degree of loss of control over 
use levels and a strong compulsion to use a drug; thus use may occur in any 
setting, regardless of the social situation or the immediate mental and physical 
state of the user. 


FUNCTIONAL DRUG USE 


Task performance. Drugs of the stimulant category are commonly used 
with the intention of increasing alertness in task performance. The most 
common of these are caffeine (which is consumed in coffee, tea, cola beverages 
and over-the-counter ‘wake-up’ preparations) and the nicotine in tobacco 
products. Although coffee and tea are also used in a recreational context, 
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their effects are employed for stimulation, both consciously and unconsciously, 
by most users.*° The well-established institution of the ‘coffee break’ is 
usually a social occurrence, but the substance consumed also performs 
secondary energizing functions. 


Stimulants are sometimes used by members of certain occupational 
groups whose jobs require intense physical activity, alertness or endurance. 
Amphetamines and amphetamine-like substances are most commonly taken for 
this purpose by waiters and waitresses,1°* taxi drivers and long distance truck 
drivers,®?: 1°* and professional athletes.5°: %° 1.92 Students are also known 
to take them in order to stay awake and ‘cram’ for final exams.?!: 5%. 249, 270 
Certain medical practitioners have been accused of complicity in the develop- 
ment of this type of non-medical drug use. For example, cases have been 
reported of doctors who administer ‘vitamin shots’, virtually on demand, to 
their patients. These injections not only contain a number of vitamin sup- 
plements, but also quantities of amphetamines.?°: 1°, 28° 


It appears that any form of mood-modifier, whether a stimulant or a 
depressant, can be perceived by some users to be a means of increasing 
task-oriented efficiency or performance. Although such use is not well doc- 
umented it can be assumed that in some cases tranquilizers, barbiturates 
and low doses of alcohol may be used in this way. Doctors and other medical 
professionals who become dependent on opiate narcotics often assert that 
they began use in order to counteract fatigue caused by overwork.!"® 277 


Self-medication. Self-medication is a form of non-medical or quasi- 
medical drug use which involves the use of psychotropic substances to ame- 
liorate certain mental conditions or psychological discomfort, or to treat 
physiological problems. Usually there is little or no medical supervision in- 
volved. Alcohol is commonly used for self-medication—a drink before dinner 
for its tranquilizing effects after a busy day, for example. Cannabis is some- 
times smoked to relieve the secondary symptoms of a cold or the flu (see 
Cannabis Report). A number of over-the-counter preparations, such as co- 
deine pills or cough syrups, antihistamines and other substances are used 
not only for their stated purposes but also for reduction of nervous tension 
or to induce sleep. 


This type of drug use may originate from medical supervision; a phy- 
sician may prescribe a preparation for the treatment of an allergy and the 
patient may use it, either consciously or unconsciously, for tension manage- 
ment or sedation. People who initially obtain ‘diet pills’ to lose weight may 
take them to combat depression. Similarly, sedatives and tranquilizers are 
sometimes used for purposes not intended by the prescribing physician. It is 
often difficult to distinguish between medical use and this quasi-medical type 
of self-medicating drug use, but it is nonetheless clearly distinct from social or 
recreational drug use. 


One of the more common forms of self-medication involves the treat- 
ment of drug effects or after-effects with the use of another drug. This type 
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of cyclical multiple drug use is discussed in a later section of this appendix. 
It constitutes an important type of functional drug use as well as a major 
pattern of multiple drug use. 


RECREATIONAL USE 


Recreational drug use involves the consumption of a substance, usually 
in a controlled or non-compulsive manner, during leisure hours. The drug is 
taken for the purposes of attaining a measure of euphoria, increasing the en- 
joyment of other leisure pastimes or as an aid to social interaction. Although 
some recreational non-medical drug use is solitary, in most cases it takes 
place in the company of family or friends. 


Social recreational drug use usually takes place among people who 
share ideas, attitudes and friendship in addition to their preferences in pharma- 
cological substances. Drug use of this type usually begins in a pre-existing 
peer group, and regular use levels are often maintained in this same context. 
Some drug users (heroin dependents and high-dose intravenous methamphet- 
amine users, for example) are likely to move into new drug-using circles 
when regular use becomes established, but most recreational drug use takes 
place in groups of like-minded people who would have been associated even 
if they did not use drugs regularly. 


Barbiturates and other sedative-hypnotics are sometimes taken by 
multiple drug users in social settings, for euphoria or to potentiate the effects 
of other drugs. Low doses of methamphetamine or ‘diet pills’ may be used 
to stimulate or prolong social interaction. Regular use of these drugs, how- 
ever, is not usually confined to recreational settings. 


Sniffing glue and other volatile solvents appears to be primarily a recre- 
ational form of drug use. There is little data available on the solitary solvent 
sniffer and, although this pattern of use is known to exist, most of the litera- 
ture describes the social use of these substances by adolescents or children 
within a peer group context./* 37 


Heroin is usually initially used as a social and recreational drug, but 
this pattern of use is likely to disappear as daily use begins. Nonetheless, 
not all heroin users become daily users, and some establish regular non- 
dependent levels of recreational use.” 7. 192, 179, 231, 282 


In the majority of cases, regular, non-compulsive alcohol and cannabis 
use takes place in a social or recreational seiting. These substances are usually 
perceived by those who use them to be aids to relaxation or communication 
or as a pleasant means to alter their mental atmosphere or attain a measure 
of euphoria. They may be used to relieve boredom or simply as a pleasant 
adjunct to other activities and appear to be a routine and normal part of 
the regular user’s enjoyment of his leisure time. 


Particularly in the early days of illicit LSD use, when the avowed 
sacramental and self-discovery qualities of the psychedelic experience were 
being publicized, consumption of this drug and similar hallucinogens was 
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seen as a special event—not only for recreation but also for self-improve- 
ment and enlightenment.* However, as hallucinogen use has become more 
widespread, LSD, MDA and similar drugs are more often taken in recrea- 
tional settings in a more casual manner, to enhance other social activities 
rather than as the raison d’étre of the gathering. 


The use of alcohol as a ‘social lubricant’ is generally recognized and it 
is assumed by most people that the beverage is used, not solely for itself, but 
to stimulate social interaction and facilitate relaxation in a social context. 
Some groups of alcohol users, especially adolescents who are learning to use 
the substance, get together for the specific purpose of becoming intoxicated. 
However, as normative restraints develop and the consequences of excessive 
drinking are learned, there will be a higher likelihood that drinking will 
become secondary in the social context. Similarly, the ‘pot party’ where 
individuals gather specifically to become intoxicated may apply to some 
groups of new users, but as cannabis use becomes integrated into the life 
style of the user, it will usually become an adjunct to the ongoing social 
activity in the same way as recreational alcohol use is generally conceived 
to be.18* In any case, most non-medical drug use has its genesis in social 
groups, and continues to be a social and recreational phenomenon. 


DEPENDENT DRUG USE 


Once dependence on a drug is established, a pattern of daily—or more 
frequent—use, regardless of the social situation or the mental or physical 
condition of the user, will usually begin. Most people who use dependence- 
producing drugs know that others have lost control of their level of con- 
sumption, but few believe at the outset that it will happen to them. Becoming 
dependent on a drug is usually a gradual process throughout which an indi- 
vidual believes that he has control over his level-of-use while, in fact, the 
intervals between administrations of the drug become increasingly shorter. 
During the early stages of dependence, most users would claim that they 
could ‘stop anytime’. 


Tobacco dependence is probably the least traumatic as well as the most 
common form of drug dependence in Canada. Smoking is widely practised 
and tolerated and readily becomes associated with many events in the user’s 
daily routine: with coffee, after dinner, in various social settings. Many 
tobacco smokers, in fact, may smoke on a daily basis for a protracted period 
of time without realizing that if use were discontinued withdrawal effects 
and craving would be experienced.** 


Dependence on alcohol is usually slow to develop, and during the begin- 
ning stages of use the pre-alcoholic’s drinking behaviour may be indistinguish- 
able from that of his peers. However, Jellinek suggests that the pre-alcoholic 
may find the beverage to be more rewarding for tension release than do other 


*TIt could be argued that hallucinogen use which is oriented to self-improvement and aware- 
ness is actually a form of functional drug use. 


724 


C.4 Patterns of Use 


drinkers.1*° A typical pattern of becoming an alcoholic involves daily 
use at increasing dosages and perhaps, after a period of months or years of 
heavy use, the occurrence of blackouts. Sometime thereafter, morning drink- 
ing will begin, and the individual and those around him will become aware 
that he has lost control of his drinking behaviour. This process may take 
many years, although in some cases it may develop quite quickly, in response 
to a personal life crisis, for example.1*® 


Although most ‘problem drinkers’ are involved in a daily use pattern at 
high-dose levels, there are several “‘species” or types of alcoholism.1*° One of 
these, which may be called “periodic alcoholism”, entails occasional, but 
severe drinking bouts. These “habitual symptomatic excessive drinkers”! 
may consume more alcohol over time than do daily drinkers, but they do not 
exhibit the same degree of loss of control.1*° Such spree drinking may be 
just a stage in a career of alcoholism, but some individuals remain at this 
level and do not become daily dependent drinkers. 


It seems, therefore, that not all patterns of use which involve a compul- 
Sive relationship between the user and his drug of choice require daily use 
over long periods of time. Patterns of daily as well as spree use of amphet- 
amines have also been observed. One type of intravenous methamphetamine 
user encountered by Commission field workers maintained a relatively con- 
stant and very high daily consumption level.1°? However, the more common 
‘speed freak’ pattern consisted of a series of continual ‘runs’ and ‘crashes’. 
This latter pattern involved daily use at increasing dose levels for periods 
of a few days to a week. When use of the drug was terminated, a withdrawal 
phase characterized by physical exhaustion and extreme irritability and de- 
pression ensued. The most popular and common remedy for the unpleasant 
symptoms of this ‘crash’ was a new injection of amphetamine, and the ‘run’ 
would begin again. 


Dependence on the opiate narcotics, particularly in their more potent 
forms, usually develops much more rapidly than dependence on alcohol. For 
those who eventually do become dependent, the period between first use 
and daily use of heroin usually varies from a few months to about a year.*** *?? 
Dependent use is most often preceded by a period of social and recreational 
use. At some point, use becomes more frequent, both socially and in private, 
perhaps, in the latter case, to cope with stress or tension.*°* Almost invariably, 
the user first becomes aware of his dependence when he experiences with- 
drawal symptoms and learns that they can be immediately relieved by the 
administration of an opiate.117, 191. 228 


Sedative-hypnotic dependence usually results from medical prescriptions 
of these drugs. A general practitioner who does not fully appreciate the po- 
tential dangers of these drugs may provide his patient with a refillable pre- 
scription or the patient may go from doctor to doctor, complaining of the 
inability to sleep and, thereby, obtaining multiple prescriptions. Some alco- 
holics have been known to become dependent on sedatives. Barbiturates, 
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purchased on the illicit market, are sometimes used by heroin dependents, 
and in later years, when their ability to support a heroin habit declines, some 
of these persons become dependent on these less expensive pharmaceutical 
substitutes.7° 1°? Although youthful multiple drug users are known to occa- 
sionally take sedative-hypnotics (particularly barbiturates and methaqualone- 
containing substances), few cases of dependence in this population have come 
to the attention of the Commission. Should the use of these substances con- 
tinue to diffuse, however, a pattern of youthful dependence on sedatives may 
emerge in the future. 


PATTERNS OF MULTIPLE DRUG USE 


In recent years there has been a growing social awareness of and con- 
cern about ‘multiple drug use’ or ‘poly-drug use’. Although this pattern of 
drug use is sometimes seen as new and, perhaps, exotic, the consumption of 
a number of psychoactive substances is not a recent development or one con- 
fined to a specific segment of contemporary society. Broadly conceived, 
multiple drug users are those who ingest a number of psychoactive substances, 
either simultaneously or at different times. Accordingly, a person who uses 
alcohol, tobacco and caffeine is a multiple drug user, as are those who con- 
sume a variety of illicit substances apart from or in addition to these. Certain 
patterns of multiple drug use, however, are seen as more dangerous or more 
cause for concern than others, depending on the drugs involved, the levels 
and frequencies of use or their relative potential for harm. 


In the literature of multiple drug use, the concept is often reserved for 
only those who use more than one illicit drug in a non-medical context. This 
can lead to certain conceptual ambiguities—where under-aged high school 
students use alcohol and tobacco, for example—in addition to imposing limi- 
tations on interpretations of the data and the cogency of the research results. 
A meaningful operational definition of multiple drug use should specify 
what drugs are under consideration as well as the context of use. For our 
purposes, we are interested in patterns of multiple use of any substances used 
in a non-medical context. 


A second dimension which must be considered in arriving at a workable 
definition of multiple drug use is the frequency with which psychoactive sub- 
stances are used and the dosages employed. Most multiple drug use studies 
employ a minimal definition: the multiple drug user is one who has ‘ever 
used’ more than one substance. Such a definition appears to be quite uninfor- 
mative and unsatisfactory since individuals who have had little experience 
beyond the experimental stages of use are included with chronic, high-dose 
users (see Annex 1). Definitions of multiple drug use, therefore, should 
specify at what levels of regularity and frequency the substances in question 
are employed and, if possible, supply relevant dosage information. 


Multiple drug use may be examined from two perspectives: as either 
concurrent or sequential patterns of use. In the former case, the emphasis is 
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on the organization, patterning and interrelationships of the various sub- 
stances in the life of the user at a particular time. The second perspective, 
that of sequential multiple drug use, involves the study of the temporal order 
in which each drug comes to be used or added to the pharmacological reper- 
toire of the user. The concept of ‘progression’ is often subsumed under the 
general rubric of multiple drug use. However, sequential drug use may be 
distinguished from ‘progression’ insofar as the latter concept assumes that 
there is a hierarchy of drugs ranging from ‘soft’ to ‘hard’, weak to potent or 
less harmful to more dangerous, and that there is a tendency for drug users 
to move up this hierarchy to ‘stronger’ drugs. The emphasis of the term 
‘sequential’ is on the movement from one drug to another without necessarily 
implying increasing danger or movement to more potent substances, both of 
which are connoted by the word ‘progression’. 


CONCURRENT MULTIPLE DRUG USE 


Patterns of concurrent multiple drug use may be distinguished as inter- 
mittent, simultaneous, cyclical or interchangeable. 


When two or more drugs are used, but not at the same time, this pattern 
may be called intermittent multiple drug use. Thus, an individual may use 
cannabis and LSD, but not in the same situation. Intermittent multiple drug 
use often involves two quite different use patterns: the functional use of 
amphetamines, for example, may not overlap with the recreational use of 
other substances. 


Simultaneous multiple drug use, on the other hand, may be defined as 
the ingestion of two or more psychoactive substances in such close conjunc- 
tion that the effects of the drugs are acting on the organism at the same time. 
Some simultaneous patterns involve the deliberate consumption of two or 
more substances to obtain a specific interaction effect. An illustration of this 
is the ‘speedball’, an intravenous combination of heroin and cocaine or 
methamphetamine. Others, however, may simultaneously use two or more 
drugs without being aware of their potential interactive or additive effects. 
For example, a daily user of a prescribed sedative-hypnotic may also use 
caffeine, alcohol or other drugs without taking into account his ingestion of 
the former. 


When one drug is used as a substitute for another with similar psycho- 
pharmacological properties, interchangeable multiple drug use may occur. 
Thus heroin users may purchase barbiturates or, preferably, methadone when 
heroin is in short supply. Although they may find alcohol distasteful while 
using heroin, heroin users often drink to excess when abstinent from 
opiates.253 A number of interchangeable drug use patterns are further dis- 
cussed in C. 4 Patterns of Use, “Social Theories of Multiple Drug Use”. 


Cyclical multiple drug use is the ingestion of two or more substances 
consecutively such that the later ones modify or counteract the terminal effects 
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of the earlier ones. Those who have used alcohol to excess are familiar with 
the ‘morning after’ syndrome which often follows. ‘Hangovers’ are commonly 
treated by liberal amounts of caffeine, in the form of coffee, tea, or cola 
beverages. Codeine pills are sometimes used to relieve the accompanying 
aches and pain, and in some cases ‘wake-up pills’ or amphetamines are used 
to counteract post-alcohol drowsiness. 


Cycles of stimulation and sedation are a common multiple drug use 
pattern. ‘Diet pills’ or other stimulants are sometimes used to banish the 
‘morning after’ effects of sleeping pills. On the other hand, sedatives or alcohol 
may be used to induce relaxation or sleep after the effects of amphetamine 
begin to fade. ‘Speed freaks’ occasionally use barbiturates or heroin, if they 
are available, to self-medicate adverse withdrawal symptoms after a ‘run’ of 
high-dose, intravenous methamphetamine use. Commission research has con- 
firmed that this form of cyclical multiple drug use has lead some speeders 
to a preference for heroin because of its capacity for stabilizing and tran- 
quilizing without the adverse physical and psychological effects of the am- 
phetamines.1°4 


Some of the recent concern over concurrent patterns of multiple drug 
use has been given impetus by what is called the ‘garbage head syndrome’. 
In the spring of 1972, Commission field workers discovered that observers 
of the youth scene were becoming increasingly aware of this problem in cities 
across Canada.1°4 ‘Garbage heads’ have been described as the archtypal and 
extreme multiple drug users who consume a dazzling array of substances 
sequentially or in combination, with little regard to the consequences beyond 
‘getting stoned’. With the recent lowering of the legal drinking age, much of 
this multiple drug use activity has been observed in pubs or taverns where 
large quantities of alcohol are used in combination with one or more other 
drugs. Often these young people will have little or no idea what drugs they 
have consumed, stating that someone offered them a pill of a certain colour 
and promised that it would get them ‘stoned’. 


Some observers believe that the ‘garbage head’ is likely to be a transitory 
or short-lived drug use pattern in most cases. When some adolescents begin 
to use alcohol, they go through a period of excessive use, drinking to the 
point of drunkenness and sickness. Eventually, most of these develop norma- 
tive restraints and the ability to control their intake and their behaviour under 
the influence of alcohol. The ‘garbage head syndrome’ has been observed 
most frequently in provinces which have recently lowered the drinking age. 
It appears that whereas most high school aged drinkers and illicit drug users 
formerly experimented with these substances out of the public eye, they are 
now readily observable in drinking establishments. It seems reasonable to 
assume that, particularly after a number of unpleasant experiences, most 
‘garbage heads’ will exert some control over their drug intake and settle into 
more moderate regular or occasional patterns of consumption. 
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SEQUENTIAL MULTIPLE DRUG USE 


Various ‘progression’ or ‘stepping-stone’ theories have been advanced to 
explain why individuals, having established the use of a particular drug, will 
experiment further with other psychotropic substances. In order to understand 
the genesis of these theories and how they came to have currency today, a 
brief historical introduction follows. 


The Prohibitionists in the United States were the first to propose any 
kind of progression hypothesis: 


The relation of tobacco, especially in the form of cigarettes, and alcohol 
and opiates is a very close one....morphine is the legitimate consequence 
of tobacco. Cigarettes, drink and opium is the logical and regular series.” 


Cannabis was not included as one of the drugs that was involved in this 
progression as it was not until the 1930s that consumption of marijuana be- 
came sufficiently widespread in the United States to receive public attention. 
The idea of the cannabis-heroin progression was first presented in 1931 by 
a Prohibitionist physician: 

[Marijuana users easily] become engulfed in the abyss of drug addiction, 

and end their miserable existence either on the gallows, or in penal insti- 

tutions and insane asylums. The moral and physical resistance to narcotics 


and alcohol is not only weakened but often destroyed in persons of stabil- 
ized personality, who are addicted, even to a moderate degree, to marijuana.™ 


During the thirties and forties, the notion of the marijuana to heroin 
progression appeared in a few works on cannabis, but there was virtually 
no supporting evidence that such a relationship existed. Moreover, there was 
little consensus among these writers as to what factors ‘caused’ this alleged 
progression.!®°® At this time, those authorities most familiar with drug use— 
police officials and medical professionals—strongly denied that such an escala- 
tion existed. 


After the Second World War, there appeared to be an epidemic increase 
in the extent of heroin use in the United States, particularly among young 
men of racial minority groups in large urban areas. The popular press sug- 
gested that this new heroin ‘epidemic’ and the ‘new breed of addict’ had come 
to opiate use through the use of marijuana. The assertions that cannabis was 
an extremely dangerous, addicting and crime-inducing substance were be- 
ginning to lose credibility at this time due to the findings of the La Guardia 
Commission and a number of psychiatric studies which appeared between 
1944 and 1946.35. 55. 85, 161, 165 Some observers of the heroin scene came to 
the conclusion that cannabis use, per se, may not be as dangerous as they 
had thought originally, but that its use led to heroin and was thus responsible 
for the ‘new breed’ of user. 


An examination of the social history of opiate use in North America 
reveals that the ‘new addict’ was, in fact, not a new phenomenon. The post- 
war users were seen to be quite different from the middle-class, middle-aged, 
medically dependent population of the turn of the century.*°® However, the 
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use of opiate narcotics by young delinquents was well established prior to 
the introduction and diffusion of cannabis. Although thousands of people 
who would otherwise be considered to be ‘respectable’ were dependent on 
patent medicines and home remedies containing opiates, there were also a 
number of ‘underworld’ denizens—gamblers, vagrants, and prostitutes—who 
were habituated to opium smoking or dependent on morphine. By the 1920s, 
when legal access to opiates had been restricted, a number of clinics were 
established in the United States to supply maintenance doses of opiates to 
those who were still dependent.1®°. 784 One of the reasons why these clinics 
were eventually forced to close was the publicity given to the ‘criminal element’ 
in their patient populations.74® Apparently, dependence on opiate narcotics 
was quite common among the young, the socio-economically disadvantaged 
and the ‘underworld’ before the onset of widespread cannabis use.*?: 1%6 140, 250 
There is good reason to believe that the post-war ‘epidemic’ was actually 
a reflection of a growing trend that had its roots in the changes which took 
place at or before the turn of the century and had only been interrupted tem- 
porarily by the war. The increase in heroin use in the late forties, according 
to this view, was due primarily to the re-establishment of overseas shipping 
and transportation routes, allowing once more for extensive illicit distribution 
of heroin.1°® 


Once established in the late forties, concern about drug progression, 
specifically the escalation from cannabis to heroin, continued. However, with 
the diffusion of the use of LSD, barbiturates and amphetamines in the 1960s, 
the concept of ‘progression’ was broadened to take some of these substances 
into account, and thus the movement from cannabis to heroin is now often 
considered to be only one of a number of sequential drug use patterns. 


Discussions of the relationship between cannabis use and the use of 
opiate narcotics may be found in Appendix A.2 Opiate Narcotics and Their 
Effects as well as in the Cannabis Report. In the latter document, the Com- 
mission majority acknowledge that certain individuals would engage in heavy 
multiple drug use whether they used cannabis or not, but asserted that, 

...1t is reasonable to assume that many would not engage in certain kinds 

of drug use if they did not use cannabis.“ 

They concluded that, although cannabis use may play some role in influencing 
subsequent use of other drugs, sequential multiple drug use was too complex 
a process to assign a strict causal significance to one factor or one particular 
drug. 

A number of retrospective studies of heroin users and follow-up studies 
of marijuana users are also discussed in the Cannabis Report and Appen- 
dix A.2 Opiate Narcotics and Their Effects of this report.®: 41. 54, 4, 199, 215 
These studies have a number of methodological problems, the most important 
of which is their concentration on the most ‘heroin-prone’ populations, such 
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that the results may not be generalized to the cannabis-using population as a 
whole. On this subject, Appendix A.2 concludes: 
Specific pharmacological properties of marijuana (or any other drug) which 
might lead to a need or craving for other drugs have not been discovered. It 
would appear that dynamic and changing social and personal factors play 
the dominant role in the multi-drug-using patterns reported, and that the 
specific pharmacology of the compounds involved is secondary. 


Historically, a number of varied, and often discrepant, theories have been 
proposed, all of which attempt to demonstrate that cannabis use is causally 
related to the subsequent use of other drugs. Although these explanations 
have differed radically in content as well as their level of sophistication, they 
will be presented, in the following pages, as a framework through which some 
understanding may be gained of the numerous mechanisms that may influence 
sequential drug use patterns or the movement from one drug to another.* 


Psychopharmacological effects theories. The first and most classic type 
of explanation for the progression from marijuana to other drugs is the psycho- 
pharmacological effects model. Although these theories vary somewhat in 
their level of sophistication, the majority are naive and overly simplistic 
accounts of sequential drug use patterns. All of them single out the effects 
of cannabis as the determining cause of the progression. 


One alleged effect of cannabis that was postulated to lead to heroin use 
was a loss of self-control or will power which was said to make the user 
more vulnerable to the use of other drugs.t°? However, although a loss of 
self-control was alleged, no attempt was made to verify its existence. 


Another explanation postulated a tolerance-disillusionment type of pro- 
gression mechanism. It suggests that the initial ‘kick’ that marijuana users 
experience tends to wear off over time due to tolerance. The user then looks 
for a more powerful substitute. It has also been proposed that cannabis 
users expect ever-increasing pleasurable effects from the drug and are thus 
compelled to turn to stronger drugs to satisfy their “taste for drug intoxica- 
tion’”’.°? This particular theory did not specify why it was only cannabis that 
could create a taste for intoxication rather than alcohol or other drugs used 
prior to cannabis. A variation of this general theme suggested that the cannabis 
user becomes psychologically dependent on the drug and that this paves the 
way for his subsequent use of heroin.*®* 


As we observed in the Cannabis Report, there has been no empirical 
verification of these theories, and no evidence that the effects of cannabis 
per se can be said to encourage later heroin-using behaviour.** If the psycho- 
pharmacological effects of cannabis do in fact influence the user to turn to 
stronger drugs, we would expect a relatively constant rate of progression 





* Comprehensive discussions of various ‘progression’ theories may be found in several papers 
by Erich Goode®* as well as the published and unpublished works of Jerry Mandel. *°% i 
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from marijuana to the use of heroin or other drugs.* However, there is no 
evidence to date which would suggest that all cannabis users—or even all 
cannabis users at a particular level-of-use—are equally likely to use other 
drugs in the future.?% 98. 126 


In addition, if one examines the processes by which people come to use 
heroin, it is difficult to single out cannabis use as a determining factor. There 
is no evidence to suggest that first use of heroin occurs when the individual 
has little power of resistance due to the direct effects of cannabis. Whether 
someone experiments with heroin or not depends on various aspects of his 
life style, his attitudes to the drug, as well as his past experience with heroin 
users. Finally, it is evident that the factors which influence first use or experi- 
mentation with heroin may be quite different from those which lead to opiate 
dependence (see Appendix D.2 Motivation and Other Factors Related to 
Opiate Narcotic Use). 


Since cannabis is not a necessary precursor of heroin use (before 1965, 
few heroin users in Canada had taken cannabis prior to opiates) ,117 19, 253 
the most we may assume is that the effects of the drug could only be influen- 
tial on certain cannabis-using persons, and that others find another path to 
heroin dependence. This type of thinking brought theorists to the point where 
they began to look at personality variables for the motivating forces leading 
people from cannabis to the use of other drugs. 


Personality abnormality theories. The basic assumption of this kind of 
theory is that the majority of those who progress from the use of cannabis 
to the use of other drugs are, to varying degrees, psychologically disturbed. 
It is sometimes suggested that the use of cannabis is, in itself, indicative of 
an underlying personality problem and that those with more severe problems 
will not find cannabis to be a sufficient solution. They will, therefore, go on 
to heroin use (or the use of other drugs) in search of a more adequate 
problem-solving drug. 


Psychological investigation of multiple drug users is usually conducted 
on those subjects whose patterns of drug use are assumed to be a cause for 
concern. Most observers, for example, would not consider daily use of alco- 


* Some observers have tried to see if this hypothesis of a constant proportion of cannabis users 
later becoming heroin users is reflected in arrest statistics. The relationship between the arrest 
rates for cannabis and heroin have been used as a basis for both ‘pro-progression’ and ‘anti- 
progression’ arguments.” 7° 781, 158, 258 There are, however, major methodological problems 
involved in the use of this kind of indirect indicator. In the first place, heroin users are be- 
lieved to be more vulnerable to arrest than cannabis users, and therefore heroin arrestees 
would represent a larger proportion of the real using population. In addition, heroin users 
are likely to experience multiple arrests, thus inflating their numbers.*° Finally, it is generally 
believed that arrest data are most often reflective of law enforcement activity and emphasis 
than of incidence of use in the population (see C. 1 Introduction above). 

Another approach that has been utilized is to search the records of heroin users to see if 
they were previously cannabis (or other drug) users. C. Hammond, late of the Division of 
Narcotic Control (now, the Bureau of Dangerous Drugs), supplied the Commission with 
statistics on those cases which came to the attention of this agency between January 1969 
and October 1970. Although this data suggest what proportion of known Canadian heroin 
users were known to also have used cannabis, it fails to reveal what proportion of the can- 
nabis-using population is likely to subsequently use or become dependent on opiate narcotics. 
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hol, caffeine and tobacco to be indicative of an underlying personality dis- 
order because of the legal status and general social acceptability of these 
drugs. Attention, therefore, has largely been focussed on chronic or high-dose 
drug users and those whose multiple drug use patterns include the use of 
illegal substances.®, 115, 141, 168, 284 


Although continuing to yield interesting data, psychological studies of 
multiple drug users do not provide us with precise information regarding the 
role of psychological variables in the choice of drugs in a drug-using career. 
Most of them are characterized by the same methodological problems as those 
studies which have attempted to discover the psychological dynamics of 
heroin lependence, the ‘addict personality’, or the ‘alcoholic personality’.?8. 87 
While some types of heavy multiple drug use would seem to indicate per- 
sonality problems, many multiple drug users would clearly be diagnosed as 
psychologically normal. The relationships between psychological variables 
and the use of opiate narcotics, amphetamines and hallucinogens is further 


reviewed in Appendix D Motivation and Other Factors Related to Non- 
Medical Drug Use. 


Social theories of multiple drug use. Although it is reasonable to hypo- 
thesize that increasing use of stronger drugs reflects the existence of severe 
personality disorders in some cases, other evidence suggests that factors in 
the social background and environment of the drug user may influence his 
particular sequential drug use pattern. Patterns of drug use reflect different 
meanings attached to drugs by different groups of individuals, and drug-taking 
behaviour is interwoven with other activities of group life.* Orientation to 
and eventual selection of drugs, as seen from a sociological perspective, re- 
flects a number of factors such as availability, information, and other influ- 
ences in the immediate social environment. 


With the use of one drug comes an increased likelihood of meeting 
others who use that drug and, perhaps, use other drugs, as well. That can- 
nabis users are more likely than non-users to have drunk alcohol suggests 
that alcohol users have a greater chance of having friends who would be 
willing to offer cannabis to them. Similarly, the use of cannabis may intro- 
duce an individual to a wider range of persons who use a variety of legal 
and illegal drugs, and it has been hypothesized that this ‘drug subculture’ 
is a significant determinant of further drug use. However, the illicit “drug 
subculture’ is by no means a homogeneous entity and is better characterized 
as a mosaic of small ‘drug subcultures’. Multiple drug users may have in 
common the use of one or more illicit substances, but they differ in terms 
of patterns of multiple drug use and in their orientation and attitudes to 
specific kinds of drug use. A number of studies have confirmed that the 
choice of drugs which are to be included in the pharmacological repertoire 
of the drug user appears to be mediated by the immediate social and cultural 
environment.?: 29, 56, 126, 141, 195 


Many of the same factors which help to determine regular drug use 
patterns also influence the numbers and kinds of drugs included in any variety 
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of multiple drug use. As we have seen, availability of illicit substances plays 
an important role. Some degree of interchangeable multiple drug use is 
alleged to occur when an individual’s current or favourite drug becomes 
unavailable or prohibitively expensive. The importance of this factor was 
emphasized by the R.C.M. Police in a brief submitted to the Commission: 


...the scarcity of marihuana would act as a catalyst in introducing the drug 
user to stronger drugs which may be available, such as L.S.D., ampheta- 
mines, barbiturates and heroin... .” 


During the summer of 1969, a marijuana shortage was reported in the 
United States, and a study was undertaken to investigate its effects.1®° Inter- 
changeable multiple drug use patterns were reported by over three-quarters 
of one sample and by 84 per cent of another sample. The most common 
substitutes were alcohol and hallucinogenic drugs. 


Some juveniles may use cannabis as a substitute for alcohol when it is 
more readily available to them in their immediate environment.® It has also 
been suggested that volatile solvent users actually prefer alcohol as an intoxi- 
cant, but use solvents because they are too young to have ready access to 
alcoholic beverages.* It is evident, therefore, that sequential multiple drug 
use is sometimes encouraged by scarcity of the drug of choice and the sub- 
stitution of a different intoxicant. 


In our earlier discussion of the process of becoming a regular drug user, 
access to the illicit marketplace was emphasized as an important factor. Such 
access may also play a role in introducing an individual to new drugs which 
he might not have previously used. Some observers feel that the illegal status 
of cannabis and the consequent fact that one must resort to the illicit market 
to purchase supplies may introduce cannabis users to a wider variety of illicit 
substances: 


By transacting with, and making friends with, the marihuana “dealer”... 
one’s values and attitudes toward drugs and drug-taking, will be influenced 
in the direction of an increased willingness to try and use a wide range of 
drugs. Moreover, one’s dealer, offering as he does a pharmacological feast, 
provides opportunities to use other drugs.™ 


Heavy use of cannabis has been proposed as one condition that will 
lead to the non-medical use of other drugs. However, there are a number of 
intervening variables which come between heavy cannabis use and subsequent 
multiple drug use. The more cannabis used by an individual, the more likely 
it will be that he becomes involved in both buying and selling marijuana or 
hashish. Furthermore, 





* Cases have also been reported of older brothers introducing cannabis to their younger 
brothers in an attempt to provide what they see as a less harmful substitute for glue or 
other solvents.” 
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Buying and selling push the individual into social relations that alter his 
conception of himself regarding drug use and provide opportunities for in- 
volvement with other kinds of drugs. The fact that the individual has bought 
and sold marijuana means that he has had contact with other individuals who 
are likely to be heavily involved in drug use and who define drug use in 
favorable terms.” 


_ Thus, closely related to the buying and selling of cannabis is the contact 
with new acquaintances and friends who use other drugs and define such use 
positively.?°. 126 


The original correlation between frequency of use [of marijuana] and the 
use of dangerous drugs is largely due to involvement in selling drugs, not 
use itself.... Thus the causal link between marijuana use and the use of 
dangerous drugs does not appear to be the use of marijuana at all. Use of 
marijuana is merely an external manifestation of something that underlies 
it—namely, involvement with and in a drug-using subculture, especially in 
the form of buying and selling illegal drugs, and having friends who use 
other dangerous drugs.” 


We come, therefore, once more to the importance of the drug use patterns 
of one’s peers in introducing an individual to any kind of drug use. 


Johnson concluded that the less socially accepted a drug is in the 
immediate social environment, the more likely it will be that an individual 
will need to acquire intimate friends who use it before he himself will ex- 
periment with the drug.!?° The cannabis users in his sample used the 
‘harder’ drugs of which their subculture or circle of friends approved. With- 
out the acceptance of friends, the chances of cannabis users moving to other 
drugs was considerably decreased. 


The influence of set and setting on multiple drug use. Some recent 
theories of sequential drug use have combined both psychological and socio- 
logical orientations. The ‘set and setting’ theory emphasizes individual circum- 
stances, suggesting that it is an individual’s psychological ‘set’, or complex of 
attitudes towards drugs, in combination with his particular environment, or 
‘setting’, which determines subsequent drug use. This argument has been 
extended to suggest that some drugs may be no more than placebos, or that 
the psychopharmacological action of the substance is unimportant in com- 
parison to the influence of set and setting.?™ 


One study of juvenile multiple drug users discovered that within a 
single lower-class neighbourhood there co-existed a variety of adolescent drug- 
using patterns.2® These patterns differed markedly from one another in terms 
of the types of drugs used, the degree of involvement in drug use, and in 
the attitudes and orientations of the users prior to and after first experimen- 
tation. The study concluded that there were different life orientations and 
both drug and non-drug career lines along which adolescent users could pass, 
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and that these would largely determine subsequent adult drug use behaviour 
as well as adult social adjustment. 


The ‘set and setting’ approach to understanding multiple drug use pat- 
terns appears to be a most fruitful one. It is evident that there are strong 
relationships between the use of all drugs; that is, the individual who has used 
any one drug (including alcohol, tobacco and caffeine, as well as more exotic 
substances) has a higher likelihood of having used other substances and is 
also more likely to be favourably predisposed to experiment with other drugs 
in the future. Any non-medical drug use may contribute to or enhance a 
drug-taking set and may also introduce the user to a wider setting in which 
further drug use is accepted or positively encouraged. There are a variety 
of factors which contribute to a positive set towards drug use, but which 
are insufficient predictors of subsequent multiple drug use patterns unless a 
suitable setting, with drug availability and reinforcement from others, coin- 
cides with it. 


For further information about the relationships between different kinds 
of drug use, the reader is referred to Annex 1 Extent of Multiple Drug Use 
of this appendix, and Appendix A The Drugs and Their Effects. 


LIFE STYLES OF REGULAR DRUG USERS 


Some levels of regular drug use have profound effects upon the social 
and economic relationships of users. Others, such as the use of coffee, to- 
bacco and certain over-the-counter preparations, have little or no immediate 
influence, although long-term medical complications may occur. Daily use 
of sedatives, oral amphetamines and tranquilizers at moderate dosages may 
eventually interfere with day-to-day functioning, but high-dose use is generally 
responsible for most serious difficulties. 


At light to moderate dose levels, regular alcohol use is both socially ac- 
ceptable and unlikely to present problems for the user. In fact, in some 
social and economic positions, it may be more difficult to be an abstainer 
than a drinker. Moderate use may cause some degree of economic inefficiency 
due to hangovers or other potential medical problems, but is unlikely to dis- 
rupt social and familial relations as long as the user’s behaviour under the 
influence of alcohol and his particular level-of-use are acceptable in his 
social milieu. At dependent or high dose recurrent use levels, alcohol usually 
produces extreme social, economic and family disorganization, probably 
more so than any other kind of drug dependence. Since alcoholism usually 
develops in middle age, it is likely that the alcoholic will have a career and 
family which will suffer as a result of his drinking habits, whereas heroin 
and high-dose methamphetamine dependence tend to occur among younger, 
unattached people. The consequences of the onset of dependence in the latter 
cases tend, therefore, to have less far-reaching disruptive effects. 


The use of cannabis at social or recreational levels need not have any 
more effect on the life style of the user than similar use of alcohol, as long as 
use remains undetected by law enforcement officials. When cannabis first 
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became popular among certain youthful North American populations, its use 
appeared to reflect a distinct kind of life style, most commonly termed ‘hippie’. 
However, as the use of cannabis has diffused, it has become evident that 
quite ordinary, traditionally employed persons consume it in recreational 
settings on a regular basis, and that cannabis use, although a concomitant 
of the ‘hippie ethos’, does not necessarily imply attitudinal or behavioural 
changes. 


The case of LSD, mescaline and other psychedelic drugs is somewhat 
similar. When LSD was first gaining in popularity, both observers and users 
themselves claimed that taking these substances would change an individual’s 
attitudes, outlook and style of life. The vanguard of the psychedelic move- 
ment found LSD use to be profoundly enlightening and the revelations ex- 
perienced under the influence of the drug were believed to have lead to a re- 
evaluation of their lives and the adoption of new behaviour patterns and 
levels of social interaction. However, when use spread to younger or less 
philosophically-oriented populations, it soon became evident that this process 
was not inevitable. Less introspective or more hedonistic users were consuming 
these drugs for their euphoric effects rather than for personal, philosophical 
or religious purposes. Many of those who had sought personal change through 
these drugs were disappointed and stopped using them or began to use them 
more casually. For most, LSD became just another ‘stone’. 


In the early stages of use, both heroin and speed users usually have one 
source of supply of the drug, through the friends who introduced them to it. 
Those who continue to use these drugs discover that, due to the vagaries of 
the market, new contacts must be made.?®° Although some social relation- 
ships with non-using friends will be maintained,'’” it is likely that a gradual 
separation will be made from some of these as heroin or speed use becomes 
more regular, and new friendships will develop through the illicit market 
(see Appendix D Motivation and Other Factors Related to Non-Medical 
Drug Use). When heroin or speed use becomes a daily affair, the ritual of the 
‘fix’ (administering the drug) becomes the central feature of the activity of 
everyday life, and many heroin dependents and compulsive speed users spend 
the majority of their waking hours searching for drugs or the money to pur- 
chase them.7°: 103, 162, 247, 268 


Much of the isolation of the speed user from conventional and non-speed 
society is due to the constant chatter, or ‘rapping’ of the speeder, his hyper- 
activity and paranoia. The pharmacological effects of the opiate narcotics, 
on the other hand, do not have such adverse influences on social relationships 
with non-users; however, the necessity of obtaining money to buy daily 
supplies of illicit heroin at inflated prices forces the user to become primarily 
involved in heroin-related activities and to lose contact with many aspects of 
his pre-heroin life. This situation does not apply to those who become depend- 
ent on opiate narcotics through access to medical supplies. A doctor or nurse 
who has become dependent will usually continue to function adequately in 
both professional and social roles. In one sample of dependent doctors, 25 
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per cent of the wives did not know that their husbands were dependent,?*" 
and friends and colleagues usually do not suspect that a medical professional 
is using opiates until he comes under scrutiny by narcotics investigators be- 
cause of his prescribing practices or because his habit begins to exceed the 
amount of the drug that can be obtained by quasi-legal means without detec- 
tion. 


Some types of regular drug use—particularly alcohol, heroin and 
methamphetamine dependence—often generate a host of acute and chronic 
medical complications. Many of these are considered in a separate appendix 
(see Appendix A The Drugs and Their Effects), but it is worth repeating that 
the use of unsterile needles is particularly likely to result in physical problems. 
The personal risks involved in the utilization of ‘dirty points’ (unsterile, 
barbed, or often-used needles) are well recognized by most heroin and speed 
users, yet it is not uncommon to observe such persons borrowing someone 
else’s ‘set of works’ (syringe and needle) despite the foreknowledge that the 
lender may have hepatitis or venereal disease. Howard and Borges after inter- 
viewing 50 parenteral drug users in San Francisco in 1968, suggested that 
needle-sharing served several social and psychological functions for the par- 
ticipants.145 Among those functions delineated by their subjects were certain 
“pragmatic considerations” such as economical expedience, “sharing for the 
sake of sharing” (which is almost a normative imperative within some com- 
munities of intravenous drug users), providing “a sense of fraternity”, as a 
“means of socialization” to the needle culture (novice users, particularly, are 
unlikely to possess their own equipment), as a “substitute for sex” (since 
the sexual connotations of injection are accentuated), and “gratification in 
self-destruction” either purposefully (masochism) or unconsciously. It should 
be additionally noted that, in the case of speeders, injection almost always 
occurs in a group setting such that one ‘set of works’ will be passed from 
user to user (much like a marijuana cigarette in a cannabis-smoking situation) 
and that speed dealers’ rooms are ordinarily furnished with a communal 
needle and syringe so that clients may immediately inject upon completion 
of their purchase. Finally, the actual injection process itself, among expe- 
rienced speeders, is highly ritualized to the point that parenteral proficiency 
and the ability to perform ‘trick shots’ has become a source of some status 
within this subculture. 


TERMINATION OF USE 


Once a particular level-of-use has been established, an individual will 
not necessarily stay with it indefinitely. Drug use, like other forms of social 
behaviour, is a dynamic process during which levels-of-use increase, decrease 
and, in some cases, cease altogether. In the following pages, we will present 
some of the factors which influence decreased use or termination of use. 


Some social and recreational drug use is only experimental or occasional 
and never becomes established as a regular part of the individual’s life style. 
Cannabis, LSD, speed, heroin and other drugs may be used a few times to 
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explore their effects or because of certain social pressures, but with no com- 
mitment made to their continued use. In addition, some levels of regular or 
occasional use may be a part of a given social context and will cease when 
the social situation changes. Termination or reduction of drug use may thus 
occur with graduation from school, change of residence or neighbourhood, a 
new job, marriage, parenthood or a number of events in the life of an indi- 
vidual. These events may influence drug-using behaviour in several ways: 
by removing a person from his source of supply of illicit drugs, by replacing 
an interpersonal environment in which there are social pressures to use with 
one where use is discouraged, or simply by offering a number of substitute 
activities. These conditions of termination are reversible, however, and if 
new drug-using friends or acquaintances are discovered or the social situation 
changes again, drug use may resume or increase. 


Reduction or termination of use may take place as part of a general re- 
evaluation of an individual’s personality and role in society or as a commit- 
ment to other endeavours or enterprises. Some drug users become involved 
with political movements that do not approve of drug use. Others may stop 
using because of involvement with religious groups, the ‘Jesus Freaks’! or 
‘Hare Krishna’ movement, for example. In addition, drug use may be tem- 
porarily or permanently terminated because of a personal identity crisis which 
leads an individual to question his values and behaviour in general. Some 
users may temporarily refuse to use cannabis or LSD, for example, because 
they feel they ‘are not together enough to handle it’ for the time being. 


In an earlier part of this appendix, we suggested that most use of LSD 
and similar hallucinogens is usually self-limiting and transitory. Ex-users often 
cite ‘bad trips’ or uncomfortable experiences as their reason for stopping. 
This rationale is sometimes offered by ex-cannabis users as well. Others claim 
that they are no longer learning anything from LSD or that it is no longer 
possible to obtain unadulterated or ‘pure acid’. The growing sensitivity of 
some illicit drug users to the dangers of pollution, chemical fertilizers and 
food additives is sometimes generalized to the drugs they consume, although 
this usually results in a move away from ‘chemicals’ to what are alleged to 
be more ‘organic’ drugs, such as psilocybin, mescaline or peyote, rather than 
to complete termination of drug use. The publicity given to the possibility 
of chromosome damage may have convinced some people to stop using 
LSD; however, it appears that users and potential users did not regard this to 
be a real danger, or, if they did so, it was only for a short period of time.*** 


In most cases, solvent use is also a transitory drug use pattern. Children 
and adolescents may use these substances, sometimes quite heavily, for a 
period of time, but it is apparent that this use is usually abandoned when they 
become old enough to obtain alcohol, cannabis or other more socially ap- 
proved drugs with fewer unpleasant side effects.2? Ex-users usually report 
that they simply lost interest in these substances or became worried about 





* See Appendix A.5 Hallucinogens and Their Effects for a discussion of LSD and chromosome 
damage. 
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their harmful effects.241 There are certain rare cases of people who continue 
to sniff solvents long after their friends have stopped using. This chronic pat- 
tern of use is usually solitary and compulsive. 


Because task-performance functional drug use is specifically related to 
certain role-oriented situations, it is to be expected that it will continue on 
some level until the user is no longer participating in the activity. Those who 
are not familiar with the recreational possibilities of prescription drugs will 
be likely to use them only in those situations in which they feel it helps 
them function, but not at other times. Although students may use stimulants 
at exam time to keep them awake while studying, they are less likely to take 
them at other times or in other social settings. Similarly, members of occu- 
pational groups who utilize psychotropic substances are unlikely to use them 
outside of their hours of work unless they are familiar with the recreational 
use of these drugs or, in rare cases, have become dependent on them. For 
example, waitresses on the fringes of the entertainment world may well con- 
tinue in their use of amphetamines or amphetamine-like drugs during non- 
working hours. However, truck drivers or taxi drivers who are only familiar 
with their use in a functional context are unlikely to use amphetamines during 
their leisure hours or after changing to another occupation. Self-medicating 
functional drug use is bound to specific psychological and physiological con- 
ditions and is not likely to continue after the condition is ameliorated unless 
the user becomes dependent or learns that the drug can also be used re- 
creationally. Finally, it should be noted that the loss of a regular source of 
supply may force a cessation of functional drug use. For example, the recent 
federal restrictions on the prescribing of amphetamines and some amphet- 
amine-like drugs (see Appendix B.3 Sources and Distribution of Amphet- 
amines and Amphetamine-Like Drugs) has likely reduced the availability of 
pharmaceutical forms of these substances and, consequently, may have 
reduced the prevalence of this type of use. We are not able to say at this time 
how these restrictions have changed patterns of stimulant use or whether 
users are turning increasingly to illicit supplies of these drugs. 


The following discussion will review the special problems posed by 
termination of dependent drug use. Accumulating evidence suggests that drug 
dependence does not necessarily imply continuous, daily consumption of 
a substance throughout the lifetime of the user. Indeed, for most so-called 
addicts, periods of active dependence represent only a fraction of their life- 
cycle. Although there is a high probability of relapse, heroin dependents 
usually experience intermittent periods of voluntary and involuntary absti- 
nence.**7, 18°. 26° Alcoholics periodically ‘go on the wagon’, and many tobacco 
smokers make repeated attempts to rid themselves of their dependence on 
nicotine. In the following pages we discuss the factors which affect these 
cycles of abstinence and relapse. 


There is little published data on the abstinence and relapse patterns of 
those who become dependent on oral amphetamines, barbiturates, tranquilizers 
or other sedative-hypnotics, and thus lengthy discussion of factors affecting 
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termination of use is impossible. Nonetheless, there are a number of aspects of 
prescription drug dependence which would appear to encourage rapid cessa- 
tion and discourage relapse. Most of these cases originate from legitimate 
medical practice, and it is reasonable to assume that medical intervention 
may occur at an early stage. Unlike reformed alcoholics or tobacco smokers, 
former users of barbiturates or ‘diet pills’ are unlikely to be in continual 
interaction with current users and thus will have fewer temptations to relapse. 
Barbiturate dependence is often associated with heavy alcohol use, and al- 
though this complicates treatment of the condition, the pharmacological 
similarities of these drugs allow for a transfer of dependence. Unlike heroin 
or methamphetamine dependents whose lives have been dominated by drug- 
related activities, those dependent on prescription drugs, like the medical pro- 
fessional dependent on opiate narcotics, may have families or careers to turn 
to and need not radically change their life style to maintain abstinence. 
These conditions suggest that dependence on prescription substances may 
be less unremitting than other dependencies, although there are no available 
studies which test this hypothesis. Indeed, there is very little published data 
on termination of prescription drug dependence. 


The life style of the ‘speed freak’ is so physically and psychologically 
demanding that few remain in the speed community for more than a couple 
of years. A few speeders learn to ‘maintain’, continuing to use at levels that 
do not interfere radically with their day-to-day activities, while getting 
enough sleep and nutrition to prevent profound physical deterioration, but 
this career pattern is rare. Other speeders may voluntarily withdraw from the 
life of intravenous amphetamine use, and a few are rescued by friends or 
relatives. For most, however, there is no place to withdraw to, and their 
eventual termination of speed use is dependent on their arrest or hospitaliza- 
tion (for a variety of ailments including malnutrition, psychosis, and hepatitis), 
or a change to the intravenous use of opiate narcotics or barbiturates as a 
drug of choice. The use of these depressants usually begins as a form 
of self-medication to counteract the depression and anxiety of the ‘crash’ at 
the conclusion of a prolonged speed ‘run’. Some users alternate between 
stimulants and depressants for extended periods of time, and some of these 
eventually become dependent on heroin or methadone, or, in rare cases, 
barbiturates. 


Most research on termination of drug dependence has concentrated on 
alcohol and opiate narcotics. We will therefore base the discussion which 
follows on the data drawn from these studies and insert comments on other 
dependence-producing drugs only where reliable information is available. 


It is generally believed that it takes 10 to 20 years of drinking to become 
an alcoholic.125 By the time an individual recognizes that he must change this 
pattern or suffer progressive disorganization and debilitation, morning drink- 
ing has usually begun. Upon arising, the alcoholic drinks to relieve his hang- 
over, continues to drink during the day to ward off shaking hands and other 
withdrawal symptoms and lives in fear of being unable to maintain a readily 
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available supply of the drug.1®* A major portion of the alcoholic’s life is 
divided between the consumption of alcohol and periods. of sobriety which 
terminate in yet another binge of drinking. Almost all conditions and activities 
of daily life have been associated with drinking and it is thus very difficult 
to maintain stable abstinence in the face of numerous drinking-associated 
everyday events and activities.® ®! This ‘habit’ component of alcoholism, 
which is independent of the specific psychological or physical effects of the 
drug, is present in all forms of drug dependence. 


Tobacco smoking is also integrally bound to most daily activities. 
Abstinent smokers often discover that they are tempted to take up the drug 
again at social gatherings, at times of stress, after a meal or on other occasions 
when a certain activity elicits the memory of and desire to smoke. Some 
ex-smokers claim to be particularly susceptible to relapse when they drink 
alcohol. 


The ‘habit’ component of heroin dependence is particularly strong. Even 
after long periods of abstinence, actual physiological craving may reappear.?®> 
The smell of a burning match, which is associated with ‘cooking up’ an in- 
jection, or simply talking about drugs may elicit craving and even physiological 
withdrawal symptoms.1°°: 768 Stevenson and his associates discovered that 
for some British Columbia ex-users, a return to Vancouver or a familiar 
neighbourhood where heroin is sold can spontaneously produce these symp- 
toms.753 


For the ‘hard core’ heroin or chronic speed user, drug-taking is not 
only associated with a variety of states of mind, people, places and sensations 
as it is with alcohol and tobacco dependents, but it is also an important 
motivating force in the majority of his daily activities. When abstinent, he 
no longer must ‘hustle’ for money to buy drugs and many of his normal 
day-to-day activities are no longer necessary. Thus simply finding meaningful 
activities to fill up the day becomes an important aspect of sustained or suc- 
cessful abstinence. Although all persons who have withdrawn from a drug on 
which they were dependent must build up a ‘tolerance for abstinence’ just 
as they built up a tolerance to the drug and the concomitant life of depend- 
ence,* 2° for heroin and speed users, especially, abstinence demands that a 
nultitude of habits other than drug-taking must be broken. 


It has been suggested that under some conditions it may be less difficult 
for the heroin dependent to discontinue the use of opiate narcotics than for 
the alcoholic to stop drinking.*°* Alcohol is legally available and used freely 
in most social environments and the ex-alcoholic will be exposed to drinkers 
or drinking situations wherever he goes. The opiate narcotic or methampheta- 
mine dependent, on the other hand, has the possibility of taking a ‘geograph- 
ical cure’, by relocating to an area where these drugs are not available or 
where he has no connections to purchase them. In British Columbia, for 
example, many heroin users have sought jobs in logging, mining or other 
occupations in remote areas." This alternative may have become less pos- 
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sible as the availability of heroin has spread from Canada’s larger metro- 
politan areas to smaller cities and towns. 


Sustained abstinence is encouraged by reducing contact with those who 
are still using drugs. Thus, for the ex-alcoholic, avoiding his old ‘drinking 
buddies’ contributes significantly to continued sobriety. It has often been said 
that association with users is one of the most important factors in relapse into 
opiate dependence.1®? In order to avoid the temptation to use once more, 
those attempting to stay away from heroin—or speed—must no longer com- 
municate with many former associates and, in some cases, life-long friends. 
New relationships must be established with ‘straight’ people, many of whom, 
if not scornful of heroin or speed users, may be insensitive to the problems 
they face.?°° 


The ability to find satisfactory employment seems to discourage relapse 
to dependent drug use.*! 7°*, 268 However, many ‘ex-addicts’ have severe 
impediments to successfully competing in the job market. For example, heroin 
use often begins during adolescence when the individual has not yet established 
stable social or economic relationships. In many cases, early termination of 
schooling and delinquent behaviour precedes drug use, thus delimiting future 
occupational opportunities. Once heroin dependence develops, the individual 
will begin to devote his energies to obtaining increasing amounts of money to 
support his habit, avoiding the police, and other activities which preclude 
working toward traditional goals through the educational and occupational 
structures. After years of ‘hustling’, it is understandable that many heroin 
dependents have few skills and little experience which could lead to lucrative 
or interesting legitimate employment. 


Those who do manage to obtain and hold a regular job have a better 
chance of leaving the life of heroin behind.* 1° This factor seems to be most 
important for male heroin users who do not have the socially acceptable 
alternative of becoming a ‘housewife’, and must therefore find their ‘ex- 
addict’ identity in some sort of activity outside the household. But in addi- 
tion to the problems posed by insufficient work records and low academic 
achievement, many former opiate dependents find prospective employers 
unwilling to hire people with criminal records, especially ex-heroin users.?°* 
Many alcoholics, on the other hand, manage to maintain some form of stable 
career pattern in spite of their drug use and may, indeed, be impelled into 
treatment by concerned employers. Those whose work record is poor, how- 
ever, will find difficulty in obtaining a job which is rewarding enough to help 
keep them away from alcohol. Unlike heroin users, however, they are unlikely 
to have the additional obstacle of a criminal record to impede their chances. 


The patterns of drug use of a wife or husband and overall marital or 
familial stability play a role in encouraging abstinence. If both partners in a 
marriage are alcoholics or heavy drinkers, the prognosis for successful ab- 


* The prognosis for sustained abstinence from heroin is generally better for people who 
become involved with heroin after the age of 25, and undoubtedly the intervening variable 
in many of these cases in some sort of stable employment prior to becoming dependent.” 
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stinence is poor as termination of use depends on their mutual efforts to 
attain sobriety. Heroin dependents often marry or live in common-law rela- 
tionships with one another, and the same kind of co-operation is required to 
ensure that relapse will not occur. Permanent abstinence from heroin use 
sometimes stems from establishing a meaningul relationship with a non-user, 
although relapse may come later if the liaison fails. 


The family of the alcoholic plays a significant role in either helping him 
to stay sober or propelling him into further drinking bouts. In recent years, 
agencies dealing with the rehabilitation of the alcoholic have come to realize 
that treatment is most effective when the family is involved.1*%. 2° After 
years of drinking and unsuccessful attempts to stay sober, the alcoholic may 
find that his family, who learned to function without him and not to count 
on his participation in family affairs, may be unable to reinstate him in the 
household and trust him with important responsibilities.1°* Successful ab- 
stinence may hinge on the ability of the family to “forgive and forget” and, 
thereby, encourage satisfactory domestic reorganization. 


Periods of abstinence from heroin use may be prompted by feelings of 
responsibility to family members, especially children.1!? Similar sentiments 
may also precipitate attempts to quit smoking, particularly if a parent believes 
in the dangers of tobacco use and in the possibility that his children may 
follow his example. 


Speed freaks are usually unmarried and rarely have children, but their 
parental family, if intact and willing to offer supportive assistance, can play 
a significant role in helping the speeder to remain abstinent. Unfortunately, 
many speeders come from broken homes and few express sufficiently positive 
attitudes toward or trust in their families to indicate a willingness to return 
to their parental homes. 


A rewarding home and family life, the establishment of meaningful 
interpersonal relationships with non-users, and finding satisfactory employ- 
ment are possible alternatives to a life of drug dependence; but some users 
turn to a pharmacological substitute. Alcoholics may switch to barbiturates or, 
conversely, barbiturate dependents may drink heavily when they lose access 
to their prescription drugs.*? Barbiturates may be used, alone or with alcohol, 
by abstinent heroin users, although they are usually considered to be poor 
substitutes.7° 1°99 Many former heroin users drink alcohol to excess,* especially 


during the first year of abstinence, and a large proportion become alco- 
holic.???: 253, 267 


In some cases, abstinence will be initiated or sustained for personal rea- 
sons or because of chance factors. In one case, a fifty-pound weight gain was 
the reason given for not returning to heroin.*®* Another individual was moti- 
vated to stop after his daughter was killed in a fire which he accidentally 
started while under the influence of heroin.**? For others, a number of ex- 





* O’Donnell reports one case of successful heroin abstinence which led to compulsive eating. 
Some people who try to quit smoking also complain of increased food consumption and 
weight gain. 
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traneous events, such as blindness and arthritic paralysis, prevented continua- 
tion of a career of opiate use.*? 


There are several factors which have been hypothesized to affect ab- 
stinence rates among heroin users that have not been clearly borne out in 
research. The severity of the habit, ethnic background, criminal involvement, 
alcoholism and family histories of dependence have not been found to be 
related to successful abstinence.'9: 25. 263 


In recent years, especially since the use of methadone maintenance 
therapy has become popular, a number of heroin treatment facilities, using a 
variety of modalities, have become available in Canada (see Treatment 
Report). Heroin users may voluntarily apply for treatment for a variety of 
reasons, although what they expect of the agency may be quite different 
from what the agency expects to do for them.’? When the price of heroin on 
the street rises during periodic shortages, users may apply for withdrawal 
treatment or methadone maintenance, in order to avoid ‘cold turkey’ with- 
drawal, until favourable market conditions are re-established. Those whose 
hustling skills are minimal are most likely to respond to a ‘street panic’ in 
this way. Others may apply for treatment because of pressure from family 
or friends, with no real intention of becoming permanently abstinent. Some 
patients appear for methadone maintenance in the hopes that methadone will 
enable them to use less heroin and therefore reduce the cost of their drug use. 
Similarly, some heroin users ask to be withdrawn, not with the intention of 
remaining abstinent, but in order to reduce the per diem cost of their habits 
when they return to the street. Because of this disparity between the goals of 
treatment agencies and the intentions or expectations of the users themselves, 
some observers have recommended that patients should play an active role 
in determining the goals of treatment.” 


It appears that the various alcoholism treatment modalities and services 
are differentially available to alcohol dependents according to their wealth 
and position as well as the degree to which alcohol has disrupted their lives. 
The indigent ‘skid row bum’ is likely to become caught up in ‘the revolving 
door syndrome’ involving periodic arrests and incarcerations (see Treatment 
Report). Although he may be contacted by social workers or religious organi- 
zations and channelled into some form of treatment, his life alternatives are 
usually few and, seeing little to gain from continued sobriety, he is likely to 
return to his old environment and drinking patterns. 


More financially fortunate alcoholics, on the other hand, are likely to be 
impelled into treatment by impending family or occupational disorganization. 
The lower- or middle-class drinker may turn to the well-publicized Alcoholics 
Anonymous or other foundations or public agencies which can offer inex- 
pensive treatment. The well-to-do alcoholic, like the medical professional 
who becomes dependent on opiate narcotics, may receive treatment in an 
expensive, but discrete, private hospital or clinic. Industries are becoming 
increasingly aware of alcohol problems among their employees, and a number 
of programs have been established to attempt to help the alcoholic worker. 
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Although most tobacco smokers will make an attempt to stop on their 
own, perhaps adopting one of a number of popular ‘systems’ to reduce or 
terminate their consumption, in recent years smoking control clinics have 
been established to treat tobacco dependence.® Statistics on abstinence and 
relapse patterns after such treatment are scanty, but it is evident that, like 
alcohol and heroin dependence, a pattern of heavy tobacco use is difficult 
to break and relapse may occur even after years of successful abstinence. 


Insofar as the correctional system has a ‘rehabilitative’ component in 
that it demands abstinence from most drugs,* incarceration can be seen as a 
form of involuntary treatment. Among alcohol dependents, the ‘skid row 
bum’ is most likely to be arrested and jailed for at least as long as it takes 
him to ‘dry out’. More financially fortunate alcoholics are unlikely to come 
to the attention of law enforcement officers unless arrested for public drunken- 
ness, violent acts under the influence of alcohol, driving violations or other 
alcohol-related offences. As these offences are also committed by non- 
alcoholic drinkers, they rarely lead directly to any form of alcoholism treat- 
ment. 


Most daily heroin users, on the other hand, have a high likelihood of 
being arrested—either for drug-related activities or offences committed in 
order to obtain money to buy heroin. Multiple convictions and prison terms 
are often expected by those deeply involved in the life of illicit opiate use, 
and jail is considered by many to be a ‘part of living’, or a ‘lousy vacation 
place from your habit’.?°1. 282, 255 Qne would expect, therefore, that there is 
a better opportunity for therapeutic intervention in the institutional setting 
for heroin users than for those dependent on other substances, if indeed, 
effective treatment programs could be developed within that setting. 


In the past, heroin users did not usually receive any special treatment 
in North American prison systems. However, in recent years, specific treat- 
ment programs for opiate dependents have been instituted in penal settings 
in both the United States and Canada. These programs are discussed else- 
where in this report (see Appendix I Treatment of Opiate Dependents in 
Federal Penitentiaries in Canada and Appendix L Civil Commitment in 
California). 


An analysis of follow-up studies of drug dependents suggests that the 
proportion of people who are ‘cured’ and achieve a stable drug-free state 
after treatment or prison may not be much different from the proportion of 
individuals who become abstinent without professional or paraprofessional 
assistance, that is, those who ‘mature out’ on their own. In a ten-year fol- 
low-up study of heroin dependents who were incarcerated in Oakalla prison 
in British Columbia, it was discovered that only five to eight per cent of those 
who had made contact with the Narcotic Addiction Foundation in Vancouver 
were presumed to be abstinent, whereas 34 per cent of those with no contact 





* Since tobacco is the only drug sanctioned for non-medical use in prisons and is thus an 
important form of currency as well as a diversion from the prison routine, it would appear 
that, if anything, incarceration encourages increased use of nicotine. 
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had achieved this end.1!: 13 This does not necessarily mean that the agency 
itself encouraged relapse, for those who did not appear for treatment, al- 
though they were similar to those who did on a number of significant vari- 
ables, may well have been more marginally dependent or less involved in 
opiate narcotics use. 


In some cases, it appears that abstinence becomes easier to sustain as 
a dependent person grows older. This process is usually referred to as ‘matur- 
ing out’, and although the concept was originally developed to describe cessa- 
tion of opiate dependence, it has since been applied to other kinds of drug 
use. While success rates of tobacco-smoking clinics seem to be around 20 
per cent, probably 15 per cent of regular smokers, including those not as 
highly motivated to quit as clinic patients, eventually stop using without 
treatment.?** Accumulating evidence suggests that alcoholism may be a self- 
limiting condition for some proportion of alcoholics and reduced intake, a 
change to non-problem patterns of use or total abstinence may occur without 


benefit of formal treatment in up to 25 per cent of the using population.*®: 
178, 214 


The concept of maturing cut of heroin dependence, although previously 
postulated by Scher,?8* was popularized by Winick?"® who concluded from 
his analysis of the records of the United States Federal Bureau of Narcotics 
(now the Bureau of Narcotics and Dangerous Drugs) that heroin dependence 
was a self-limiting process for perhaps two-thirds of the dependent popula- 
tion. There are a great number of problems with Winick’s study, most of 
which centre around the U.S. agency’s tabulating procedures.* Some of the 
persons that Winick assumed to have matured out may have been dead or in 
prison; others may have become ‘hidden addicts’ insofar as they acquired the 
skill or resources to avoid encounters with law enforcement agencies. Hen- 
derson suggests that Winick’s sample may not have been representative of 
even the known heroin-using population and that a significant proportion may 
have been only marginally dependent.**” 


Although Winick’s data do not satisfactorily support his theory,?®. *6 
maturing out does occur in a proportion of cases according to other studies. 
It appears that age is correlated with the frequency and duration of abstinence 
periods among heroin dependents,’ 1°”. 213. 264 although Waldorf suggests 
that the number of years of heroin use is a stronger predictor of long-term 
voluntary abstinence than is age.} °°: 26° Vaillant found two out of five sub- 
jects in their forties to have accomplished stable abstinence, although a similar 
proportion were dead or institutionalized. °*° Similarly, there is a higher pro- 
bability that tobacco smokers over 30 will be successful in abstaining from 


* At the time of Winick’s study, the Bureau of Narcotics and Dangerous Drugs had not 
described its data collection procedures in sufficient detail to evaluate the accuracy of its 
figures. Apparently no uniform instructions were given to the reporting agencies, and Linde- 
smith, after analysing the Bureau’s register, concluded that the enterprise as a whole 
appeared to be more of a public relations effort than a serious attempt at enumeration.’ 

+ Other studies, however, do not support this contention.” 
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this drug, and this probability rises with increasing age. The average daily 
consumption of cigarettes tends to decline in middle age. ®. ??4 Cahalan’s 
follow-up of a national sample of U.S. drinkers reveals that drinking problems 
decreased with age, with a sharp drop at the age of 50 and another after age 
70 for men. He found few women with drinking problems after the age of 50.*8 


‘Spontaneous’ recovery from problem levels of alcohol use is most 
likely to occur when the drinker becomes fully aware of the extent to which 
alcohol is causing progressive dissolution in his life situation.119 Alcoholics are 
said to reach their lowest point in their own eyes as well as in the opinion of 
their friends and family in their late thirties.6* Cahalan and his associates 
concluded that lower levels of drinking among older people are probably 
attributable to voluntary cessation or decrease in alcohol consumption rather 
than generational or cohort differences in alcohol use.*® 


Although tobacco smoking has no effects comparable to alcohol on the 
life style and self-conception of the user, it is reasonable to assume that fear 
of the harmful physical effects of tobacco use, particularly on a body weak- 
ened by advancing age, must play some role in the decision to terminate use, 
particularly if cessation of tobacco use has been recommended by a physician. 


Although there are no systematic data on the cessation of chronic meth- 
amphetamine use, it appears that many speed freaks voluntarily refrain from 
further intravenous consumption of this drug after a year or two of sustained 
use. In many cases, the physical and psychological demands of the drug, 
coupled with increasing reflection on these problems and the viability of al- 
ternative life styles, are responsible for the decision to abstain.1°? However, 
the relative newness of this phenomenon renders it difficult to generalize about 
the reasons for cessation of speed use or the chances of successful abstinence. 


There is no question that, for some, a life style of heroin dependence 
becomes unbearable after a period of time, especially among those whose 
ability to support their habits has declined to such a point that even other 
users no longer have respect for them.?6® Women tend to disappear from the 
known dependent population around the time that a career as a prostitute 
would be coming to an end, that is to say, in their late thirties and early 
forties.11, 11” That the way of life of the heroin user on the street, in jails and 
in treatment facilities should become prohibitively demanding in later years 
is not surprising; what is more remarkable is that some individuals manage 
to survive and stay actively dependent, even after decades of heroin depend- 
ence. 


It is evident that there are a number of variables which affect abstinence 
and relapse patterns. ‘Spontaneous’ loss of craving for a drug, although it may 
conceivably occur in some cases, is probably mediated through one or more 
of the economic and social conditions we have described above. Maturing 
out is most often a complex phenomenon and should be understood as such. 
Abstinence, even for prolonged periods, usually does not imply loss of desire 
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for the drug of dependence, and craving often continues for the lifetime of 
those who are ostensibly ‘cured’ of their dependence.**? 


Termination of dependent alcohol, methamphetamine, or heroin use 
usually represents a desire to seek out a new value system and a different 
way of life. As Vaillant suggests, relapse to heroin use may be more due 
to a poverty of life alternatives than to the extent to which the drug may 
appear to have answered the needs of the individual.?*’ The struggle against 
relapse begins immediately after detoxification when the individual begins his 
attempt to become an ‘ex-’ or ‘non-addict’, and to re-order his life style and 
his relations with others. 


The response of relatives, friends and employers to those who are trying 
to stop using dependence-producing drugs is crucial, not only to their success 
in this endeavour, but also to the likelihood that they will be able to take on 
the identity of a ‘normal’ person. Heroin relapse often occurs when obstacles 
to this process necessitate a re-definition of self as a ‘junkie’.*°® Similarly, 
the reformed alcoholic, although not faced with the additional problem of 
becoming an ‘ex-criminal’ as well as an ‘ex-addict’, must constantly reaffirm 
his self-image as a responsible and self-controlled abstainer.+ 


Life is bitter and the prognosis is poor for most heroin dependents and 
alcoholics. Although the daily life of tobacco smokers is not radically affected 
by their use of nicotine, it may well be shortened, and their attempts to cast 
off this dependence do not appear to have met with dramatic rates of suc- 
cess. However, the termination of non-dependent use or the use of non- 
dependency-producing drugs does not engender the host of problems faced 
by chronic users of opiates, alcohol, tobacco, or methamphetamine, and, con- 
sequently, is much easier to accomplish. 


* Some drug dependents do not achieve permanent abstinence until medical complications 
or death interrupt their drug-using careers. The mechanisms by which this occurs are dis- 
cussed in detail in another appendix (see Appendix A The Drugs and Their Effects). 

+ Ex-smokers are often accused of over-enthusiasm in this regard, regaling their friends— 
especially those who have been less successful in their attempts to quit—with detailed analy- 
ses of their smoking careers and the precise period of time which has elapsed since their 
last cigarette. 
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ANNEX 1 


EXTENT OF MULTIPLE DRUG USE 


Multiple drug use is the rule rather than the exception among those who 
use drugs, whether their use is medical or non-medical, licit or illicit. Data 
drawn from Commission surveys in the spring of 1970 provide an over- 
view of drug use in the Canadian population aged 12 and over in terms of 
seven classes of drugs: hashish and marijuana are combined as cannabis; ‘pep 
pills’ and ‘diet pills’ form a second group; ‘sedatives’, tranquilizers and ‘sleep- 
ing pills’ form a third group; LSD and ‘other hallucinogens’ form a fourth 
group; and tobacco, alcohol, and solvents are each treated as a distinct 
Class.1#*, 143, 144 "The Commission surveys did not gather any data on the 
use of opiate narcotic drugs, and consequently, there is no ‘opiates’ category 
in this classification. Our data do not address themselves directly to the 
hypothesis of ‘progression’ from one drug to another. Rather, they provide 
information regarding the context of what may be termed normal multiple 
drug use in the Canadian population. 


A major difficulty with most of the data published on multiple drug 
use is that frequency of use is not taken into account. The regular user of 
several drugs is often lumped together with, for example, someone who has 
used the same substances only once. The number of respondents in the Com- 
mission surveys does not allow a particularly fine analysis of frequency of 
use. We have, however, distinguished use of a substance ever from use once 
a month or more in the last six months. For most substances, this latter 
frequency cannot be called ‘frequent use’. For example, someone who uses 
tobacco, alcohol and cannabis, but each only once a month, cannot be de- 
scribed as a heavy user of any of these substances. 


Our data involve six sets of patterns of multiple drug use: the two sets 
of patterns given by two different definitions of multiple drug use (‘ever used’ 
and used ‘once a month or more in the last six months’) for each of three 
populations (adults, college and university students, and high school students). 
Table C.8 shows the number of classes of substances used in each of these 
six sets. Tables C.9 to C.11 show the most common patterns of multiple 
drug use, and Tables C.12 to C.14 show the correlations between pairs of 
classes of substances. 


The only general statement that can be made about these data is that 
the choice of combinations of substances is not at all random. There are 
128 possible patterns of multiple drug use for the seven classes of substances. 
If respondents chose among these seven classes on a random basis, we would 
expect each pattern to represent about ten respondents in the high school 
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and university samples and about 22 respondents in the adult sample. In 
fact, only one out of ten patterns contains at least these numbers of respond- 
ents. In all cases, the four most common of the 128 patterns account for 
approximately 50 per cent or more of the respondents in each sample, in- 
volving no more than three of the seven classes of drugs. In no case does it 
require more than the top 12 of the 128 patterns (involving no more than 
five of the drug classes) to cover 80 per cent of the sample. Multiple drug 
use, according to either level-of-use definition, and in any of the three popula- 
tions, can thus be largely accounted for in terms of a relatively restricted 
number of patterns of multiple drug use. But the particular patterns that 
occur, and the proportions of the population that they cover, differ from 
sample to sample, and, equally importantly, differ in terms of whether one is 
using the ‘ever used’ or used ‘once a month or more in the last six months’ 
level-of-use definitions. 


We are dealing with seven classes of drugs. How many are used by our 
respondents? Not surprisingly there is a sharp difference in all three samples 
between the number of classes of drugs ever used, and the number used on 
the average at least once a month in the last six months. Table C.8 shows 
that in the high school sample, 93 per cent of the respondents have never 
used more than three types of drugs, and 89 per cent only one type or none 
at all on a more regular basis. In the college and university and national 
adult samples, the numbers of drug classes used by 90 per cent of the sample 
or more are four ‘ever’ and two on a more regular basis. 


These data indicate the importance of distinguishing levels-of-use. Even 
our relatively weak measure of levels-of-use halves the number of respondents 
who are defined as multiple drug users when. we move from those who have 
ever used any of these drug classes to those who have used the classes once 
a month or more in the last six months. 


The most notable features of the national adult sample (see Table C.9), 
in terms of use once a month or more in the last six months, are: the primary 
position of ‘no use’ of any of the seven classes of substances (30 per cent 
of the sample); the secondary position of alcohol and tobacco, alone or in 
combination (a total of 48 per cent of the sample); followed by sedatives, 
tranquilizers or sleeping pills alone or together with alcohol or tobacco (16 
per cent of the sample); followed by pep pills or diet pills, alone or together 
with sedatives, tranquilizers or sleeping pills, alcohol, or tobacco (three per 
cent of the sample). 


Patterns of multiple drug use in the college and university sample (see 
Table C.10), with use defined as use once a month or more on the average 
in the last six months, are similar to those of the national adult sample, with 
one notable exception. Patterns involving cannabis appear where patterns 
involving sedatives, tranquilizers or sleeping pills are found in the adult 
sample. Table C.11 indicates that, in terms of more regular use, high school 
students are remarkable for their abstemiousness when compared to adults 
and college and university students. Furthermore, high school students remain 
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primarily committed to the traditional non-medical drugs of our society, 
tobacco and alcohol. Only eight per cent of the sample uses any other sub- 
stance on a relatively frequent basis, medically or non-medically, licitly or 
illicitly. 

The probability of future use of any given drug is greater among persons 
who have at some time used a drug than among those who have not. This 
observation is represented statistically by a positive correlation coefficient— 
a numerical summary measure of the degree to which two quantitative vari- 
ables are interrelated such that an increase in one variable is associated with 
a corresponding increase in the other variable. Tables C.12 to C.14 present 
matrices of point correlations for all possible pairs of drug classes in the 
three Commission surveys. Most of the pairs of drugs are positively corre- 
lated, with the degree of correlation varying from very weak to moderate. 
The highest correlation is 0.55, that between cannabis use and LSD use in the 
high school survey (see Table C.14). Correlations of this order, although 
indicating a strong relationship betwen two variables, do not suggest that the 
variables are so closely related as to make it possible to predict an individual’s 
use of one substance on the basis of his use of another substance. 


As we move from the high school survey to the college and university 
and national surveys, we note that corresponding correlation coefficients tend 
to be lower. High school students are at an age where they are developing 
adult patterns of drug use, and older students tend to have more experience 
with a variety of drugs than younger ones. Thus, the variation in age in this 
high school sample, correlated as it is to the use of most drugs, would 
account for most of the stronger relationships found in the high school sample 
than in the other samples. 


We note further that correlations tend to be lower when we define drug 
use aS use ‘once a month or more in the last six months’, rather than ‘ever 
used’. The phenomenon of multiple drug use changes its character when we 
more strictly define the level-of-use of the substances involved. The relation- 
ships among the drugs tend to be diminished since there are proportionately 
fewer frequent users of any combination of drugs than there are persons who 
have “ever used’ these combinations. Consequently, it becomes less possible— 
rather than more possible—to explain the use of one drug in terms of the 
use of another drug. Hence, correlations that do not consider level-of-use 
data are not only unsophisticated but, more importantly, can often prove 
misleading. 


The Commission data indicate that multiple-drug use is in fact normal 
drug use in our society. This observation has also been made by other re- 
searchers who have observed that all drug use is related to all other drug use, 
and that an individual’s use of any one psychotropic substances makes more 
likely his use of any other psychotropic substance.?8: 82. 199 The values of 
these correlations, however, are never so strong as to serve as adequate 
predictors of drug use. 
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PATTERNS OF DRUG USE REPRESENTING TEN OR MORE RESPONDENTS, BY FREQUENCY 
OF UsE, COMMISSION NATIONAL ADULT SURVEY, CANADA, SPRING 1970 


PATTERN AND FREQUENCY OF USE 
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* alc = alcohol; can = marijuana or hashish; sed = sedatives or tranquilizers or sleeping pills; 
tob = tobacco; ups = pep pills or diet pills; LSD = LSD or other hallucinogens; sol = solvents. 
t less than 0.5. 
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PATTERNS OF DRUG USE REPRESENTING TEN OR MORE RESPONDENTS, 
BY FREQUENCY OF USE, COMMISSION COLLEGE AND UNIVERSITY SURVEY, 
CANADA, SPRING 1970 
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* alc = alcohol; can = marijuana or hashish; sed = sedatives or tranquilizers or sleeping pills; 
tob = tobacco; ups = pep pills or diet pills; LSD = LSD or other hallucinogens; sol = solvents. 
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TABLE C.11 


PATTERNS OF DRUG USE REPRESENTING TEN OR MORE RESPONDENTS, 
BY FREQUENCY OF USE, COMMISSION HIGH SCHOOL SURVEY, CANADA, SPRING 1970 


PATTERN AND FREQUENCY OF USE 


Ever Used Once a month or more in the last six months 
Pattern* Per Cent Pattern* Per Cent 
LE TUES Cee eae ee Ae 43 1 NO Whe SS 66 
Zee WULY COD Aaiteeunaeonbonaseioaes 11 2s GHLY LOD nadainwaeneere es 16 
De. GHEY SOhuess tuveatien eee neneeD 6 e.3 Bic, LOD: iieceraedncssemnveatenkenee 5 
BS TY. diCicesaccmacacntbenarcaxconiert 6 4; ONLY AlCcasohaeruolatenmerateony 4 
Dx aICy 10 Orweledgeneeeeseertastnreee 6 Ds, GODLY Cab sstierwnanniemeres 1 
GO Sd; AIC TOD s ciao ae 3 ©. .ONLY SEd i. censunvdwencietieee 1 
Dp > SOs Albee ti antihctescrr pint ition 3 La CAM, UO Dinassoceosd soci sacar are 1 
Sr BCU, (OB acnitescntconaertehan 2 S$. an, alc,-toB....0.1 ee 1 
MJ) ATL lGe, Leb gpm eteescbantiaectcl es 2 
10D Can} ale raeca aaah i 
IT: ear? sedi alc, toOi gcc 1 
12. Gs, SGU alCuanhannouunee 1 
ES. GIS) Sea le CO at ake, 1 
54 remaining patterns................ 14 21 remaining patterns.................. 5 
fl" £2) RRR ae AI Ae a a 100 fa CY RY ee ea dR. of io 100 
[a BALES Ben ee eee 1213 We oe eee ee 1213 


* alc = alcohol; can = marijuana or hashish; sed 


sedatives or tranquilizers or sleeping pills; 
tob = tobacco; ups = pep pills or diet pills; LSD = LSD or other hallucinogens; sol = solvents. 
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ANNEX 2 


“HABITUAL NARCOTICS USERS’ KNOWN TO THE 
BUREAU OF DANGEROUS DRUGS 
(1972) 


The tables in this annex were compiled by the Bureau of Dangerous 
Drugs of the Health Protection Branch, Department of National Health and 
Welfare. 


Page 

C.15 Known Habitual Narcotic Drug Users in Canada for 1972 
by; Class, Province and Sexe 2.0 1.) gist ants oe Re «ste 761 

C.16 Known Habitual Illicit Narcotic Drug Users 1972 by Sex 
and iA geGroups 2), 35h ee es > ctr eka ee 762 

C.17 Known Habitual Illicit Narcotic Drug Users 1972 Under 
1S. Years GIA GC: y. cl eka tl ee endowed beet oe 763 

C.18 Known Habitual Illicit Narcotic Drug Users 1972 by Name 
and ‘Source Of ‘Informagon, 2.2.22 ii ssciess- cub. Sues oe Meee 764 


760 


“Habitual Narcotics Users’ Known to B.D.D. 


Annex 2 


*POATodoI SUING UOMVULIOJUT OU YIM -puodap oureseq om suosiod 0} 10 pesodutiedns suroseq sty souepuedep 
sIvak ody JO potiod v 19jye poddoip ore soureu “osye dnoizd sty} Uy “SUOIssas YoryM uodn UONIpuod [BoIpeuT OUTOS sABY OYM suosiod ole osou, “Siosn 
-o1d pore pue [eoIpewr oy} Jo SIoquiayw :SNOSUdd TVNOISSAAOUd Ill SnIp oynedessy} se 0} Possojor oq FYSTU dnoiz sy :({eoIpe~w) LIOIT I 

‘s1vak day ySsed ou} Sulinp yurodpurys 9001eN & "JOY [OIJUOD I}OSJEN OY} Jopun ps}o!AUOS 
WOT] P1O9eI OU SARY OM JI dNOIS SIy} WIJ pojo[ep o1” SOLUBN “punoisyoeq woeq Avy SuOSIod sot} JO []V ION “HON! AT[eIUL sem oINOS oy} o1OYM PUL 
[eUIWIII Aue OAvY SSEID SIY} UT SUOSIOd MoJ *UDTH}LEI) TeOIPoU ysnoiy} jue €96] BOUIS UOSId oY} JO PIOSEI SARY OM OJOYM Sased [[B SopNpouy - LIOITII I 


Se Sa cE A are gmap Ne ae One SU eee epar = 


Tel 9€ $6 ee ome OT Cc «@ I= -¥ Ll OC elo we. =. eS thi Se tee vl Se St Tee suosiod 
[euOoIssajold 

est 66 8¢ a a Gee he OC. Se Fe Oke TC ae | fr ce C2 9." $I vl Se Jae (TeoIpoyA1) 
WOrT 

Gee: Lives tic wes Oe Loaves 9 OPI OLb IbS 6LI‘E IS ZOT 8b ZET GLT 6Sb LOV'T 600 Hi “ae =. HWOUTT 


ee ea ee ee ee 


en a weed WN a WN cad We a A od NOON ON en 


ie nn—sintie ED RS Ae, SSSA. SS 











TVLOL 
GNVaYD ‘TWLOL ‘PEN THd ‘SN ‘aN "ond ‘yUO “URW “ASS “RUV Od woxnA 


Se ee I  eSC*C ee 


XQ ANY AONIAON” ‘SSVID Ad ZL6T YOA VAVNVZ NI suas, ONUC OLLODUVN ‘TwOLdVH NMONY 


SvO ATaVL 


761 


C Extent and Patterns of Use 


*s[eAIo}UI Ie0X OT Ul ore sdnoIs sWIOg 
‘porayunoous 4sIy USM OU pue *7/6] Ul Uoxe} SI esy /a10N 


ne ee eee ee eee 


BSG Rr iey ooLISD) > ec moe 7 |e ae OPI OLb IS 6LI‘T IS ZO 8h CET O6LI 6SP [SPL 6COV ls le ee IVLOL 





TO teen sted. peo aie mi A Se, eer OO) | iC Lie he 1 Os TP RN 5 AT Sao eh 4 gO 1 Se ae UMOUY JON 
8f (4 9€ cagtiate Tat otha ames 3 oo era Pee eg em ae cca wae ee nae Cooma | CC oe ee 
9LT 07 9ST pee srry “tie eat ad v 5k Lon ae YS | =a? FE 66 pv” ee tia til 69-09 
SOE 6S 90€ eee a ae sera te ee LI 08 mer Pee Cra te sél re eee wk oe 6S—0S 
TE6 OI cL ee Tee 2 he ef g- > Be~ 89 Sit 7 ST; 9-6 §-- Oe. OL eer SBN reine em 6¢-0P 
LOL OIc LSs ee > ee meee oA Soe lce tL Sil aes | ee 6 ve SIT 6Lt etkeee ae we A, 6£-SE 
TEO‘T whe L89 * SS ile o -  ceanee « iy a be EO GE Lc oPl Ae CEP Ube tio Sou chee gear a ve-0e 
€tp‘t Teh 766 = ath 5 5) ee Sa nr t 0c 19 OT 9PT Se Seo Pee Oc eae ee | ext Pe 6C-ST 
g6r't €p9 Oss't — TI aie, Re ae AB daarino ao 99 sit 801 €ct 7~ OL 501 (Ob. OLASTEN-USS.9 O10 ae ¥C-0C 
789 vee = BEV > eS TF -. o u$l- O0F- Be" 98 OF 81 ~& 2 2i vse -t9- el eee pan as rac 0@ Jepuf) 


Lei oIA aed: aJNivec Hot eontlonWWbibed cJNtiakle IND A Wao) selrin Wamghts A byt Dili ow drorte Whee tied 


Re Arner ir mane os cei oT lat ome ue a ee eee aie ee TraaenVUOMiNer sIBoX 
GNVaD (‘TVLOL ‘PEN 9 Tad "SNe “ON “ONO "100 ‘ue SeS “RH ‘Oa uoyNny 


Sc a a a 


SdNOUD AW ANY XAG A ZL6] SAAS, OANA, OLLODAVN, LOTT TwaLlavH NMONY 


91) ATaVL 


762 


“Habitual Narcotics Users’ Known to B.D.D. 


Annex 2 


Aa SS ee. eee ee ee 


ae Mae tc * .o Se eS ee TR ee 3 a ee os eye oe eee ee 
zz Menee fis ae Se Se Sore ee ey Lita } eee F ae.ceme ‘e 
= ee ae ee ee Oe Se ae eee Bt 8S) Ore te ee ee “s 
he Se a arc air te ee gee asa oI 
ee ee ee ae ee ed fa 6 = —2 ey, aco oC at LI 


ae ee Se ee eee ee, eee ee eee an an A ca nF Ga nn LG eee ee a aes oe 


o8e Jo SIvoA QT Jopuy) 
ZL6[ SUASN, ONAC, OLLOOUVN LISITI] TWO.LiavH NMONY 


LVO WITaVvL 


763 


C Extent and Patterns of Use 


ee ee a ea a ne a SE I ae a > (NEF Ae oe a aS fase I ES Ree os des 
Bois. welvy coliS 9 =o oe lve Vt eta 9 Spl OLb Ibs OLI‘T IS ZOZT 8b TET GLI 6Sh LOP‘T 6ZO'h T To IVLOL 





GI9- Te s0IPi. GOS. b —< =. g 6l 8S 9 SIE LD Be SEC al te Ola tLe ane Le — — “sure IsqiO 
PC aeacGsd f.S0t ye ee sea tS lad See | CL OS@ hb Of6 LE 8st I%@ L8 TIT 6€€ 996 sSBs*~? I fT ~“sy1oder so1[0g 
6I€‘l 6LE O06 eet tee, soa Caco Se 9.) OD ae 2 3 | t 9 Gh GG 7 Ste ULE 20 6cs — — “"sy10del soyeg 

Adeulseyg 





UOI}EWIOFUI JO 901N0G 
Ss te a eee ae a ee Oe oe Sn ee Pee oe Ee Yee een War ete tener Rosman eS Set 





Meo Sf aeiey cc Lis 9° = °C an Low Ve 1-9 PL. OLFs. IPS 6LE LIS OS Sh TEL “GLIG6SY-LOP“T-670'F Lo 1 ‘IVLOL 
v9 Or vs ee ne ame ee ee ee ee eee | ey a ee ee OS — UMOUY JON 
OLR OCTET E8408 — 7 cee ia Ver —2 t SET<ESP. PES EST LiGP 961 F9EeSTT OLI OGh AGE I pRGfe = = Loewe WONT 
16L ITT 089 So) Dies Git caret scien erage ad Meare 2 Oro £1 9 | bl oj Cle de Oe hee So S6S gle — INPRO WOVT 
Se ae a ee eS ee. ee Se SO! 2 ee ok eS he ee i ee. ee ke ee LY ee Somes) Sn 

somnosg 
a ee ar a a a ke eee 
oh Slr Lis. 9 Wo Ie ean £ -~t& == 9 OVI OLb IvS 6LI‘T IS TOT 8h ZEI GLI 6S LOP‘I 62O‘h TI L ~e TVLOL 
a eS eee ee ee ree LM re ee ee eee eee 
SET cs OST Boas Pa, sae ee ee ee ee St € Fe. i ok Pani aoe L7l es Ss UMOUX JON 
69 pst SLYP gens caad Cr ee 28 | be ee ee Sy ee ae | anew St 8@ 6 Lv IO $92 pa scar: PRS SOTJOYIUAG 
(eal €~ 66 a ee ee ee Seg ud Sey 8 OP ioe eer ee ae a 97 Sn ieee sules0y) 
SoC 4/4 6LI Se Se je LD it. Se. Po ae | eee 2 ER Se 8V ps) etl soye1dO 
Sime SUG los? mee BE vs EE fis eo €IIl L6E O9b 066 $82. G61 == 60 ce CGo— 1S i BSS LGC La COG. Gee ghee cee ulo1OHy 








Oe Ne SIN ON OU OWA UN Nc OO OW SO ot WN da W ssniqd 
SVE. ee eee eee eee eee ee eee OOO moore 
‘IVLOL “PEN Tadd SN ‘aN “nO ‘WUO ‘URW “YSes “RUV Oa uoynyA 
SSS rrr (00 
NOILLVWYOIN] JO JOUNOS ANY AWVN Ad 76] SUIS, ONAC] OLLOOUWN LIOITI] TWALIaVE] NMONY 


800 ATaVL 


764 


— 


10. 


Liz 


iz 


18) 


14. 
15. 


16. 


ay. 


18. 


19. 


20. 


References and Selected Bibliography 


. Addiction Research Foundation. Appendices to the twentieth annual report (1970). 


Toronto: Addiction Research Foundation, 1971. 


. Addiction Research Foundation. Facts about solvents. Toronto: Addiction Re- 


search Foundation, 1969. 


. Ahmed, S. N. Patterns of juvenile drug use. (Doctoral dissertation, University of 


California, Berkeley) Ann Arbor, Mich.: University Microfilms, 1967. No. 68-5672. 


. Alksne, H., Lieberman, H., & Brill, L. A. A conceptual model of the life cycle 


of addiction. International Journal of the Addictions, 1967, 2: 221-240. 


. Andrews, D. A., Wake, F. ‘R., & MacLean, J. A working document on smoking. 


Unpublished Commission research paper, 1971. 


Annis, H. M., Klug, R., & Blackwell, D. Drug use among high school students in 
Timmins. Unpublished manuscript, Project J-183, Substudy 1-38, 39 & B1-71, 
Addiction Research Foundation, Toronto, 1971. 


. Baden, M. M. Methadone related deaths in New York City. International Journal 


of the Addictions, 1970, 5: 489-498. 


. Ball, J. C. Marijuana smoking and the onset of heroin use. In J. O. Cole & J. R. 


Wittenborn. Drug abuses: Social and psychopharmacological aspects. Springfield, 
Ill.: C. C. Thomas, 1967. Pp. 117-128. 


. Ball, J. C., Chambers, C. D., & Ball, M. J. The association of marihuana smoking 


with opiate addiction in the United States. Journal of Criminal Law, Criminology 
and Police Science, 1968, 59: 171-182. 


Ball, J. C., & Snarr, R. W. A test of the maturation hypothesis with respect to 
opiate addiction. Bulletin on Narcotics, 1969, 21(4): 9-13. 


Barker, G. H., & Adams, W. T. Glue sniffers. Sociology & Social Research, 1962- 
63, 47: 298-310. 


Bartlett, S., & Tapia, F. Glue and gasoline ‘sniffing’, the addiction of youth. Mis- 
souri Medicine, 1966, 63: 270-272. 


Becker, H. S. Becoming a marihuana user. American Journal of Sociology, 1953, 
59: 235-242. 


Becker, H. S. Marihuana use and social control. Social Problems, 1955, 3: 35-44. 


Becker, H. S. Outsiders: Studies in the sociology of deviance. Glencoe, N.Y.: Free 
Press, 1963. 


Bender, L. Drug addiction in adolescence. Comprehensive Psychiatry, 1963, 4: 
181-194. 


Bilodeau, L. La consommation de drogues chez les étudiants du secondaire et du 
collégial de I’'fle de Montréal en 1969 et en 1971. Québec: Office de la Prévention 
et du Traitement de l’Alcoolisme et des Autres Toxicomanies, 1971. 


Blackwell, J. C. The costs of heroin-related thefts. Unpublished Commission 
research paper, 1972. 


Blackwell, J. C. Notes on “contagion theory”. Unpublished Commission research 
paper, 1972. 


Blackwell, J. C. Opiate narcotics: Patterns of use. Unpublished Commission research 
paper, 1972. 


765 


2 


— 


Pe. 
pan 


24. 


Phy 
26. 


ZT. 


28. 


“he 


30. 


aa: 


5 


aoe 


34, 


35. 


36. 


3 


38. 
SF 


Extent and Patterns of Use 


. Blaine, J. D., Lieberman, C. M., & Hirsh, J. Preliminary observations on patterns 


of drug consumption among medical students. International Journal of the Addic- 
tions, 1968, 3: 389-396. 


Bloomquist, E. R. Marijuana. Beverly Hills, Calif.: Glencoe, 1968. 


Blum, R. H. Mind-altering drugs and dangerous behavior. In United States, The 
President’s Commission on Law Enforcement and Administration of Justice, 
Task force report: Narcotics and drug abuse. Appendix A-2. Washington, D.C.: 
U.S. Government Printing Office, 1967. 


Blum, R. H. Statement (1968) cited without reference by United States, Depart- 
ment of Health, Education and Welfare, National Institute of Mental Health, 
Marihuana and health. Washington, D.C.: U.S. Government Printing Office, 1971. 
Pn. 456, 


Blum, R. H., & Associates. Students and drugs. San Francisco: Jossey-Bass, 1969. 


Blum, R. H., & Associates. Utopiates: Use and users of LSD-25. New York: 
Atherton, 1964. 


Blum, R. H., Aron, J., Tutko, T., Feinglass, S., & Fort, J. Drugs and high school 
students. In R. H. Blum and Associates, Students and drugs. San Francisco: 
Jossey-Bass, 1969. Pp. 321-348. 


Blum, R. H., Braunstein, L., & Stone, A. Normal drug use: An exploratory study 
of patterns and correlates. In J. I. Cole & J. R. Wittenborn (Eds.), Drug abuse: 
Social and psychopharmacological aspects. Springfield, Ill.: C. C. Thomas, 1969. 
Pp. 59-92. 


Blumer, H., Sutter, A., Ahmed, S., & Smith, R. ADD Center project: Final report 
—The world of youthful drug use. Unpublished manuscript, School of Criminology, 
University. of California, Berkeley, Calif., 1967. 


Bogg, R. A., Smith, R. G., & Russell, S. D. Some sociological and social-psycho- 
logical correlates of marihuana and alcohol use by Michigan high school students. 
Paper presented at the Ohio Valley Sociological Society and the Midwest Socio- 
logical Society Joint Meeting, Indianapolis, Ind., May 2, 1969. 


Bowden, C. L., & Langenauer, B. J. Success and failure in the NARA Addiction 
Program. American Journal of Psychiatry, 1972, 128: 853-856. 


Brady, J. F., Ross, D. R., Grindstaff, C. F., & Ryan, E. F. Non-medical drug use 
among students at the University of Western Ontario. Brief presented to the 
Commission at London, May 22, 1970. 


Brecher, E. M., & the Editors of Consumer Reports. Licit and illicit drugs: The 
Consumers Union report on narcotics, stimulants, depressants, inhalants, hallucino- 
gens and marijuana—including caffeine, nicotine and alcohol. Boston: Little, Brown, 
1972. 


Bricker, A. G. A short overview and some original research on the drug scene in 
a Canadian university. Unpublished student essay, University of Alberta, Ed- 
monton, 1970. 


Bromberg, W., & Rodgers, T. C. Marihuana and aggressive crime. American 
Journal of Psychiatry, 1945, 102: 825-827. 


Brown, B. S., Gauvey, S. K., Meyers, M. B., & Stark, S. D. In their own words: 
Addicts’ reasons for initiating and withdrawing from heroin. International Journal 
of the Addictions, 1971, 6: 635-645. 


Brozovsky, M., & Winkler, E. G. Glue sniffing in children and adolescents. New 
York State Journal of Medicine, 1965, 65: 1984-1989. 


Cahalan, D. Problem drinkers. San Francisco: Jossey-Bass, 1970. 


Cahalan, D., Cisin, I. H., & Crossley, H. M. American drinking practices: A na- 
tional survey of behavior and attitudes related to alcoholic beverages. New Bruns- 
wick, N.J.: Rutgers Center of Alcohol Studies, 1969. 


766 


References and Selected Bibliography 


40. California, Department of Justice, Division of Law Enforcement, Bureau of 
Criminal Statistics. Crime and delinquency in California. Sacramento, Calif.: Bureau 
of Criminal Statistics, 1969. 


41. California, Department of Justice, Division of Law Enforcement, Bureau of 
Criminal Statistics. Follow-up study of 1960 adult drug offenders. Sacramento, 
Calif.: Bureau of Criminal Statistics, 1968. 


42. Campbell, I. L. Non-medical psychoactive drug use at Bishop’s University, 1965- 
1970. Unpublished paper, Sir George Williams University, Montreal, 1970. 


43. Canada, Commission of Inquiry Into the Non-Medical Use of Drugs. Cannabis. 
Ottawa: Information Canada, 1972. 


44. Canada, Department of National Health and Welfare. Men kicking the habit 
but more teenage girls hooked. Press release, Ottawa, June 10, 1971. 


45. Canada, Department of National Health and Welfare. Smoking habits of Cana- 
dians, 1964: Report of a survey carried out by the Dominion Bureau of Statistics. 
Unpublished manuscript, Department of National Health and Welfare Informa- 
tion Services, Ottawa, 1965. 


46. Canada, Department of National Health and Welfare, Health Protection Branch, 
Bureau of Dangerous Drugs, Ottawa. Unpublished information provided to the 
Commission, 1969-1973. 


47. Canada, Senate. Proceedings of the Special Committee on the Traffic in Narcotic 
Drugs in Canada. Ottawa: Queen’s Printer, 1955S. 


48. Carey, J. T. The college drug scene. Englewood Cliffs, N.J.: Prentice-Hall, 1968. 


49. Carey, J. T., & Mandel, J. A San Francisco Bay area “speed” scene. Journal of 
Health and Social Behavior, 1968, 9: 164-174. 


50. Caron, F., Dessureault, J.. & Hayes, A. Le probléme du doping chez les athlétes. 
Brief presented to the Commission at Trois-Riviéres, October 15, 1970. 


51. Cattell, R. B. The three basic factor-analytic research designs—Their interrelations 
and derivatives. Psychological Bulletin, 1952, 49: 499-520. 


52. Chambers, C. D. An assessment of drug use in the general population. New York: 
New York State Narcotic Addiction Control Commission, 1971. 


53. Chambers, C. D. Some epidemiological considerations of onset of opiate use in the 
United States. Paper presented at the Conference on the Epidemiology of Drug Use, 
San Juan, Puerto Rico, February 1973. 


54. Chapple, P. A. L. Cannabis, a toxic and dangerous substance: A study of eighty 
takers. British Journal of Addiction, 1966, 61: 269-282. 

55. Charen, S., & Perleman, L. Personality studies of marijuana addicts. American 
Journal of Psychiatry, 1946, 102: 674-682. 

56. Cheek, F. E., Newell, S., & Sarett, M. The down-head behind an up-head—The 
heroin addict takes LSD. International Journal of the Addictions, 1969, 4: 101-119. 


57. Chein, I., Gerard, D. L., Lee, R. S., Rosenfeld, E., & Wilner, D. M. The road to H: 
Narcotics, delinquency, and social policy. New York: Basic, 1964. 


58. Chein, I., & Rosenfeld, R. Juvenile narcotic use. Law and Contemporary Problems, 
1957, 22: 52-68. 

59. Chertkow, C. LSD in Vancouver: A study of users. Unpublished thesis, University 
of British Columbia, Vancouver, 1968. 


60. Chotlos, J. W., & Dieter, J. B. Psychological consideration in the etiology of alco- 
holism. In D. J. Pittman (Ed.), Alcoholism: An interdisciplinary approach. Spring- 
field, Ill.: C. C. Thomas, 1959. 


61. Chotlos, J. W., & Goldstein, G. The alcoholic. Review of Existential Psychology and 
Psychiatry. 1965, 5: 71-83 


767 


62. 
63. 
64. 


65. 


66. 


67. 


68. 
69. 
70. 
71. 
V2: 
73. 
74. 


Toe 


16. 


dds 


78. 


19: 


80. 


81. 


82. 


83. 


Extent and Patterns of Use 


Clinard, M. B. Sociology of deviant behavior. (3rd ed.) New York: Holt, Rinehart 
& Winston, 1968. 


Cohen, H. Principal conclusions from the report: “Psychology, social psychology 
and sociology of illicit drug use”. British Journal of Addiction, 1970, 65: 39-44. 


Cohen, N., & Klein, D. F. Drug abuse in a young psychiatric population. American 
Journal of Orthopsychiatry, 1970, 40: 448-455. 


Colburn, H. N. (Director, Use of Tobacco Program, Department of National Health 
and Welfare, Ottawa) Unpublished information provided to the Commission, Feb- 
rary 22.197 3, 


Colburn, H. N. (Director, Use of Tobacco Program, Department of National Health 
and Welfare, Ottawa) Unpublished information provided to the Commission, March 
Tk TS, 


Cooperstock, R., & Sims, M. Mood-modifying drugs prescribed in a Canadian city: 
Hidden problems. American Journal of Public Health and the Nation’s Health, 1971, 
61: 1007-1016. 


Corliss, L. M. A review of the evidence on glue-sniffing—A persistent problem. 
Journal of School Health, 1965, 35: 442-449. 


Cox, C., & Smart, R. G. The nature and extent of speed use in North America. 
Canadian Medical Association Journal, 1970, 102: 724-729. 


Cumberlidge, M. C. The abuse of barbiturates by heroin addicts. Canadian Medical 
Association Journal, 1968, 98: 1045-1049. 


Dai, B. Opiate addiction in Chicago. Shanghai: Commercial Press, 1937. 


de Alarcon, R. The communicability of drug abuse in adolescence. Unpublished 
manuscript, Clinical Psychiatry Unit, Graylingwell Hospital, Chichester, Sussex, 
England, 1971. 


de Alarcon, R. The spread of heroin abuse in a community. Bulletin on Narcotics, 
1969, 21(3): 17-22. 


de Lint, J.. & Schmidt, W. The distribution of alcohol consumption in Ontario. 
Quarterly Journal of Studies on Alcohol, 1968, 29: 968. 


de Lint, J., Schmidt, W., & Pernanen, K. The Ontario drinking survey: A pre- 
liminary report. Unpublished manuscript, Project J-204, Substudy 1-10, 4 & 37- 
70, Addiction Research Foundation, Toronto, 1970. 


Duster, T. The legislation of morality: Law, drugs and moral judgement. New 
York: Free Press, 1970. 


Duvall, H. J., Locke, B. A., & Brill, L. Followup study of narcotic drug addicts 
five years after hospitalization. Public Health Reports, 1963, 78(3): 185-193. 


Edmonton Public School Board. Drug survey reports. Unpublished manuscript, 
Edmonton, 1971. 


Einstein, S., & Quinones, M. A. Difficulties in treating the drug abuser. Paper 
presented at the Thirty-Third Annual Scientific Meeting of the Committee on 
Problems of Drug Dependence, Toronto, February 16-17, 1971. 


Fejer, D. Drug use among high school students in North Bay, Ontario. Un- 
published manuscript, Project J-183, Substudy 1-Jo-71, Addiction Research Founda- 
tion, Toronto, 1971. 


Fejer, D., & Smart, R. G. Drug use, anxiety and psychological problems among 
adolescents. Ontario Psychologist, 1972, 4: 10-21. 


Fejer, D., & Smart, R. G. The use of psychoactive drugs by adults. Unpublished 
manuscript, Project J-183, Substudy 461, Addiction Research Foundation, Toronto, 
jhe EP 


Flemming, A. S. Amphetamine drugs. Public Health Reports, 1960, 75: 49-50. 


768 


84. 


85. 


86. 
87. 


88. 


89. 


90. 


= 43 


a2. 


93. 


94. 


9D. 


96. 
Sis 


98. 
ie 
100. 


101. 
102. 


103. 
104. 


105. 


106. 
107. 


108. 


References and Selected Bibliography 


Fossier, A. E. The marijuana menace. New Orleans Medical and Surgical Journal, 
1931, 84. Cited by J. Mandel, Who says marijuana use leads to heroin addiction? 
Journal of Secondary Education, 1968, 43: 212. 

Freedman, H. L., & Rockmore, M. J. Marijuana: A factor in personality evalua- 
tion and army maladjustment: Part I. Journal of Clinical Psychopathology, 1946, 
7: 765-782. 


Gellman, V. Glue-sniffing among Winnipeg school children. Canadian Medical 
Association Journal, 1968, 98: 411-413. 


Gendreau, P., & Gendreau, L. P. Research design and narcotic. addiction proneness. 
Canadian Psychiatric Association Journal, 1971, 16: 265-267. 


Gérin, S., Beaudry, P., St. Laurent, M., Thibault, M., & Désilets, A. Rapport 
préparé en fin de session du printemps 1970. Unpublished manuscript, C.E.G.E.P. 
de Sherbrooke, Sherbrooke, 1970. 

Gerson, L. W., & Kraker, H. F. Two patterns of dexedrine usage among college 
students. Psychiatria Clinica, 1972, 5: 131-136. 

Gilbert, B. Drugs in sport. I. Problems in a turned-on world. Sports Illustrated, 
June 23, 1969: 64-72. 

Gilbert, B. Drugs in sport. II. Something extra on the ball. Sports Illustrated, June 
30, 1969: 30-42. 

Gilbert, B. Drugs in sport. III. High time to make some rules. Sports Illustrated, 
July 7, 1969: 30-35. 

Giordano, H. L. Marihuana—A calling card to narcotics addiction. FBI Law En- 
forcement Bulletin, 1968, 37: 2-5. 

Glaser, D., Inciardi, J. T., & Babst, D. V. Later heroin use by marijuana-using, 


heroin-using, and non-drug-using adolescent offenders in New York City. Inter- 
national Journal of the Addictions, 1969, 4: 145-155. 


Glaser, D., Lander, B., & Abbott, W. Opiate addicted and non-addicted siblings in 
a slum area. Social Problems, 1971, 18: 510-521. 


Goffman, E. Asylums. New York: Anchor, 1961. 


Goode, E. Cigarette smoking and drug use on a college campus. /nternational 
Journal of the Addictions, 1972, 7: 133-140. 

Goode, E. Drugs in American society. New York: Knopf, 1972. 

Goode, E. The marihuana smokers. New York: Basic, 1970. 

Goode, E. Multiple drug use among marijuana smokers. Social Problems, 1969, 
17: 48-64. 

Goode, E. The use of marijuana and other illegal drugs in a college campus. 
British Journal of Addiction, 1971, 66: 335-336. 

Green, M. The amphetamines and amphetamine-like drugs: Patterns of use. Un- 
published Commission research paper, 1971. 

Green, M. Committed users study. Unpublished Commission research project, 1971. 
Green, M., & Blackwell, J. C. Final monitoring project. Unpublished Commission 
research project, 1972. 

Green, M., Hemmings, B., Miller, R. D., & Hansteen, R. W. Self reporting of 
drug consumption patterns by regular caninabis users: The logbook study. Un- 
published Commission research project, 1971. 

Green, M., & Leathers, B. Adult drug users study. Unpublished Commission re- 
search project, 1971. 

Grinspoon, L. Marihuana reconsidered. Cambridge, Mass: Harvard University 
Press, 1971. 


Halpern, G., & Mori, G. The Ottawa drug survey—Univariate results. Research 
report 70-02. Ottawa: Ottawa Board of Education, Research office, 1970. 


769 


C Extent and Patterns of Use 


109. 


110. 


Oy ia 


i124 


113, 


114. 


ahs 


116. 


EE. 


118. 


119. 


120. 


121. 


122. 


123; 


124. 


12): 


126. 


127. 


128. 


bg; 


130. 


131. 


Hamburger, E. Barbiturate use in narcotic addicts. Journal of the American Medical 
Association, 1964, 189: 366-369. 


Hammond, C. (Former Director, Division of Narcotic Control, Department of 
National Health and Welfare, Ottawa) Unpublished information provided to the 
Commission, 1970. 


Harder, M. W., Richardson, J. F., & Simmonds, R. B. Jesus people. Psychology 
Today, December 1972: 45-50, 110-113. 


Haslam, P. The maturing process in addiction. Canadian Journal of Corrections, 
1964, 6: 28-30. 


Hawks, D., Mitcheson, M., Ogborne, A., & Edwards, G. Abuse of methylamphet- 
amine. British Medical Journal, 1969, 2: 715-721. 


Hayashi, J. The nature and prevalence of drug and alcohol usage in the Fort 
William secondary schools. Unpublished manuscript, Addiction Research Founda- 
tion, Fort William, 1968. 


Hayashi, J. The nature and prevalence of drug and alcohol usage in the Port 
Arthur Board of Education summer school, 1968. Unpublished manuscript, 
Addiction Research Foundation, Fort William, 1968. 

Hemmings, B., & Miller, R. D. Non-medical drug use as a factor in hospitalization: 
A survey of Canadian psychiatric hospital records. Unpublished Commission 
research project, 1971. 


Henderson, I. An exploration of the natural history of heroin addiction. Vancouver: 
Narcotic Addiction Foundation of British Columbia, 1970. 


Howard, J., & Borges, P. Needle sharing in the Haight: Some social and psycho- 
logical functions. Journal of Health and Social Behaviour, 1970, 7(3): 220-230. 


Hughes, F. Alcohol information: Scientific and legal aspects. Unpublished Com- 
mission research project, 1972. 


Hughes, H. M., (Ed.) The fantastic lodge. Boston: Houghton Mifflin, 1961. 


Hughes, P. H., & Crawford, G. A. A contagious disease model for researching 
and intervening in heroin epidemics. Archives of General Psychiatry, 1972, 27: 
149-155. 


Hunt, G. H., & Odoroff, M. E. Followup study of narcotic drug addicts after 
hospitalization. Public Health Reports, 1962, 77: 42-54. 


Hyde, A. P. Alcohol in Newfoundland. Unpublished manuscript, Newfoundland 
and Labrador Council on Alcohol Problems, St. John’s, 1966. 


Jackson, J. K. Adjustment of the family to the crisis of alcoholism. Quarterly 
Journal of Studies on Alcohol, 1954, 15: 562-586. 


Jellinek, E. M. The disease concept of alcoholism. New Haven: Hillhouse, 1960. 


Johnson, B. D. Social determinants of the use of ‘dangerous drugs’ by. college 
students. Unpublished doctoral dissertation, Department of Sociology, Columbia 
University, New York, 1971. 


Johnston, W. E., & Williams, H. R. Drug use patterns and related factors of heroin 
addicts seeking treatment for their addiction. Unpublished manuscript, Narcotic 
Addiction Foundation of British Columbia, Vancouver, 1971. 

Josephson, E., Haberman, P., Zanes, A., & Elinson, J. Adolescent marijuana use: 
Report on a national survey. Paper presented at the First International Conference 
on Student Drug Surveys, Newark, New Jersey, September 14, 1971. 


Josie, G. H. A report on drug addiction in Canada. King’s Printer and Controller 
of Stationery, 1948. 


Kalant, H., & Kalant, O. J. Drugs, society and personal choice. Toronto: General 
Publishing, 1971. 


Kaplan, J. Marijuana—The new prohibition. New York: World, 1970. 


770 


132. 


133. 


134. 


ra. 


136. 
137% 


138. 


i aed 


140. 


141. 


142. 


143. 


144. 


145. 
146. 
147. 


148. 


149. 


150. 
151. 
152. 


153. 
154. 


References and Selected Bibliography 


Keup, W. The typical ‘drug career’ and therapeutic approaches. Paper presented 
at the Thirty-Third Annual Scientific Meeting of the Committee on Problems of 
Drug Dependence, Toronto, February 16-17, 1971. 


King, J.. McDonald, D., & Salloum, H. A survey on the use of marihuana and 
LSD in the University of Saskatchewan, Regina Campus, and in Regina high 
schools. Unpublished student essay, University of Saskatchewan, Regina, n.d. 


Kleber, H. D. Student use of hallucinogens. Journal of American College Health 
Association, 1965, 14: 109-117. 


Kodua, J. Analysis of narcotic control’s statistics: Drug convictions. Unpublished 
Commission research project, 1970. 


Kolb, L. Drug addiction in its relation to crime. Mental Hygiene, 1925, 9: 74-89. 


Kosviner, A., Mitcheson, M. C., Ogborne, A., Zacune, J., Myers, K., Stimson, G. V., 
& Edwards, G. Heroin use in a provincial town. Lancet, 1968, 1: 1189-1192. 
Krug, D. C., Sokol, J., & Nylander, I. Inhalation of commercial solvents: A form 


of deviance among adolescents. In E. Harms (Ed.), Drug addiction in youth, 
Oxford: Pergamon, 1965. Pp. 36-45. 


Laforest, L. La consommation de drogues chez les étudiants du secondaire et du 


collégial de I’fle de Montréal. Unpublished manuscript, Office de la Prévention 
et du Traitement de ]’Alcoolisme et des Autres Toxicomanies, Québec, 1969. 


Lambert, A. Narcotic addiction: Report of the Mayor’s Committee to Hon. 
Richard C. Patterson Jr., Commissioner of Correction. Journal of the American 
Medical Association, 1929, 93: 1297-1301. 


Langrod, J. Secondary drug use among heroin users. Unpublished manuscript, 
Bureau of Applied Social Research, Columbia University, New York, November, 
1969. 


Lanphier, C. M., & Phillips, S. B. The non-medical use of drugs and associated 
attitudes: A national household survey. Unpublished Commission research project, 
1971. . 


Lanphier, C. M., & Phillips, S. B. Secondary school students and non-medical drug 
use: A national survey of students enrolled in grades seven through thirteen. 
Unpublished Commission research project, 1971. 


Lanphier, C. M., & Phillips, S. B. University students and non-medical drug use: 
A national survey. Unpublished Commission research project, 1971. 


Larner, J., & Tefferteller, R. The addict in the street. New York: Grove, 1966. 
Leary, T. High priest, New York: World, 1968. 


Levengood, R., Lowinger, P., & Schoof, K. Heroin addiction in the suburbs: An 
epidemiologic study. Unpublished manuscript, Lafayette Clinic, Detroit, Mich., 
1971. 


Levine, S. V., Lloyd, D. D., & Longdon, W. H. The speed user: Social and psycho- 
logical factors in amphetamine abuse. Canadian Psychiatric Association Journal, 
1972, 17: 229-240. 


Levy, B. S. Five years after: A follow-up of 50 narcotic addicts. American Journal 
of Psychiatry, 1972, 128: 868-872. 


Lindesmith, A. R. The addict and the law. New York: Vintage, 1965. 
Lindesmith, A. R. Addiction and opiates. Chicago: Aldine, 1968. 


Lindesmith, A. R. The drug addict as a psychopath. American Sociological Review, 
1940, 5: 914-920. 


Louria, D. B. The drug scene. New York: McGraw-Hill, 1968. 


Lubin, S., Blumberger, S., Diez d’Aux, R., Garfinkle, E., Goldhamer, P., Groulx, 
B., Kahn, R., & Weiner, H. Stress and drug use among medical students at McGill 
University. Unpublished manuscript, McGill University, Montreal, 1971. 


771 


155: 


156. 


bye 


158. 


159. 


160. 


161. 


162. 


163. 


164. 


165. 


166. 


167. 


168. 


169. 


170. 


17 


—_— 


172. 
173. 


174. 


We fe 


176. 


Fa ES 


Extent and Patterns of Use 


MacDonald, R. St. J. Narcotic drug addiction in Canada. In his Current law and 
social problems. Toronto: University of Toronto Press, 1960. Pp. 162-204. 


Mandel, J. Myths and realities of marihuana pushing. In J. L. Simmons (Ed.), 
Marihuana: Myths and realities. North Hollywood, Calif.: Brandon House, 1967. 
Pp. 58-110. 


Mandel, J. Stepping stone theory. Unpublished manuscript, Department of Socio- 
logy, Sonoma State College, Rohnert Park, Calif., 1971. 


Mandel, J. Who says marijuana use leads to heroin addiction? Journal of Secondary 
Education, 1968, 43: 211-217. 


Manheimer, D. I. Marijuana use among adults in two San Francisco Bay area 
locales. Paper presented at the Conference on Drug Usage and Drug Subcultures, 
Asilomar, Calif., February 12, 1970. 


Marchuk, E. Montreal report. Sub-study of M. Green, Committed users study. 
Unpublished Commission research project, 1971. 


Marcovitz, E., & Myers, H. J. The marihuana addict in the army. War Medicine, 
1944, 6: 382-391. 


Markham, J. M. Heroin hunger may not a mugger make. New York Times 
Magazine, March 18, 1973: 39, et passim. 


Martindale, D., & Martindale, E. The social dimensions of mental illness, alcohol- 
ism, and drug dependence. Westport. Conn.: Greenwood, 1971. 


Maurer, D. W., & Vogel, V. H. Narcotics and narcotic addiction. (3rd ed.) Spring- 
field, Ill.: C. C. Thomas, 1969. 


Mayor’s Committee on Marihuana. The marihuana problem in the City of New 
York. Lancaster, Penn.: Jacques Cattell Press, 1944. (‘The La Guardia Report’). 


McCabe, O. L., & Kurland, A. A. Paroled narcotic addicts in a verified abstinence 
program: Results of a five year study. Unpublished manuscript, Maryland Psychi- 
atric Research Center, Baltimore, Md., 1972. In press, Federal Probation Quar- 
terly, 1972. 


McDonald, L. The Matsqui Prison story. Unpublished Commission research 
project, 1971. 


McGlothlin, W., Jamison, K., & Rosenblatt, S. Marijuana and the use of other 
drugs. Nature, 1970, 228: 1227-1229. 


McKim, T. R. (Director, Bureau of Dangerous Drugs, Ottawa) Letter to the 
Commission, November 9, 1972. 


McKim, T. R. (Director, Bureau of Dangerous Drugs, Ottawa) Letter to the 
Commission with relevant tables, November 14, 1972. 


. Mellinger, G. D., Mitchell, B. B., & Manheimer, D. I. Patterns of psychotherapeutic 


drug use among adults in San Francisco. Unpublished manuscript, Family Research 
Center, Berkeley, Calif., n.d. 


Miller, B., & Helwig, D. A book about Billie. Ottawa: Oberon, 1972. 


Miller, R. D., & Hemmings, B. Drug induced poisoning and death in Canada. 
Unpublished Commission research project, 1973. 


Mills, J. The panic in needle park. Toronto: New American Library, 1965. 


Mizner, G. L., Barter, J. T., & Werme, P. H. Patterns of drug use among college 
students. Paper presented to the American Psychiatric Association, Miami, Fla., 
1969. 


Modlin, H. C., & Montes, A. Narcotics addiction in physicians. American Journal 
of Psychiatry, 1964, 121: 348-365. 


Moore, M. Policy concerning drug abuse in New York State. Vol. Ill. Economics 
of heroin distribution. Croton-on-Hudson, N.Y.: Hudson Institute, 1970. 


412 


178. 


179. 


180. 


181. 


182. 


183. 


184. 


185. 


186. 


187. 


188. 


189. 


190. 


a7 as 


192: 


193. 
194. 


195. 


196. 


197. 
198. 
199. 


200. 


References and Selected Bibliography 


Mulford, H. A. Drinking and deviant drinking, U.S.A., 1963. Quarterly Journal of 
Studies on Alcohol, 1964, 25: 634-650. 


Murphy, C. Halifax report. Sub-study of M. Green, Committed users study. Un- 
published Commission research project, 1971. 


Narcotic Addiction Foundation of British Columbia. Drug use among Vancouver 
secondary students. Unpublished manuscript, Narcotic Addiction Foundation of 
British Columbia, Vancouver, 1971. 


Narcotic Addiction Foundation of British Columbia. 15th annual report. Vancouver: 
Narcotic Addiction Foundation of British Columbia, 1971. 


Newmeyer, J. A. The end of the heroin epidemic of the San Francisco Bay area. 
Unpublished manuscript, Haight-Ashbury Free Medical Clinic, San Francisco, 
Calif., 1973. 


Newmeyer, J. A. (Epidemiologist, Haight-Ashbury Free Medical Clinic, San 
Francisco, Calif.) Information communicated to the Commission, 1973. 


O’Donnell, J. A. Narcotic addicts in Kentucky. (Public Health Service Publication 
No. 1881) Washington, D.C.: U.S. Government Printing Office, 1969. 


O’Donnell, J. A. Social factors and followup studies in opioid addiction. In A. 
Winkler (Ed.), The addictive states. Baltimore: Williams & Wilkins, 1968. Pp. 
333-346. 


Oki, G. Heroin abuse in the greater Toronto area. Unpublished manuscript, Project 
J-138, Substudy 454, Addiction Research Foundation, Toronto, 1972. 


Oki, G., & Sisson, B. V. A study of marihuana users and usage. Unpublished manu- 
script, Project F-169, Substudies 2-16 & 34-70, 3-16 & 34-70, Addiction Research 
Foundation, Toronto, 1970, and supplemental information provided to the Com- 
mission. 


O’Neill, M. J. Toronto report. Sub-study of M. Green, Committed users study. 
Unpublished Commission research project, 1971. 


Pan-American Coffee Bureau. Coffee drinking in Canada. New York: Pan-Amer- 
ican Coffee Bureau, 1970. 


Parry, H. J. Patterns of psychotropic drug use among American adults: Journal of 
Drug Issues, 1971, 1: 269-273. | 


Parry, H. J. Use of psychotropic drugs by U.S. adults. Public Health Reports, 
1968, 83: 799-810. 


Paschke, W. R. The addiction cycle: A learning theory-peer group model. Corrective 
Psychiatry and Journal of Social Therapy, 1970, 16: 74-81. 


Paton, W. D. Guide to drugs 5. [Cannabis] Drugs and society, 1972, 1(9): 17-20. 


Paulus, I. Psychedelic drug use on the Canadian Pacific coast—Notes on the new 
drug scene. International Journal of the Addictions, 1969, 4: 77-88. 


Pittel, S. M., & Hofer, R. The transition to amphetamine abuse. In Proceedings of 
the Workshop on Current Concepts of Amphetamine Abuse. Durham, N.C.: Duke 
University Medical Center, 1970. 


Plaut, T. F. A. Alcohol problems: A report to the nation by the Cooperative Com- 
mission on the Study of Alcoholism. New York: Oxford University Press, 1967. 


Playboy. Student survey. Playboy, 1970, 17(9): 182, et passim. 
Playboy. Student survey: 1971. Playboy, 1971, 18(9): 118, et passim. 


Polonsky, D., Davis, G. R., & Roberts, C. F. A follow-up study of the juvenile drug 
offender. Sacramento Calif.: Institute for the Study of Crime and Delinquency, 
1967. 

Popham, R. E., Schmidt, W., & de Lint, J. The prevention of alcoholism: Epidemi- 
ological studies of the effects of government control measures. Unpublished manu- 
script, Project J-100, Substudy 2-2 & 10-71, Addiction Research Foundation, 
Toronto, 1971. 


773 


201. 


202. 


203. 


204. 
205. 


206. 


207. 


208. 


209. 


210. 


211, 


212. 


213: 


214. 


233; 


216. 


yA wf 


218. 


rahe 


220. 


Z2 


— 


Extent and Patterns of Use 


Preble, E., & Casey, J. J., Jr. Taking care of business: The heroin user’s life on 
the street. International Journal of the Addictions, 1969, 4: 1-24. 


Press, E., & Done, A. K. Solvent sniffing: Physiologic effects and community control 
measures for intoxication from the intentional inhalation of organic solvents. 
Pediatrics, 1967, 3: 451-461 & 611-622. 


Price, H. F. The criminal addict. R.C.M.P. Quarterly, 1946, 12: 149-158. 
Proctor, M. The habit. International Journal of the Addictions, 1971, 6: 5-18. 


Propas, S., & Murphy, J. McGill drug survey. Unpublished manuscript, Student’s 
Society of McGill University, Montreal, November 1969. 


Quinn, E. Alcoholism: Family illness—Family recovery. Unpublished manuscript, 
Alcohol Foundation of Prince Edward Island, Charlottetown, 1970. 


Rankin, J. G. (Ed.) Trends in heroin use in Ontario. Unpublished manuscript, 
Addiction Research Foundation, Toronto, 1971. 


Ray, M. B. The cycle of abstinence and relapse among heroin addicts. In H. S. 
Becker (Ed.), The other side: Perspectives on deviance. New York: Free Press, 
1964. Pp. 163-177. 


Rensberger, B. Amphetamines used by a physician to lift moods of famous patients. 
New York Times, December 4, 1972: 1 & 3-4. 


Rensberger, B. Two doctors here known to users as sources of amphetamines. 
New York Times, March 25, 1973: 48. 


Richman, A. Follow-up of criminal narcotic addicts. Canadian Psychiatric Associa- 
tion Journal, 1966, 11: 107-115. 


Richman, A., Borschnek, A., & Rienzi, A. Natural history of marcotic addiction. 
Canadian Psychiatric Association Journal, 1964, 9: 431-438. 


Richman, A., & Humphrey, B. Epidemiology of criminal narcotic addiction in 
Canada. Bulletin on Narcotics, 1969, 21: 31-40. 


Robins, L. N., Bates, W. N., & O’Neal, P. Adult drinking patterns of former 
problem children. In D. J. Pittman & C. P. Snyder (Eds.), Society, culture and 
drinking patterns. New York: Wiley, 1962. 


Robins, L. N., Darvish, H. S., & Murphy, G. E. The long-term outcome for 
adolescent drug users: A follow-up study of 76 users and 146 nonusers. In J. 
Zubin & A. M. Freedman (Eds.), The psychopathology of adolescence. New York: 
Grune & Stratton, 1970. 


Robins, L. N., & Murphy, G. E. Drug use in a normal population of young negro 
men. American Journal of Public Health, 1967, 57: 1580-1596. 


Rodewald, R. R. Speed kills: The adolescent methedrine addict. Perspectives in 
Psychiatric Care, 1970, 8(4): 160-164. 


Room, R. Drinking laws and drinking behaviour: Some past experience. Paper 
presented to the Symposium on Law and Drinking Behavior at the Centre for 
Alcohol Studies, University of North Carolina, Chapel Hill, N.C., November 17-19, 
1970. 


Rootman, I., Clark, S., & Oakey, J. Drug use among rural students in Alberta. 
Canada’s Mental Health, 1972, 20: 9-14. 


Royal Canadian Mounted Police. Brief of R.C.M. Police “D” Division, Winnipeg. 
Appendix to the brief submitted by R.C.M. Police to the Commission at a private 
hearing, Ottawa, September 13, 1969. 


. Rubin, T. Prevention and rehabilitation of solvent inhalation. Paper presented at 


the Workshop on Glue and Solvent Sniffing sponsored by the Non-Medical Use 
of Drugs Directorate, Department of National Health and Welfare, Winnipeg, 
March 29-30, 1972. 


222. Rubin, T., & Babbs, J. The glue sniffer. Federal Probation, 1970, 34(3): 23-28. 


774 


References and Selected Bibliography 


223. Rubington, E. Drug addiction as a deviant career. International Journal of the 
Addictions, 1967, 2: 3-20. 


224. Russell, M. A. H. Cigarette smoking: Natural history of a dependence disorder. 
British Journal of Medical Psychology, 1971, 44: 11. Cited by E. M. Brecher, et al., 
Licit and illicit drugs. Boston: Little, Brown, 1972. Pp. 238-239. 


225. Russell, J. Survey of drug use in selected British Columbia schools. Vancouver: 
Narcotic Addiction Foundation of British Columbia, 1970. 


226. Russell, J. S. & Tuxford, G. S. Drug use among young adults. Vancouver: Nar- 
cotic Addiction Foundation of British Columbia, 1971. 


227. Sadava, S. W. College student drug use: A social psychological study. Un- 
published doctoral dissertation, University of Colorado, 1970. 


228. Sadava, S. W. Patterns of drug use: A review with specific reference to cannabis, 
hallucinogens, barbiturates and volatile solvents. Unpublished Commission re- 
search paper, 1971. 


229. Sadava, S. W., The social psychology of non-medical drug use: A review and 
analysis. Unpublished manuscript, Institute of Behavioral Science, University of 
Colorado, 1969. 


230. Schaps, E., & Sanders, C.R. Purposes, patterns and protection in a campus drug 
using community. Journal of Health and Social Behavior, 1970, 11: 135-145. 


231. Schasre, R. Cessation patterns among neophyte heroin users. Jnternational Journal 
of the Addictions, 1966, 1: 23-32. 


232. Scher, J. M. Group structure and narcotic addiction: Notes for a natural history. 
International Journal of Group Psychotherapy, 1961, 11: 88-93. 


233. Schmidt, W., & de Lint, J. Estimating the prevalence of alcoholism from alcohol 
consumption and mortality data. Quarterly Journal of Studies on Alcohol, 1970, 
31: 957-964. 


234. Schur, E. M. Narcotic addiction in Britain and America. Bloomington, Ind.: 
Indiana University Press, 1968. 


235. Scope Publications. 1972 looms as “year of the downer”, more controls asked, 
AMA opposed. Drugs and Drug Abuse Education Newsletter, 1971, 2(12): 
1 & 8-10. 


236. Shapiro, S., & Baron, S. H. Prescriptions for psychotropic drugs in a non-institu- 
tional population. Public Health Reports, 1961, 76: 481-488. 


237. Shick, F. E., Smith, D. E., & Meyers, F. H. Use of amphetamine in the Haight- 
Ashbury subculture. Journal of Psychedelic Drugs, 1969, 2: 140-171. 


238. Simon, W., & Gagnon, J. H. The end of adolescence: The college experience. 
New York: Harper & Row, 1970. Cited by E. Goode, The marijuana smokers. 
New York: Basic, 1970. P. 201. 


239. Smart, R. G., & Fejer, D. Marihuana use among adults in Toronto. Unpublished 
manuscript, Project J-183, Substudy 6-7 & Jo-71, Addiction Research Foundation, 
Toronto, 1971. 


240. Smart, R. G., Fejer, D., & Alexander, E. Drug use among high school students 
and their parents in Lincoln and Welland counties. In P. H. Blachly (Ed.), 
Progress in drug abuse. Springfield, Ill.: C. C. Thomas, 1972. Pp. 62-103. 


241. Smart, R. G., Fejer, D., & White, J. The extent of drug use in metropolitan 
Toronto schools: A study of changes from 1968 to 1970. Toronto: Addiction Re- 
search Foundation, 1970. 


242. Smart, R. G., Fejer, D., & White, J. Drug use trends among metropolitan Toronto 
students: A study of changes from 1968 to 1972. Unpublished manuscript, Project 
J-183, Substudy 512, Addiction Research Foundation, Toronto, 1972. 


7715 


C 


243 


244 


245 


246 


247 


248. 


249. 


250. 


fat 


252 


252% 


254. 


Dads 


256. 


rit Be 
258. 


259, 


260. 


261. 


262. 


263. 


Extent and Patterns of Use 


. Smart, R. G., Laforest, L., & Whitehead, P. C. Comparative rates of drug use 
among adolescent students: Halifax-Montreal-Toronto. Paper presented to the 
Association of Atlantic Sociologists and Anthropologists, St. John’s, Newfound- 
land, March, 1970. 


. Smart, R. G., & Whitehead, P. C. The consumption patterns of illicit drugs and 
their implications for prevention of abuse. Bulletin on Narcotics, 1972, 24(1): 
39-47. 


.Smith, E. Monitoring study reports: Halifax. Unpublished Commission research 
project, 1971. 


. Smith, R. Status politics and the image of the addict. Issues in Criminology, 1966, 
23° 157-175: 


. Smith, R. C. The marketplace of speed: Compulsive methamphetamine abuse and 
violence. (Doctoral dissertation, University of California, Berkeley) Ann Arbor, 
Mich.: University Microfilms, 1970. No. 70-12, 983. 


Smith, R. C. The world of the Haight-Ashbury speed freak. Journal of Psychedelic 
Drugs, 1969, 2: 172-188. 


Smith, S. N., & Blachly, P. H. Amphetamine usage by medical students. Journal 
of Medical Education, 1966, 41: 167-170. 


Stanley, L. L. Morphinism and crime. Journal of Criminal Law and Criminology, 
1918, 8: 749-756. 


Stennett, R. G., Feenstra, H. J.. & Aharan, C. H. Tobacco, alcohol and drug use 
reported by London secondary school students. Unpublished manuscript, Addiction 
Research Foundation and the Board of Education for the City of London, London, 
1969. 


Stephens, R., & Cottrell, E. A follow-up study of 200 narcotic addicts committed 
for treatment under the Narcotic Addiction Rehabilitation Act (NARA). British 
Journal of Addiction, 1972, 67: 45-53. 


Stevenson, G. H., Lingley, L. P. A., Trasov, G. E., & Stanfield, H. Drug addiction 
in British Columbia. Vancouver: University of British Columbia, 1956. 


Stoddart, K. W. Drug transactions: The social organization of a deviant activity. 
Unpublished master’s thesis, University of British Columbia, Vancouver, 1968. 


Sutter, A. G. The world of the righteous dope fiend. Issues in Criminology, 1966, 
2(2)}s: 177-222: 

Terry, C. E., & Pellens, M. The opium problem. New York: Committee on Drug 
Addictions and the Bureau of Social Hygiene, 1928. 

Towns, C. The injury of tobacco. Prohibitionist Century, March, 1912. 


Townsend, I. (Student, Dawson College, Westmount, P.Q.) Letter to the Com- 
mission, October 21, 1969. 


United Press International. Three booked in California as infant takes ‘bad trip’. 
Gazette (Montreal), September 10, 1971: 4. 


United States, Department of Health, Education and Welfare, National Institute 
of Mental Health. Marihuana and Health, Washington, D.C.: U.S. Government 
Printing Office, 1971. 


United States, National Commission on Marijuana and Drug Abuse. Marihuana 
and the use of other drugs. In its Marijuana: A signal of misunderstanding. 
Appendix, Vol. 1. Washington: U.S. Government Printing Office, 1972. Pp. 340-423. 


United States, Eighty-ninth Congress, Senate, Committee on Government Opera- 
tions. Organization and coordination of federal drug research and regulatory 
programs: LSD. Washington, D.C.: U.S. Government Printing Office, 1966. 


Vaillant, G. E. The natural history of narcotic drug addiction. Seminars in Psychi- 
atry, 1970, 2: 486-498. 


776 


264, 


265. 


266. 


267. 


268. 
269. 
270. 


271. 


212. 


273. 


274. 


215. 


276. 


277. 


278. 


References and Selected Bibliography 


Vaillant, G. E. A twelve-year follow-up of New York narcotic addicts: I. The 
relation of treatment to outcome. American Journal of Psychiatry, 1965-66, 122: 
727-737. 


Vaillant, G. E. A twelve-year follow-up of New York narcotic addicts: II. The 
natural history of a chronic disease. New England Journal of Medicine, 1966, 275: 
1282-1288. 


Vaillant, G. E. A twelve-year follow-up of New York narcotic addicts: III. Some 
social and psychological characteristics. Archives of General -Psychiatry, 1966, 15: 
599-609. 


Vaillant, G. E. A twelve-year follow-up of New York narcotic addicts: IV. Some 
characteristics and determinants of abstinence. American Journal of Psychiatry, 
1966, 123: 573-584. 


Waldorf, D. Careers in dope. Englewood Cliffs, N.J.: Prentice-Hall, 1973. 


Waldorf, D. Life without heroin: Some social adjustments during long-term periods 
of voluntary abstention. Social Problems, 1970, 18: 228-243. 


Watkins, C. Use of amphetamine by medical students. Southern Medical Journal, 
1970, 63: 923-929. 


Weil, A. T. Testimony before the U.S. National Commission on Marihuana and 
Drug -Abuse. Unpublished manuscript, National Institute for Mental Health, 
Chevy Chase, Md., May 18, 1971. 


Whitehead, P. C. Drug use among adolescent students in Halifax. (Rev. ed.) 
Halifax: Youth Agency of the Province of Nova Scotia, 1970. 


Whitehead, P. C. The epidemiology of drug use in a Canadian city at two points 
in time: Halifax, 1969-1970. Unpublished manuscript, Department of Sociology, 
University of Western Ontario, and Addiction Research Foundation, London, 1970. 


Whitehead, P. C. The sequence of drug use among adolescent students. Paper 
presented to the Ontario Psychological Association, Toronto, February 4, 1971. 
Whitehead, P. C., Smart, R. G., & Laforest, L. Multiple drug use among 


marijuana smokers in Eastern Canada. International Journal of the Addictions, 
1972, 7: 179-190. | 


Winick, C. Maturing out of narcotic addiction. Bulletin on Narcotics, 1962, 
14: 1-7. 

Winick, C. Physician narcotic addicts. In H. S. Becker (Ed.), The other side: 
Perspectives on deviance. New York: Free Press, 1964. 


Winick, C. Some aspects of careers of chronic heroin users. Paper presented 
at the Columbia University Conference on Epidemiology of Drug Use, San 
Juan, Puerto Rico, February 12-14, 1973. 


279. Wolfe, T. The electric kool-aid acid test. Toronto: Bantam, 1969. 


280. 


281. 


282. 
283. 
284. 


Wood, S. Doctor Feelgood are you sure it’s all right? New York Magazine, 
February 8, 1971: 26-35. 


World Coffee and Tea. Guide to world tea markets. World Coffee and Tea, 1971, 
12(9) 2°35: 


Wurmser, L. Myths and facts about marijuana. Alumnae Magazine, 1970, 69: 3-5. 
Young, J. The drugtakers. London: MacGibbon & Kee, 1971. 


Zinberg, N. E., & Weil, A. T. A comparison of marijuana users and non-users. 
Nature, 1970, 226: 119-123. 


777 




















































, ‘ ~ 
: ; J 2 
ye —iav« 
th 
i) 
Ae at 
hy 
‘i ; 5 
i ny 
Aa 4 . 
-s a 7 : “erie + 
* Ha } oni Bile a : 
J 0828 tae ; 
Ge Rae ta aot . sient a tC, eid , 
os EP RISE ens Es gk se 
* *, “. dies, 2 
ant Oe ont VAG ‘tba biz. sihoost te 
— * - wed ee’ Fo ito AO. cara 3 
~ a5 bil & - Pre F ari 
au E881 xlich Sua “ik 
Fs > f bored a5 ay Sa. YB in aink 
lL tet Radi 1, CRG 
. a decoys aye Ete ei dolnie 
‘ .t ™ a my 
P Senos oe kc. Beets 
bor Bt Ie Sts | ~~ ¢ aie rei 1) r 
ithe Ligeot§ ol ssiutvent, ts : 
: ‘ \ : , t 
(be ve5D. acti: nestontawin GP Y ey 
“es - ae aaa : oo is P 4 Ph. . 
bsthag Eatpe gel ts pata ba rides th tereiralos ncn * 
: 4 oper to fo iRhne 42 x Syinoestamat ) rower a HTOT-CGA! “xs 
ra Nye “es a i Spite 2 ets 3 fia’ nee A natin he phe! inhale ‘ 
se “aiayt Sty dinb§oo a oll peu ie Sate dove: eh KOA 
PVE Re vacates iene “ Rat ee MA desigo! hotis ‘et onsiad. oA x 
t 
greta. “date? satay wba « Rwsiiot set i, wi Rrisieng ae 
|. iin foci enh Phe war eaeasl ecw enbO er aR cl Sam 
| aM 2 = Ww i apa Cae Y ' Sul 03 atin rity 
VAG, eee oo salary est thbaergete atin e) FOs Ae poraye aS 


ed 


\ Ad : . t Aa nati of Sears =e Lane fuss oe? sees én Be: 
= vabig Wed AAT) LBS): make 4 # a nt zie Stiostsa siege 

1 Myr » « Palla: OW ae, at % “hikes he pte Sap, aa Be “ 
banigestg awqRd weretestl idles desi Ty ali . ‘albeit veko Taos sue a 


nik oe ger Fp. Ypalopmablad. one“ seneauiog). ete navi pidsas 
=e 5 ht SHE Ay: | eT 21-5 i mises eae 


74 ie iret to ee =e i: See Hi Mast < > ay iOR Falk sett’ su, 
a 


eh 2 BRE Re Alle a IR a 
‘ + 6d yoni eek Ot Gent inte +4 ser nwd? 7k 7 
ote ai sat: am eat bem at aR, ie Sap. jos 





Ag 
¢* sahets 
‘: ‘ ft? : 4cay PFA ee a Hagtth, Pact Species, ae a 
| ee sta AR nade senna gost nae iuds ait bre 20M . wi 


} at AP: 


, a inl > 
Pe tyres ity A dies 
‘ 


. ut | Ba ogg poy wong 


eS ua s é iota — 


ie 





cam, pias, 4 % sii Sopa 
rel ro Sd macalis yi “ ; 


pari ; 





gi ri 
» 1 ¢ 
+ 7 I ie 


ow ay 
ay) ia vl, arn 






= 


Appendix D 


Motivation and Other Factors 
Related to Non-Medical Drug Use 


D.1 GENERAL 


The Commission has available numerous sources of information con- 
cerning the causes of non-medical drug use, the motivation of users and 
the factors associated with this phenomenon. Among these sources are the 
testimony presented at the public hearings of the Commission and in private 
meetings with the Commissioners and staff; reports from our participant 
observers and other researchers who worked with the Commission; evidence 
and comments presented at special symposia organized by the Commission 
to which a number of world experts were invited; and the results of surveys 
that have been carried out by the Commission, universities, drug foundations 
and individual scholars. In addition the Commission has studied and crit- 
ically analysed the major psychiatric, psychological and sociological literature 
dealing with the motivational and other factors associated with the non- 
medical use of drugs. 


There has been a very great increase in the volume and quality of 
research and interpretation available. Many aspects of non-medical drug use 
can be described with accuracy, and we can make reasonable attempts at 
explaining the phenomenon. However, as for any other human phenomenon, 
it is not possible to provide final, comprehensive and definitive explanations. 
Our understanding will improve as more research is completed. 


CAUSES, MOTIVATIONS AND ASSOCIATED FACTORS 


In the context of our existing knowledge of non-medical drug use the 
term cause must be used with caution. In general usage, cause is taken to 
mean that which is invariably and unconditionally followed by a certain 
specific effect. When the term is used in this sense we know of nothing that 
can be demonstrated to inevitably produce non-medical drug use at either 
the group or individual level. We can, however, point to various factors that 
are frequently associated with the phenomenon. A number of these conditions 
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(social, psychological, political, economic, philosophical, etc., in nature) 
can be seen to be frequently and intimately associated with non-medical drug 
use. They may or may not have an underlying role in producing it or in 
increasing the probability of it occurring. 


The term motive refers, generally, to that which induces an individual 
to act. While motive may be held in common by members of a group or 
social category, a discussion of motivation must take account of the idiosyn- 
cratic. It is never possible to be certain that we can accurately describe, let 
alone fully comprehend and understand, the motivation of another person. 
Data about an individual’s motives can be gathered from his own statements 
about the reasons for his conduct, as collected in interviews and question- 
naires. Data can also be gathered by means of various projective tests which 
seek to probe beneath the level of consciousness. Data concerning motivation 
can be taken from the interpretations of those who observe or analyse 
behaviour. But there is never an ultimate check on the validity of the data. 
The individual reporting his motives may or may not want to divulge the 
most important ones and may or may not truly understand himself. 


Even were it possible to fully understand and explain the use of some 
drug by an individual or group in some community in a particular year, we 
would not be in a position to posit universally applicable generalizations 
about the use of that drug. The context of drug use necessarily varies from 
person to person, place to place and through time. The use of heroin, for 
instance, has often been associated with the ghetto conditions of ethnic 
minorities in the United States, but heroin use in Canada and England is 
not as frequently related to these conditions. A few years ago an explanation 
of marijuana use would stress the religious and philosophical quest associated 
with its use by some cannabis smokers, while a contemporary description 
might well give only passing reference to these searchings. 


NECESSARY CONDITIONS 


While we cannot accurately point to the specific causes of non-medical 
drug use, we can indicate certain conditions which must be present for the 
phenomenon to occur. For example, the availability of heroin and the pres- 
ence of a population of heroin users in a community are almost always pre- 
conditions for the spread of the use of this drug. Needless to say, an inter- 
est in the drug or a willingness to experiment with it may be present without 
the drug or users, but this interest per se cannot lead to use. However, 
availability alone does not necessarily produce use. Thus, availability is a 
necessary but not sufficient condition for increased use of a drug. 


Supply often precedes demand. For example, when new drugs are 
introduced for research purposes or appear on the market for the first 
time, there may be a considerable timelag before an interest in the drug 
is generated. To a large extent this interest appears to be fostered by word 
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of mouth or example. As knowledge of the existence of the drug spreads, 
some individuals become curious about its effects or otherwise interested in 
using it themselves. They may then either deliberately seek a supply or wait 
for an opportunity to fortuitously arise. Historically the commercial pro- 
duction, advertising and marketing for medical purposes of opiates, bar- 
biturates, LSD, amphetamines and a number of other drugs played a role 
in generating an interest that eventually led to their widespread non-medical 
use. In turn, information about non-medical use spread, creating new 
curiosity and interest and fostering new demand. Once this availability- 
interest chain of individual and social factors is established, the prevention 
of continued or expanded use of a drug is extraordinarily difficult. 


MACRO-SOCIAL CONDITIONS 


There have been many suggestions that social conditions such as poverty, 
ghetto or slum residence, unemployment or frustrating, dull and repetitious 
work, and minority or ethnic group status are among the important factors 
underlying the non-medical use of certain drugs. These conditions, for ex- 
ample, have often been found to be associated with the use of alcohol and 
the opiate narcotics. A number of scholars have hypothesized that the 
war in Vietnam fostered an alienation among many young people that, 
in turn, provided fertile soil for the spread of the use of cannabis and LSD. 
Alienation from what is perceived to be an overly bureaucratized society 
that seems to offer little scope for emotion and feeling has also been noted. 


Keniston and Roszak in the United States, and Zijderveld and Crook in 
Canada, have made notable contributions to relating broad, macro-social 
forces to the non-medical use of drugs. Keniston deals with drug use as part 
of a pattern of passive responses to the alienation experienced by university 
students.18§ Roszak sees drug use developing as part of an evolving counter 
culture that rejects the contemporary “technocratic society”.?*! Zijderveld, in 
a similar manner, treats drug use as an aspect of some persons’ rejection 
of our presently “abstract society’.4** Crook, in a paper prepared for the 
Commission, stresses the failure of the major social institutions to provide 
situations and opportunities for meaningful and satisfying social participation 
by the young.*® 

None of these approaches find the source of drug use in the traditional 
social and individual problems of economic deprivation or minority status. 
Rather they stress the psychological problems of the well-to-do and socially 
privileged who cannot find satisfaction or meaning in the relatively affluent 
life offered them by their parents. 


Keniston was one of the first writers to deal with broad social conditions 
as background causes of student drug use, relating them to alienation, counter 
culture and, eventually, the non-medical use of drugs.1®’. 18° The causes he 
notes vary depending on the level-of-use being discussed. Occasional users 
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(“tasters” or “seekers”) are said to be motivated by a variety of factors, 
including their intellectual orientation, the high value accorded by them to 
the search for truth, and their privileged social background. He argues that 
the pressure of sophisticated academic institutions, insofar as they attach 
priority to conventional success goals like high marks and scholarships, is an 
additional stimulus to the creation of a counter culture. The occasional users 
may give a higher priority to values such as expressiveness and immediate 
experience than to the conventional success goals. In contrast, Keniston sees 
the heavy user (“the head”) as highly alienated to the point of rejecting 
many fundamental American values, such as material success, far more than 
does the occasional user. The latter, he suggests, has merely rearranged his 
priorities. Keniston also refers to the activists who believe in the traditional 
values of justice and equality and realize them in actuality. However, he feels 
that the activist alternative became increasingly inappropriate for white 
alienated college students with declining opportunities for their participation 
in the civil rights movement and their conclusion that the war on poverty 
was a false promise. Hence, the probability of turning to the passive drug 
alternative increased.1** The heavy user is said to feel estranged from others 
and from his own experience. Drug use in a counter cultural context, then, 
provides him with an alternative to facing certain pressures, and may even 
give him a feeling of union with others from whom he would otherwise feel 
estranged. Keniston also argues that students with psychological problems 
are more likely to turn to heavy drug use than better adjusted students at 
times of depression or anxiety, although he does not suggest that this accounts 
for a significant amount of student drug consumption.'** 


Roszak emphasizes the technocratic nature of society as the source of 
alienation.®*? He suggests that the quality of contemporary life is woefully 
deficient in terms of subjective satisfactions, and neither economic accomplish- 
ments nor equality can substitute for these dissatisfactions. He describes con- 
temporary social conflict as occurring between generations rather than classes, 
and the response is the making of a new culture rather than a new class or 
political movement. Sensuality, immediacy, emotion and mysticism are valued 
in the counter culture. Drug use, if not actually conducive to these values, is 
certainly compatible with them and, hence, encouraged. 


Drug use, according to Zijderveld, is part of a protest against an abstract 
society with its emphasis on objectivity, rationality and routine, and its refusal 
to allow people to live as complete beings with human emotions, beliefs and 
needs.*** Three “ideal-types” of protest are posited: ‘“‘gnostic” (in which drug 
use is prominent), “anarchist” and “activist”. The gnostic response involves 
the rejection of western rationality and a withdrawal into subjective experience 
which, in a consumption-minded society, can be precipitated with least effort 
by the use of drugs. A deeper absolute sense of reality is sought, which can- 
not be obtained with the plodding scientific method of the abstract society. 
Drug use is also part of the anarchistic response, but, in this case, it is not 
intended for consciousness expansion but, rather, symbolizes rejection of the 
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establishment and an attempt to return to a more natural, individual and 
less routinized style of life. 


Crook sees young people rejecting a society which they perceive as 
devoid of human concerns and dominated by a bureaucratic social system.®® 
He also emphasizes a more traditional conflict of generations. He suggests 
that many young people feel that they are being denied opportunities for 
a meaningful participation in their society. He argues that these are feelings 
which they share with the poor but that they feel this denial much more 
strongly than do the members of the lower social classes and have more 
opportunities to rebel. Crook also notes that in industrial societies such as 
Canada there is a tendency for childhood to be shortened but for adolescence 
to be prolonged. The young child, he suggests, may be indulged, but high 
standards and expectations are set for the adolescent who is also expected 
to have learned to postpone immediate gratification for later rewards. In 
Crook’s view many parents who grew up during the Depression attempt 
to live vicariously through their children, and this further heightens the de- 
mands that are made on the adolescent. These factors collectively increase 
the probability of conflict between the members of different generations. 
He argues that a number of these problems are particularly acute in Canada. 
Many Canadian parents are themselves alienated due to the rather recent 
shift of this country from a predominantly rural to an urban, industrialized 
culture—a shift to which many parents have not wholly adapted themselves. 
Moreover, the potential for conflict between generations is enhanced because 
many of these parents hold values that are anachronistic and inappropriate 
to the urban setting in which their children are growing up. 


According to Crook, young people today must submit themselves to a 
dehumanizing system of education without the compensation of being as- 
sured of security, let alone “happiness”, when their studies are over. Their 
parents, raised during the Depression, had even less security, but they 
could not even imagine escaping the “system”. Also, thanks to a longer 
period of education and their extensive consumption of television, the young 
of today are far more aware of problems of the world than were their 
parents. 


The result, according to this theory, is a rejection of the bureaucratized, 
industrialized society, including its rationalism. To a great extent, this re- 
jection of the conventional western intellectual approach to life also includes 
the rejection of political ideology and political activism. Repudiation of a 
political activist response, then, leaves only retreatist modes, such as drug 
use, ‘hippie’ styles of life, and experiments with other life styles like com- 
munes. 


Many of the same aspects of the counter culture are described in an- 
other, but somewhat different, position. Marijuana use is seen as related to 
adherence to a “hang-loose ethic”, a positively valued alternative set of values, 
goals, beliefs, norms and attitudes, held by certain young people.?°° The 
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hang-loose ethic emphasizes irreverence for the dominant institutions of 
church and state (marriage, pre-marital chastity, and wealth, for example) 
and expresses a lack of faith in the competence of the government, schools 
and parents to fulfil their functions. 


Several authors focus on the positive attractiveness of drugs, without 
reference to any of the “problems” which are often said to trigger drug use. 
For example, Fort explains drug use as a learned behaviour of persons who 
have accepted the high value placed on pleasure in their society.1*7 The 
user is not necessarily responding to problems and need not have more 
problems than non-users. Rather, he is following a well entrenched mode 
of finding satisfaction. 


The theory of alienation has, on occasion, been tested empirically; 
there are methods of finding out and measuring the degree to which a person 
feels alienated or estranged from, or unable to act in response to, existing 
social institutions. Replication of studies conducted with these instruments 
some years ago could throw needed light on the discussion that is now taking 
place about the changing character of the youthful drug-using population. 


These broad theories, of which the work of Keniston, Zijderveld, Roszak, 
Crook and Fort are examples, have more to say about the use of mild and 
strong hallucinogens (even their heavy use) than about the use of ‘speed’ 
and the opiate narcotics. A detailed analysis of the factors involved in the 
use of these latter drugs will follow and may help us provide some specific 
insight into the dynamics involved in the use of some of those drugs that 
have a considerable potential for harm. We will also discuss studies im- 
mediately pertinent to the factors associated with and motivations involved 
in the use of strong hallucinogens. 


DRUGS OF CONCERN 


Alcohol, tobacco, the barbiturates, tranquilizers, and cannabis cer- 
tainly account for more than ninety per cent of all Canadian psychotropic 
drug use, and the Commission has at many times examined the factors 
that account for their use. In its deliberations and recommendations it has 
carefully considered these underlying dynamics, as well as the data available 
on the extent of use and the effects of these drugs. Yet we do not think, at 
this stage, that the Canadian public needs detailed analysis of the factors 
and motivations leading specifically to the use of these substances. They may 
be drugs of concern in the sense that we are justifiably overwhelmed by our 
understanding of the quantities consumed, the fact that they are, in some 
cases, capable of producing dependence, and the number of persons in- 
volved in their use (from all age groups and social strata); but the desire 
for an understanding of cause focuses on three categories of non-medical 
use which appear particularly threatening: namely, the opiate narcotics, the 
amphetamines and the strong hallucinogens. Hence we will focus our analysis 


784 


D.2 Opiate Narcotics 


of factors and motivations on these three drug categories of greatest im- 
mediate concern. Those who are concerned with the etiological dynamics of 
other types of drug use may turn to the bibliography for references in these 
areas. 


There was a time, some three or four years ago, when it would have 
been legitimate to try to state the reasons behind the use of a particular 
drug. Indeed, although the majority of us used at least alcohol (often in 
combination with one or more other drugs), the upsurge in the use of 
cannabis, for instance, was such a major cause of concern during a certain 
period that it appeared to need specific explanation. The alienation and 
counter-culture theories discussed above were given impetus by this concern 
about cannabis use. However, a drug-by-drug analysis has become less use- 
ful as time goes on, and it is obvious that a wide variety or combination of 
products is used by many of us, and that multiple drug use is, indeed, the 
most common pattern of use (see Appendix C.4 Patterns of Use, “Patterns of 
Multiple Drug Use”). Yet, the opiate narcotics, strong hallucinogens and 
amphetamines (especially the intravenous use of the latter) lend themselves 
to a specific. analysis of the motivations and factors involved in first and con- 
tinued use, and, because of their relative potential for harm, they will be 
discussed separately below. 


Whenever possible, psychological and psychiatric theories will be re- 
viewed under “individual factors”, whereas macro-social and group conditions 
that are felt to lead to the use of a particular drug will be analysed under 
“social factors”. However, in order to understand the realities of drug use, 
it must be noted that this distinction is an arbitrary one for purposes of 
analysis. It is both difficult and, on occasion, misleading to separate indi- 
vidual from social factors as they are inextricably linked in any comprehensive 
explanation of the causative dynamics regarding the non-medical use of 
drugs. 


D.2,> OPIATE NARCOTICS 


The opiate narcotic drugs include opium, its active alkaloids and 
derivatives, and related synthetic compounds. In the following discussion 
attention is directed primarily to that population of users defined by the 
Bureau of Dangerous Drugs as “habitual illicit narcotic drug users”. While 
other opiates are occasionally used (for example, opium, codeine, propoxy- 
phene and morphine), of the more potent opiate narcotics heroin is the most 
commonly used for non-medical purposes. Similarly, although other popula- 
tions are known to use opiates illicitly (for example, members of the medical 
and para-medical professions), “habitual illicit narcotic drug users” account 
for most of the dependent users of this class of drugs in Canada. 


While most theories of opiate narcotics use are concerned with the 
problem of “addiction”, it is important to realize that the causes of initial use 
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of heroin may be different from those related to continued or dependent use. 
In Appendix C.4 Patterns of Use, we review the process whereby persons 
come to use drugs, including heroin, for the first time and on an experimental 
basis. Beyond the social dynamics of this initiation process, there are several 
additional factors which various theorists have presented as responsible for 
beginning heroin use. 


Two important factors in this regard are availability and association with 
those who are already using the drug. While it is true that demand for a drug 
increases its availability, it is apparent that access to, and use of, opiate 
narcotics is greatest at those times when, and in those communities or situa- 
tions where, it is most readily available. For example, American epidemiolog- 
ical research has consistently found the highest rates of heroin use in urban 
ghettos in which there is easy access to the drug. For similar reasons, the 
rates of opiate use are inordinately high among members of the health-related 
professions and among American servicemen in South East Asia.?37 267. 345 Tn 
both of these latter cases opiate narcotic drugs are readily available at little 
or no cost. Furthermore, it is noteworthy that the extremely high incidence 
of opiate use and dependence in North America during the late 19th and 
early 20th centuries was primarily due to the virtually unrestrained com- 
mercial and pharmaceutical production, distribution and promotion of these 
drugs.” Availability, as a factor in explaining why persons in some groups 
are more likely to use opiate narcotics than persons in other groups can, thus, 
be considered in terms of Cloward and Ohlin’s concept of the “differential 
distribution of illegitimate opportunities”.8* It should be noted, however, that 
availability is a necessary but not a sufficient condition for either initial or 
dependent use, as many of those who are exposed to illicit opiates do not 
take the opportunity to use them. 


Many studies have found that initial use of heroin almost always occurs 
in a peer group setting involving a person or persons—almost always 
friends—who are already using the drug.?7. 79 121, 129, 171, 274, 310, 365 While it 
is not clear to what extent “peer group pressure” is involved in this initiation, 
it appears that heroin-using friends play an important role in arousing and 
satisfying a non-user’s curiosity about the drug, in explaining its effects in 


favourable terms and in instructing them in the techniques of administra- 
tion.7®: 121, 276, 333, 365 


The role of friends in introducing non-users to the use of opiates is 
further described in de Alarcon’s study of the diffusion of heroin use in 
Crawley, an English new town close to London, in the mid-1960s.1% 
De Alarcon identified three stages in the process whereby heroin use spread 
in Crawley. First he identified three Crawley residents who, between 1962 
and 1965 experimented with heroin, and in some cases became dependent on 
it while living elsewhere. Second, two individuals, one from the first group and 
one from outside Crawley, introduced seven Crawley residents to the drug 
during 1965 and early 1966. From these sources, use spread to a further 38 
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Crawley young people during 1966 and 1967. De Alarcon identified a further 
eight users in Crawley who began using heroin during 1966 or 1967, who 
could not be shown to have been introduced from this network. In summary 
de Alarcon states: 


...it appears that heroin abuse was introduced to Crawley by local boys 
who had acquired the habit whilst visiting or living in another town. They 
then spread the habit among their peers. In every case between the initiators 
and the initiated there had been a long-standing or current link of common 
chool and neighbourhood, or common haunts of amusement.™ 


De Alarcon’s findings about the stages of the diffusion of heroin use 
in a community have been confirmed in a replicatory study conducted in 
a Detroit suburb in early 1970.7! It appears, then, that the kind of friends 
an individual has is an important determinant of his eventual decision about 
whether or not to try heroin.’“! Unfortunately, the factors which determine 
self-selection of and admission to various friendship-groups have not been 
adequately explored.1”® It is clear, however, that heroin use is often only 
part of a complex of delinquent activities and attitudes. 


Continued use of opiates depends on both continued availability and, 
usually, continuing peer group reinforcement of use. The supposed euphoric 
effects of heroin have also been posited as a factor in the continuing use 
of this drug, although its role in the maintenance of use and dependence 
is a matter of some dispute.111. 175. 224, 4093 P)ouble-blind studies of the sub- 
jective effects of opiates have found very few subjects who report feelings 
of euphoria after initial use.?!*. °87 Euphoria may be, to some extent, a 
conditioned or learned response to opiate use rather than a universal psycho- 
pharmacological effect of the drug. 


Continued use of opiate narcotics, at frequent intervals over a varying 
period of time, will almost invariably result in physical dependence on the 
drug. The concept of “dependence” (or “addiction’’) is more fully developed 
in Appendix A.1 Introduction and A.2 Opiate Narcotics and Their Effects, 
but, at this point, it is important to note that dependence on opiate narcotics 
is operationally defined in terms of the “withdrawal symptoms” that result 
from a termination of opiate narcotic administration. Lindesmith has argued 
that becoming an addict is dependent on the user learning to recognize 
these withdrawal symptoms (which are subject to various interpretations) 
as a consequence of a lack of opiates in his body, and consciously deciding 
to alleviate his condition by re-administering the drug and, thereby, avoiding 
further withdrawal distress.224 The specific dynamics of this process, and 
its physical, psychological and social consequences, are also reviewed in 
some detail in Appendix C Extent and Patterns of Drug Use. 


Theories concerned with the causes of dependence on opiate narcotics 
can generally be divided into two schools of thought: those that deal with 
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individual characteristics of the user (be these biological or psychological), 
and those that direct their attention to social or social-psychological factors 
that increase the likelihood of dependence on these drugs. 


INDIVIDUAL FACTORS 


Some theorists have suggested that certain individuals are genetically 
or metabolically predisposed to opiate dependence. Research with animals 
has found that a “liability to morphine addiction can be bred in rats’,27® 
and that rhesus monkeys display individual differences in their desire to 
self-administer morphine.*? Dole and Nyswander theorize that some persons 
are neurologically susceptible to the use of opiate narcotics and that it is 
these persons who are most at risk to dependence on heroin or other opium- 
related drugs.''? Dole also suggests that the sustained use of opiates may 
produce a permanent “hunger” for opiate narcotic drugs. Based on ex- 
perimental studies with animals, he has stated that, 


Months after withdrawal of narcotic drugs, previously addicted animals 
will show a drive to ingestion of nacotic drugs. If human beings are similar 
to rats in their pharmacological response to narcotic drugs—as seems likely— 
then exposure to narcotic drugs in humans also leaves a pharmacological 
residue ... My opinion is that a heavy exposure to heroin induces... meta- 
bolic changes.”° 


Most individual-factor theories of opiate dependence are psychiatric or 
psychoanalytic in origin, and rest on the assumption that persons who become 
dependent suffer from some psychological or personality malfunction or 
inadequacy. The psychoanalytic theories of addiction originated with Freud’s 
suggestion in 1897 that drug dependence was a substitute for sexuality.1! 
This theme was adopted and further developed by numerous other psycho- 
analysts and psychiatrically oriented writers.*°” 41° We will not attempt to 
survey this extensive literature, which is reviewed elsewhere, but only men- 
tion a few of the more important contributions.'!: %’. 327. 422 Briefly these 
include notions of oral fixation,?°* an “archaic oral longing”,/** and regres- 
sion from genital sexuality to infantile or more primitive stages of develop- 
ment.!74. 41° The role of depression has been noted as an immediate precipi- 
tating factor,°°> and the difficulties of dealing with sex and aggressive drives, 
in adolescence particularly, have also been cited as more immediate precipi- 
tating circumstances.**° While a fair amount of evidence has been amassed 
to support some of these theories, most of this, in our view, does not stand 
up to critical assessment. 


Among the common clinical diagnoses noted are those that conceive 
of addicts as psychopathically predisposed,'** 19° 292 psychoneuoritic,!*?: 
123, 195, 196, 292 neychotic with latent schizoid tendencies,!*?.,1°° immature,1® 7. 


99,194 or having an inebriate®. 196. 292 or inadequate personality.1% 246. 268, 
286, 293 


788 


D.2 Opiate Narcotics 


Unfortunately, most of the studies from which these psychopathological 
diagnoses derive are the result of clinical observations which have not been 
empirically tested, thus, limiting our confidence in their conclusions. Jamison, 
in reviewing the problems associated with this type of theorization, has noted 
four major types of “imperfections in design”.1"® The first problem is that 
clinical evaluations of addicts are conducted on an ex post facto basis, after 
they have been dependent for a period of time, thus making it extremely diffi- 
cult, if not impossible, to determine whether a personality maladjustment was 
a cause of opiate dependence or an effect of this dependence and its associated 
life style. Related to this is the problem of attributing causative value to a 
diagnosed psychopathic condition which may very well have been a post- 
dependence consequence of extensive hospitalization or incarceration. Hill 
and associates, for example, found that institutionalized addicts were, on the 
average, more psychopathic (as measured by the MMPI test) than members 
of the non-dependent, general population, but were no more psychopathic 
than institutionalized alcoholics or prison inmates.1® A third problem is that 
“the pre-established expectations of the interviewing psychiatrists ... bring 
into the evaluation a ‘set’ or complex of stereotypic notions which are likely 
to bias the results in a predictable direction”—-particularly since there have 
been no controlled studies in which the clinical investigator is unaware of 
whether or not his patients are dependent on opiates.17® And finally, the 
almost universal lack of standardized, objective measures, the use of vague 
diagnostic categories to describe psychological conditions (for example, “‘in- 
adequate personality” or “inebriate personality”), and the lack of operational 
definitions of the explanatory concepts (which, in fact, in many cases cannot 
be objectively defined or operationalized) has made it difficult, if not impos- 
sible, to replicate these studies or compare their results. 


While these methodological problems render it impossible to evaluate 
the reliability or validity of investigations of this type, it is useful to briefly 
review some of the more widely accepted theories since they represent im- 
portant hypotheses about the causes of opiate dependence which, in some 
cases, warrant more sophisticated research in the future. 


One type of theory sees opiate dependence as an escapist or retreatist 
response to psychologically stressful situations. It is suggested that persons 
anticipating failure may resort to opiate narcotic use as a means of coping 
with this situation, and then use their dependence to rationalize their inabiilty 
to succeed in a legitimate career, thus preserving their self-esteem.”". 1°%. #*. 
812, 347 Others maintain that heroin dependents are unable or unwilling to 
confront the prospect of maturation and, consequently, have escaped into 
addiction as a means of delaying this process.1® 77: 194. 415 And finally, a third 
theoretical position suggests that adolescents who are unable to assume 
socially prescribed sex roles may use heroin to escape from the psychological 
and social difficulties that this situation produces.” 19%, 17, $07 


Another psychologically oriented approach to the causes of dependence 
sees addicts as persons who use opiates either to suppress their inner feelings 
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of hostility or rage,!® 444 or to relieve their frustrations for which they are 
presumed to have a low level of tolerance.1**. 24° Somewhat related are other 
theories which conceive of heroin dependence as one manifestation of an 
antisocial psychopathology. Addicts are viewed as being resentful of both 
authority figures and society generally, and as using heroin as a rebellious 
or defiant response to this resentment.!®: 761, 263 


The “inadequate personality” theories suggest that opiate narcotic de- 
pendents have a weak, unstable, passive or underdeveloped personality 
structure, and that heroin serves a compensatory function in regard to these 
inadequacies.1*®. 746, 263, 286, 293 Unfortunately, however, “inadequacy” is 
rarely defined with a sufficient degree of precision to permit a useful com- 
parison of these studies, and, as with most clinical research, most of these 
diagnoses are based on psychiatric interviews without benefit of control groups 
or objective methods of evaluation. 


Generally speaking, these theories suggest that a diverse range of 
psychological variables may be responsible for dependence on opiates. 
Several of the authors of these theories have proposed that there is a 
dependence- or “addiction-prone” personality type. However, two carefully 
conducted Canadian studies indicate that heroin users cannot be charac- 
terized as having an addiction-prone personality insofar as they do not differ 
significantly from non-users who share similar social and criminal histories. 
In a study of dependent and non-dependent prisoners in British Columbia, 
Stevenson and his associates found that although heroin users may have 
been slightly less stable, objective and purposeful than other prisoners, their 
personality traits resemble those of non-using prisoners more than they 
differed from them.*®° They found few actual psychiatric disorders among 
the heroin dependent prisoners and concluded that the “tendency to classify 
addicts in various psychiatric categories is, in our opinion, unwarranted. 
Addicts are basically ordinary people...”. 


Gendreau and Gendreau,'*? in an attempt to provide a methodologically 
sophisticated answer to the question of whether or not there is an addiction- 
prone personality, carefully compared Canadian heroin dependents with a 
control group matched for age, intelligence, socio-economic background, 
criminal experience and opportunity for drug use, and found that the two 
groups did not significantly differ on the twelve personality scales of the 
MMPI. This result led them to reject the concept of an addiction-prone 
personality and to suspect that improper sampling and matching techniques 
were responsible for any differences that emerged in earlier studies. Nys- 
wander, reviewing all efforts to discover a personality type predisposed to 
opiate use, concluded that dependence may exist within any type of psychic 
organization.”** It seems, therefore, that the attempts to identify the addic- 
tion-prone personality have met with no more success than those directed 
toward finding the “alcoholic personality’’.*4 
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SOCIAL FACTORS 


Several Canadian studies have attempted to determine those social and 
social-psychological characteristics that differentiate heroin dependents from 
non-dependents. The Stevenson study discovered no differences between 
heroin-using and non-using prisoners when they were compared on such 
variables as their childhood and family life, their sexual history and behaviour 
(with the exception of female heroin users who were more likely to be 
prostitutes) or their cultural attitudes and beliefs.*®° They had similar atti- 
tudes to religion and superstitious ideas, and shared a delinquent orientation 
to crime, prison and the police. In a closely related study, these same investi- 
gators found that the sole variable that distinguished addicts from their non- 
dependent siblings was a friendly, close and continuous relationship with 
opiate-using delinquents.?® 


In another British Columbia study, Murphy found no differences between 
matched dependent delinquents and non-dependent non-delinquents on such 
factors as ethnic background, religious affiliation, fathers’ or mothers’ educa- 
tion, absence of the father from the family, whether or not their mothers 
worked, or their vocational or educational ambitions.27> A more extensive 
discussion of social characteristics of heroin users is presented in Appendix 
C.3 Characteristics of Users. 


With a few exceptions, sociological investigation of the causes of opiate 
dependence did not occur until the 1950s. One of the earliest theories 
focussed on the frustration of the black male in the urban ghettos of the 
United States.12° A later version, along similar theoretical lines, saw black 
drug use and dependence as an inward turning of rage, which could not be 
directed to what was said to be its proper source—the privileged whites.1°° 
The effect of race, through its association with reduced economic opportunity, 
is seen also in an explanation of heroin dependence among Puerto Ricans 
in New York.?° 


Several researchers, employing a revised concept of ‘anomie’ (a dis- 
crepancy between a society’s cultural goals, such as material success, and the 
socially prescribed means of achieving those goals), have shifted the emphasis 
from race to class.*®. 8°. 262 Merton was the first to specifically view drug use 
and dependence as a “retreatist” adaptation to an anomic society.*®? For 
Merton, the American social structure tends to restrict the legitimate oppor- 
tunities to attain cultural success goals to members of the middle and upper 
classes. He argues that those in the lower classes who are unable or unwilling 
to employ illegitimate means (for example, criminal enterprise) to obtain 
these same material ends may renounce both the prescribed goals and means, 
and “retreat” or escape from the personal frustrations imposed by this situa- 
tion through alcoholism, mental illness, career vagrancy or opiate dependence. 
A development of this theory by Cloward and Ohlin allows for several means 
of reaching this retreatist response.®*. 6 An individual may have a too deeply 
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entrenched moral code to indulge in criminal activities, or he may lack the 
necessary capabilities or references and introductions to join a successful 
criminal gang, or he may simply have been inept in his early criminal exploits. 
Drug use may then be viewed as a response to “double failure’—in both the 
legitimate and the illegitimate worlds. 


These anomie-type explanations have been generally discredited as a 
useful explanatory orientation to most cases of opiate dependence. Lindesmith 
and Gagnon point out that the distribution of opiate narcotics users over most 
of American history is contrary to that which would hold under any anomie 
theory.?2” Prior to World War I, users were disproportionately respectable, 
non-deprived, middle-class women. Regarding the double failure hypothesis, 
there is no lack of evidence that heroin users, far from failing at crime and 
abandoning it, often become persistent and successful thieves.’*: 77° In fact, 
considering the exorbitant price of heroin in the illicit market and the high 
risk of arrest, a heroin dependent must be an agile and diligent criminal 
entrepreneur simply in order to maintain his habit.*°*: °° 


Despite these reservations, a general theory of economic deprivation, in 
some form or other, has had more popular acceptance than any other theoret- 
ical approach, as well as having strong acceptance in the academic and treat- 
ment communities. The lower-class image of the opiate user portrayed in the 
media seems to be an almost universally accepted one. Even people who 
subscribe to a notion of emotional disturbance or inadequate family back- 
ground are likely to incorporate economic deprivation or low status of some 
sort into their image of the user. However, a critical examination of the 
Canadian, British and American data which can be brought to bear on the 
subject fails to support this view. 


For example, studies of both treatment and imprisoned populations of 
heroin dependents in British Columbia have found that the social class 
origins of these persons is not significantly different from that of the general 
Canadian population.'®’: 36° Similarly, British studies of opiate users report 
that the socio-economic status distribution of their parents was approximately 
that of the general population—with the exception that persons of higher 
social class origins were slightly over-represented in some samples.*>: 152. 
#66, 423 This is in direct contradiction to the economic deprivation theory. 
In the United States, opiate users and dependents come disproportionately 
from ethnic groups that are disproportionately lower class (blacks, Mexicans 
and Puerto Ricans), which would superficially support the economic depri- 
vation theory. There is no evidence, however, to suggest that, within *Aese 
groups, the worst off are most likely to become users, and there is some 
evidence to the contrary. Studies in St. Louis, Missouri,?!® Chicago,? °° and 
New York,*® 734 and among persons who had been patients at the US. 
federal treatment facility in Lexington, Kentucky,’ 286 have found that 
the social class origin of these persons does not differ significantly from that 
of the general population or, in other cases, the social class distribution of 
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specific ethnic populations involved in the study. Consequently, it appears 
that socio-economic status is not clearly or directly related to opiate de- 
pendence, and the theory of economic deprivation must thus be discarded 
as a universal explanation of dependence. 


One of the few theories to combine social-psychological and social 
factors explicitly may be found in the Road to H study by Chein and as- 
sociates.7® This theory also deals with the stages of opiate use from ex- 
perimentation through occasional and regular use or dependence. The in- 
vestigators found that basic demographic characteristics were the major de- 
terminants of exposure to heroin: young males in poor, non-white, high 
delinquency areas in New York City (where the study was conducted) were 
at the greatest risk. However, within high availability areas, users could 
be distinguished from non-users by the age they dropped out of school and 
their non-involvement in legitimate school and extracurricular activities. 
They also tended to belong to less cohesive families, were less likely to have 
someone to go to for help with personal problems (particularly a father or 
adult male), and appeared to be subjected to extremes of treatment as 
children (over-indulgence or excessive frustration). The authors of this study 
concluded that: 


... the one factor which we have found to be distinctly related to drug use 
and apparently unrelated to delinquency per se is the experience of living 
with a relatively cohesive family. The users have, on the average, been more 
deprived in this respect, than the non users.” 


Disturbed relations between children and parents and between parents have 
been cited as important factors in the background of opiate narcotic depen- 


dents by several other American and Canadian researchers as well.73: 157, 311, 
365, 380, 384 


A more recent study has confirmed many of the findings of the Road to 
H. Ahmed studied juvenile drug users from the lower socio-economic classes 
in Oakland, California, and found that they did not constitute a homogen- 
eous group.® He identified four types of juvenile users and discovered that 
drug use had a different function and meaning for each of them: 


They . .. differ in their orientation towards drug use before using [drugs] 
—in the way they were induced into its use, in their general and daily 
activities, in their conventional-unconventional orientations, in their future 
perspective, and finally in the nature of their interpersonal relationships.” 


One type of unconventionally-oriented juvenile was similar to the type de- 
scribed as a “player” in another study.®? For these adolescents, relationships 
with representatives of the conventional world were almost non-existent. They 
usually had been brought up by unconventional adults in a milieu which 
fostered unconventional standards. For them, drug use was an integral part 
of a larger complex of unconventional activities and ‘hustles’: pimping, pros- 
titution, robbery, etc. It became evident to the investigator that these adoles- 
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cents were most at risk to access to heroin-using circles and to eventually 
using, and perhaps becoming dependent on, opiate narcotics.® 


It appears that once an individual becomes physically dependent on heroin, 
his continued use of the drug may well be as much a function of certain 
social and cultural influences as it is a result of the simple desire to avoid the 
symptoms of opiate withdrawal. Involvement in a heroin-using subculture 
(which is almost obligatory for all opiate dependents except those very few 
who are independently wealthy or members of the medical and paramedical 
professions) is said to provide the individual with a positive self-image and 
identity, a sophisticated set of justifications for his activities, and an education 
in the skills and strategies required to financially maintain a ‘habit’, secure 
drugs, avoid detection and arrest, and preserve his health.®. %. 121, 309, 323, 
824, 404 Heroin use thus becomes a totally involving, subjectively meaningful, 
and self-reinforcing way of life. In this regard, Preble and Casey have 
observed that: 


Heroin use today... provides a motivation and rationale for the pursuit of 
a meaningful life, albeit a socially deviant one. The activities these individuals 
engage in and the relationships they have in the course of their quest for 
heroin are far more important than the minimal analgesic and euphoric 
effects of the small amounts of heroin available to them. If they can be said 
to be addicted, it is not so much to heroin as to the entire career of the 
heroin user. 


CONCLUSION 


The material discussed so far has shown that persons dependent on 
Opiate narcotics do not radically differ on basic dimensions of personality or 
attitudes from non-users, especially those who are delinquent. Thus it appears 
that the reasons why some persons become dependent and others do not must 
be sought elsewhere.?7® 


A combination of social circumstances and chance factors appears to be 
the best explanation of why heroin use is begun. Typically, the eventual user 
does poorly at school and loses interest in school work.14, 157, 160, 213, 314, 318, 
384, 423 He appears to have the same aspirations as the non-user, but due to a 
lack of skills is much less likely to achieve his goals.27> The fact that he often 
has greater intelligence than the non-user makes this lack of achievement 
especially frustrating.*** Because of his want of education and occupational 
experience, he is usually not able to get a satisfactory job and is frequently 
unemployed. Consequently, he is likely to spend much of his time hanging 
around the street, perhaps participating in delinquent activities, and usually 
coming into increasing contact with delinquents and heroin users. Friendships 
with the latter provide a source of supply and arouse his interest in the drug. 


Friendship with heroin users seems to be the crucial precursor to heroin 
use.°® Influence of friends and curiosity (the latter undoubtedly derived from 
the former) are the most commonly cited reasons for heroin initiation.5* 
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Males are likely to be initiated in the presence of one or more of their peers, 
whereas females more often use the drug for the first time with a lover or 
husband.11° 


Chance factors are accorded great importance by the American authority 
Alfred Lindesmith in his explanation of use in the United States.22* He argues 
that the desire to try heroin seems to be more motivated by a lack of other 
activities and gratification in other areas of life than a seeking out of a 
solution for any particular problem. The reasons given by opiate narcotics 
users for initial use are usually not very esoteric: curiosity, as generated by 
using friends and acquaintances, and a desire for new experience. These are 
essentially the same motives reported for the voluntary, non-medical use of 
any drug. 


The would-be user becomes increasingly involved with people to whom 
Opiate use is important and less involved with those in the ‘straight’ 
world,'*1: 21° although even after becoming dependent he is likely to maintain 
some kind of contact with members of conventional society.1°" If arrested for 
a criminal offence, he usually meets users in prison and often establishes 
contact with dealers. Many have reported that they first used heroin while in 
prison or jail.°*. °"" In this case, the individual gains a reputation as a user 
which facilitates his access to opiate narcotics after his release.272 Once he has 
used these drugs, there is less reluctance on the part of dealers to accept him 
as a customer. If the first prison experience comes after heroin use on the 
street, the time in prison still serves the same function of facilitating contact 
with other users and dealers.*°° | 


A new user usually takes the drug on an occasional basis for a while, 
for instance on weekends, with use being stepped up when particular crises 
or social situations encourage it. Some continue on an occasional basis for 
years before becoming regular users, and some never become dependent. 
It is not unreasonable to assume that it is at this stage, between occasional 
use and dependence, that individual personality factors are most likely to 
come into play. However, it seems that occupational circumstances and 
interpersonal relationships also account for some becoming dependent and 
others stopping or continuing at only an occasional level.*** Those lacking 
these important conventional sources of satisfaction and ways of spending 
time seem to be the ones who use more frequently, until they must use on a 
daily basis to avoid withdrawal distress. 


Opportunities for conventional involvements are determined by certain 
social and personality characteristics, but chance factors play an important 
role. Being caught and charged for a minor property offence has a large 
element of chance; most reported offences of this kind do not result in arrest 
or conviction. Living in a poor neighbourhood and being unemployed and 
frequently ‘on the street? make one more liable to investigation. And, for 
those who are caught, these same factors increase the likelihood of being 
charged, convicted and given a stiff sentence. 
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The prison experience obviously limits opportunities for involvement in 
the ‘straight’ world during incarceration and, due to the stigma of being an 
‘ex-con’, may indeed continue long after release. The prison experience, of 
course, at the same time increases contacts with the illegitimate world. Both 
of these processes are prone to make continued heroin use more likely. 


Later phases of heroin use, the cycles of attempted abstinence and 
relapse, seem to involve the same kind of circumstances. Most people de- 
pendent on heroin make a number of attempts to abstain voluntarily and, 
of course, in prison are more or less forced to abstain. Abstinence is most 
likely for the person who marries, gets a steady job, makes non-using friends, 
breaks off contact with users, and moves into a community in which heroin 
is relatively unavailable.1°. 157, 384, 391 The chances of these circumstances 
occurring, however, are affected by the individual’s background characteristics 
insofar as the person with the better school and job history is more likely to 
obtain steady and gratifying employment than the person with a less adequate 
educational and occupational history. 


This evidence suggests that a career of heroin dependence is primarily 
determined by social factors and a lack of viable and satisfying life alter- 
natives. As with other drugs, friendship patterns strongly affect the chances 
of initiation into heroin use, but after this, some users control their consump- 
tion level or stop using altogether, while others go on to daily use, dependence, 
and a life style dominated by heroin use.*** The most crucial period appears 
to occur between initiation and dependence, and although the causal role of 
psychological variables is unclear, it may be assumed that # is at this stage 
that they are most likely to have influence. Few heroin users, however, are 
seriously psychologically disturbed and, as the Stevenson study observed, 
opiate dependents are characterized more by an absence of healthy resources 
than by the presence of demonstrable pathology.?® 


D.3— AMPHETAMINES AND AMPHETAMINE-LIKE DRUGS 


This category of drugs principally includes amphetamine, methamphe- 
tamine and amphetamine-like drugs such as phenmetrazine and methyphen- 
idate. Those who use these drugs non-medically tend to fall into three 
categories. First, those who use these drugs orally, on a rather regular basis, 
in small to moderate doses, without prescription or as a result of ‘prescription 
shopping’, and usually to elevate mood or relieve fatigue or depression. 
Second, those who use these drugs orally in moderate to relatively high doses, 
on an occasional to regular basis, typically for recreational purposes. The first 
category tends to be drawn from the adult middle classes and is not usually 
associated with illicit drug experiences—most often amphetamine use will have 
begun for a medically authorized purpose. The second category is largely com- 
posed of younger people, many of whom will have had experience with other 
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illicit drugs. The third category contains a population who take amphetamine 
or methamphetamine (known in this context as ‘speed’) by intravenous in- 
jection, at high-dose levels and usually on a chronic basis (see Appendix C.2 
Extent of Use, “Amphetamines and Amphetamine-Like Drugs”). It is this 
latter category which has received the greatest amount of attention in the 
psychiatric, psychological and sociological literature and in the popular press, 
although numerically it is by far the smallest of the three categories. To a 
considerable extent, the motivational patterns and factors associated with the 
use of amphetamines and amphetamine-like drugs (hereafter referred to as 
‘amphetamines’) are similar for members of all of these categories, although 
some important differences will be noted. 


Without doubt the widespread use of these drugs has been facilitated 
by their ready availability. While both Canada and the United States have 
recently introduced tighter controls on the legal distribution of these drugs, 
during the 1950s and ’60s legitimately manufactured amphetamines were 
easily available to almost anyone who expressed an interest in obtaining them. 
Overproduction and overprescribing characterized the licit market and, for 
many oral users, the transition from medical to non-medical use was a 
function of both their introduction to the drug in a therapeutic context and 
their easy access to additional amphetamine supplies (either through ‘pres- 
cription shopping’ or diversionary channels) once an appreciation of the 
drug’s stimulating effects or a compulsive habit had evolved. Similarly, the 
development of the first intravenous speed-using communities was abetted 
by both the overproduction and lax prescribing of injectable methamphet- 
amine, and the relative ease with which methamphetamine could be illicitly 
produced.*5§ These matters are discussed in Appendix B.3 Amphetamines 
and Amphetamine-Like Drugs, “Legal Sources and Illegal Distribution”. 


The motivations for initial use of amphetamines are significantly different 
from those factors that affect the continued use of these drugs. First oral use 
of amphetamines most often occurs within a medical context, the amphet- 
amines having been obtained on prescription. Alternatively, amphetamines 
may be used initially without benefit of prescription, on the advice or at the 
suggestion of friends. In most cases this use will be of an instrumental or 
functional nature, such as facilitating the completion of arduous tasks, pro- 
viding needed energy, curbing appetite, or counteracting fatigue or depression. 
In other instances the motivation for first non-medical use of amphetamines 
is similar to the motivation for first non-medical use of most psychotropic 
substances: simple curiosity precipitated by the favourable comments of 


friends and acquaintances, and the desire for a new and euphoric experi- 
ence.144: 145, 156, 220 


The initial intravenous amphetamine experience is usually engendered 
by a more complex set of factors than those affecting first oral use. Robbins 
has suggested four possible avenues to the regular intravenous injection of 
these drugs.*!6 The first of these begins with the moderate oral consumption 
of stimulants to combat depression, fatigue or obesity. As tolerance and 
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psychological dependence develop, the user steadily increases his dosage 
until he shifts to intravenous administration. Although almost all ‘speeders’ 
have previously used amphetamines orally, it appears highly unlikely that this 
progression would occur in the absence of some involvement with intravenous 
users. As Robbins himself notes, “housewives habituated to amphetamine 
pills...do not graduate to injection because they have no contact with a 
deviant drug culture.” 31° 


A second, and more plausible, avenue suggested by Robbins involves 
the merging of oral amphetamine consumption and hallucinogenic drug use. 
As he puts it: 


A habituated user of [pep] pills [may] progress to intravenous usage if he has 
contacts within an underground drug scene (often dominated by psyche- 
delics) ....College students abusing amphetamines are more likely [than 
most oral amphetamine users] to progress from oral to intravenous abuse 
by virtue of their greater proximity to an underground drug scene.”® 


Both of these initiation routes include the notion of graduation through oral 
to intravenous use of amphetamines. While both are theoretically possible, 
only the latter has been encountered by Commission investigators'** *4° and 
has been well documented by other sources.®*: 198 


Robbins’ third avenue of entry is through the prior intravenous use of 
heroin.?1® Several American studies have noted that heroin users will occa- 
sionally inject amphetamines when opiates are unobtainable, too costly or 
“too likely to invite prosecution’’.1*® 198 308 Heroin users may also use 
amphetamines to facilitate their criminal ‘hustles’ or to avoid the risk of 
opiate dependence through the rotation of heroin and methamphetamine, or by 
switching to the exclusive use of speed.7?. 126. 3°8 Commission researchers 
and other Canadian investigators have discovered only a few speeders with 
a prior history of heroin use or dependence, and these were mainly Americans 
who could not secure opiate supplies in Canada. Involvement with opiates, 
when it does occur, has generally been found to follow rather than precede 
the intravenous use of amphetamines.®*: 741, 287, 288 


Robbins’ final intravenous amphetamine initiation route is through the 
prior use of hallucinogenic drugs.*!® This is the pattern that has been most 
often observed in Canada. Robbins, Pittel and Hofer, and several other re- 
searchers, suggest that compulsive methamphetamine users are primarily 
recruited from among those persons who have been depressed, disillusioned, 
or disoriented by their use of hallucinogens.**1, 2%. 316, 346 Sneed use, then, 
since it provides sensations of enhanced self-assurance and competence, is 
seen as a reaction to repeatedly unpleasant hallucinogen experiences. As 
Pittel and Hofer describe this transition: 


... psychedelic drugs [are used]...to compensate for certain long-standing 
impairments in ego functioning ... [These] psychedelic drug experiences lead 
to further impairment of ego functions and to an even greater inability to 
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resolve psychological problems....It is at this point that the transition to 
amphetamines may occur. 

The typical rationalization for this transition is that amphetamines 
provide needed energy and motivation for constructive problem-solving... . 
Other desired effects of amphetamines are their ability to counteract increas- 
ing anxiety and depression and the sense of pervasive emptiness that results 
from continued failure to deal with persisting or exacerbated personal prob- 
lems.” 


Nearly all Canadian intravenous amphetamine users studied by the Com- 
mission had a history of previous hallucinogen consumption and many of 
them claim to have been depressed when they initially injected ampheta- 
mine.'*° A psychiatric study of seven female speeders in Toronto concluded 
that “the compulsive use of speed in all cases was preceded by a depressive 
state ...”.?°! Another Toronto study described these drug users as “usually 
chronically depressed”,?"* and the authors of a third Toronto study state that 
“there is no doubt that a very high percentage (perhaps 75 per cent) of the 
amphetamine users were depressed.”’?° 


Depression has often been cited as a precipitating factor in both the 
initial and continued non-medical oral—and intravenous—use of amphet- 
amines. However, the sources of the depression have not yet been ascertained. 
Housewives, particularly, have often been reported to have used amphetam- 
ines, sometimes to the point of habituation, in order to counteract feelings 
of depression.14® 151,189, 199 Pepression also plays an important intervening 
role in the ‘speed cycle’ which typifies patterns of intravenous methamphetam- 
ine use. 


There have been several important studies of the relationship between 
psychological problems and the use of amphetamines. As with alcohol and 
the opiate narcotics, it has been suggested that there is a particular type of 
personality that is predisposed to the use of these drugs. However, before 
reviewing the information pertaining to this hypothesis, it is crucial to note, 
once again, that the relevant data are primarily based on clinical studies 
(involving unrepresentative samples and without control groups or objective 
measures) and surveys of volunteer respondents whose social and psychological 
characteristics may or may not resemble those of the total amphetamine- 
using population. Furthermore, these studies are often based on populations 
institutionalized in hospitals or jails and, consequently, are likely to reflect 
the more extreme elements of whatever using group is being considered. 
Finally, in almost all cases, it is uncertain whether diagnosed psychological 
disorders have preceded the use of amphetamines (and, therefore, may be 
causally linked to their use), or follow the use of these drugs (thus indicating 
the possibility of a psychopharmacological effect or the influence of life 
in a speed-using community). 

Beamish and Kiloh described a series of oral amphetamine-using adult 
patients who showed evidence of psychopathic personality and had a high 
incidence of use of other drugs.*! Furthermore, these patients had displayed 
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symptoms of abnormal personality prior to their use of amphetamines. 
Studies by Bell and Trethowan and Hampton also report the existence of 
underlying personality disorders among oral users of amphetamines, ranging 
from neurotic or prepsychotic traits to paranoid schizophrenia, psychopathic 
personality and manic-depression.** ** 151 However, in Hampton’s study 
no specific psychological disorder or complex of disorders seemed to con- 
sistently characterize amphetamine users.1°' Cockett and Marks found that 
among a group of young English offenders, the amphetamine users scored 
significantly higher on personality tests measuring hostility, guilt and self- 
punitive attitudes than non-amphetamine users from similar backgrounds.*? 


Hekimian and Gershon studied the psychiatric characteristics of 112 
randomly selected non-medical drug users admitted to New York’s Bellevue 
Hospital in 1967.45° Of the 22 oral or intravenous amphetamine users, nine 
were diagnosed prior to their initial use of amphetamines as suffering from 
schizophrenia, six displayed neurotic patterns and four were described as 
sociopathic. These patients, however, likely represent only the more extreme 
types of amphetamine users as their mean duration of use was 3.4 years, 
their mean daily dose was 780 milligrams, and all ‘were psychotic, in a 
toxic condition, or came for drug withdrawal” when admitted to the hospital. 
Levine, et al. interviewed a non-random, volunteer sample of 218 speed 
users in Toronto in 1971.22° Only 19 per cent were found to be free of psy- 
chiatric disturbance. Eleven per cent displayed psychotic symptoms and 
between one-third and one-half of the sample showed evidence of personality 
disorders. The authors identified four basic themes in the lives of their 
subjects: unhappiness, as manifested in feelings of depression, existential 
dissatisfaction and anxiety; escapism (via drugs) from the unpleasant reality 
of their lives; communality, an ethos of sharing and antimaterialism which 
appeared to be related to their need for company, and social disintegration, 
as evidenced by their disproportionately high rates of broken or unstable 
homes, parental drug use and crimino-legal involvement as well as poor 
academic and occupational records. As with most other studies of the psy- 
chological characteristics of drug users, however, it is impossible to determine 
whether the diagnosed psychiatric disorders were either a cause or effect of 
the use of amphetamines. 


Connell, based on his clinical investigations of English amphetamine 
users and extensive reviews of other studies, has stated that, “persons likely 
to become amphetamine addicts cannot easily be distinguished from those 
who are not’’,®® and, 


although both adult and adolescent drug addicts are likely to be unstable 
personalities before taking the drug it is by no means certain that indi- 
viduals with normal previous personalities are free from the risk of becom- 
ing addicted to amphetamines or other drugs.” 


However, Levine and his associates, on the basis of their study of Toronto 
speeders, conclude that “it appears that those youngsters who are attracted 
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to these dangerous chemicals [i.e., amphetamines], as opposed to a drug such 
as cannabis, are emotionally vulnerable a priori.”?*° It seems then, as is the 
case with alcohol and the opiate narcotics, that there is conflicting evidence 
regarding the hypothesis that a particular personality structure predisposes 
certain individuals to either occasional or compulsive use of amphetamines. 
The possibility, however, remains, and warrants further investigation. 


Social and social-psychological factors have also been considered as 
contributing causes to the use of amphetamines, particularly intravenous speed 
use. One theory holds that amphetamines are chosen over other drugs (notably 
the hallucinogens) in accordance with the broad values and goals of the user’s 
social class.1°1, 357. 421 Briefly, it is argued that the typical speed user is of 
working-class origin and prefers amphetamines to other drugs for their imme- 
diately pleasurable physical effects. The middle-class young person, by con- 
trast, seeks greater self-understanding and other insights over idle pleasure. 
His drug use, then, is motivated by and consistent with the values with which 
he has been brought up—self-improvement and the pursuit of knowledge. 
Unfortunately, however, this working-class choice hypothesis appears never 
to have been empirically substantiated. Where class differences between 
amphetamine and hallucinogen users have been referred to, no data have 
been reported, and the assertion appears to have been based only on casual 
observations.1°!. 357 Data collected subsequent to these assertions, in the same 
area (San Francisco), showed no class differences among multiple drug users, 
between those who used amphetamines and those who did not.?°° These data, 
however, were of volunteer subjects, and did not include very heavy users. 
Heavy users may differ in social class background from more moderate users, 
although Canadian evidence would suggest that this is not the case.°* Data 
from two Toronto studies further contradict the class-values hypothesis, with 
findings that about 80 per cent of speed users come from middle- or upper- 
class homes.°: 22° Similarly, a British study found young people from upper- 
class homes (as indicated by the type of school they attended) over-repre- 
sented in its samples of methamphetamine users drawn from four different 
settings in London.1®3 Indeed, the only available hard evidence which indicates 
that working-class people are more likely to use amphetamines is in Swedish 
studies of incarcerated populations.*”" 


Most investigations of social and social-psychological characteristics that 
may be associated with speed use have concentrated on the social class origins 
of the users. However, Anderson, in a clinical investigation of Hamilton 
speeders, has observed that many of his subjects had experienced personal, 
family or legal trouble prior to their use of drugs, felt socially or personally 
inadequate, had an alcoholic parent, and had few close friends during their 
formative years.12 These observations suggest important hypotheses that 
should be empirically tested in a methodologically sophisticated fashion. 
However, from a review of the current literature, it appears that social charac- 
teristics, generally, have little predictive value as regards the likelihood of 
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an individual eventually beginning speed use. As Roger Smith, in his analysis 
of the San Francisco methamphetamine-using subculture, has noted: 


It appears that the many individual variables which predate involvement in 
the drug scene are less important in determining the direction which drug 
use will take than such factors as the prevailing community attitudes, peer 
sanctions imposed on certain kinds of behavior, drug availability, subjective 
interpretations of the drug experience, the quality of social interaction, and 
the structure of the illicit drug marketplace.” 


Some of those factors and conditions which affect the continued and 
chronic intravenous use of speed are sufficiently complex to warrant special 
discussion. 


While a very few individuals have an unpleasant first experience with 
speed, most report that their initial amphetamine injection was a highly 
exhilerating if not an ecstatic experience.*°® It is this immediate physical 
gratification that distinguishes the initial intravenous use of amphetamine 
from that of heroin, and may prompt the repeated use of the drug. Those 
who conceive of their first intravenous amphetamine experience as pleasurable, 
particularly those who remain in close physical proximity to veteran speeders, 
are likely to engage in further experimental use of the drug. At this stage 
a user’s consumption pattern can be described as intermittent. Abstinent 
periods of days or weeks may intervene between brief ‘sprees’ during which 
relatively small doses of amphetamine are injected a few times over one to 
two days.1®? Speeders usually report that this occasional use elicits feelings 
of confidence, optimism, verbal facility, insight, increased ability to com- 
municate with others, improved self-image, relief of fatigue, and general 
physical and mental well-being—all which serve to reinforce the pattern 
of continued use of the drug.®*, 358. 359 


Some speed users stabilize their consumption at this level, becoming 
‘weekenders’ who indulge in episodic amphetamine use. This pattern, how- 
ever, is difficult to maintain as the user is likely to be noticeably depressed 
and fatigued the day after use and may try to alleviate this condition through 
an additional administration of amphetamine. While this procedure will 
temporarily mask the physical exhaustion, it aggravates the unpleasantness of 
the ‘come-down’ when the spree is eventually terminated. 


Some persons maintain their episodic use of speed or permanently 
discontinue use at this level of involvement. However, others—particularly 
those who do not have or cannot perceive of any viable life-alternatives—may 
advance from occasional to regular and compulsive use of amphetamines. 
As this process occurs, the duration of the intervals between sprees declines 
and there is an increase in the frequency of injections, the length of the ‘runs’, 
and the amount of speed consumed. This progression is usually justified by 
the pleasure gained from use of the drug and the perceived enhancement of 
the user’s ability to both cope with personal problems and relate to others. 
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A social ambiance which condones or encourages such use, estrangement 
from meaningful relationships outside of the speed-using community, and 
persistent feelings of depression or despair further contribute to this process.358 


Throughout the course of this progression the speed user typically 
becomes increasingly involved in the ‘speed scene’ and increasingly divorced 
from those persons and institutions that made up his pre-speed social milieu. 
Eventually he may find that he is no longer able to meaningfully communicate 
with his earlier acquaintances and comes to identify himself as a ‘speeder’ or 
‘speed freak’, and is so perceived by others. At this point, which may take 
anywhere from a few weeks to several months to reach, an individual is 
likely to be injecting very large doses of speed several times a day. 


At this juncture the speeder, if he has not already done so, will usually 
physically join a community of ‘speed freaks’ who live together in ‘speed 
houses’, and adopt the life style of this group. This membership provides 
him with understanding and acceptance from others, a sense of belonging, 
and group support in times of need. However, it also serves to almost totally 
isolate the intravenous amphetamine user from persons in conventional 
society and even from non-speeding members of other drug-using subcultures. 


By this stage, the continued injection of speed must be explained in 
terms of social as well as pharmacological factors. The lives of speeders are 
totally organized about the use of amphetamine; speed becomes the focus of 
their existence and its subjective meaning is a function of both the drug’s 
physical and psychological effects and the speeder’s almost exclusive involve- 
ment with other amphetamine users. This subcultural involvement provides 
the speeder with a distinct social identity and ‘something to do’. For chronic 
speeders, there is little recreational aspect to their amphetamine use; the 
drug is not a ‘stone’ but, as in the case of heroin dependents, a way of life. 
The compulsive use of speed necessitates a constant schedule of collecting 
money (usually small amounts obtained through petty drug trafficking or 
other criminal ‘hustles’) finding and purchasing speed (i.e., ‘scoring’), using 
the drug, and then repeating the sequence again and again until the speeder 
is forced to ‘crash’ and sleep. Upon awakening this pattern is resumed. 


In almost all cases, to be a speeder is to be a member of a speed-using 
community. Apart from such persons as landlords, grocers, waiters, the 
police and non-speed-using motorcycle gang members, confirmed intravenous 
methamphetamine users rarely interact with anyone but other speeders. The 
continual use of speed is the primary condition of acceptance into and main- 
tenance of membership in a speed-using group. Individuals who attempt to 
terminate, or even severely curtail, their amphetamine consumption are 
likely to be initially coaxed back, then ridiculed, and eventually ostracized 
from their group of peers. To discontinue speed use, then, is extremely 
difficult. This is not only because of the dependence that develops such that 
further injections of amphetamine are required to ward off the unpleasant 


803 


D Motivation and Other Factors Related to Non-Medical Drug Use 


effects of withdrawal, but, even more importantly, because termination of use 
necessarily entails leaving one’s only community of friends. While the con- 
tinuance of amphetamine use during any particular ‘run’ is usually rationalized 
in terms of a desire to avoid the eventual ‘crash’ or ‘come-down’, the chronic 
use of speed is more a function of group involvement, subcultural pressures 
and the lack of any viable alternatives. 


The injection of amphetamines is the primary activity engaged in by 
speeders. This consumption is ordinarily patterned in ‘runs’, periods lasting 
from a few days to more than a week during which the speeder rarely eats 
or sleeps and administers increasingly large doses of the drug, finally terminat- 
ing in the ‘crash’. Each injection provides a brief (five to fifteen minutes), 
highly pleasurable sensation, known as a ‘rush’ or ‘flash’, which is sometimes 
described as orgastic. While the perceptible effects of such injections are 
likely to last from eight to twelve hours, additional large doses of am- 
phetamine must be injected within three to five hours (the duration of the 
more positively interpreted effects) in order to forestall the unpleasantness 
of the inevitable come-down. Since a regular speed user rapidly develops 
tolerance to the drug, the dose must be increased with each injection, if at all 
possible, to insure continued pleasurable sensations and to avoid any feeling 
of physical or psychological strain. This process is likely to continue, in a 
relatively uninterrupted fashion, for up to two weeks. Eventually, as paranoia 
and hallucinations begin to escalate, the speeder terminates his run because 
of his desire to end the confusion, anxiety about his own sanity or physical 
health, the unavailability of additional amphetamine, or the lack of funds or 
sufficient physical mobility to purchase more of the drug. 


As the final ‘hit’ (dose) of speed starts to lose effect the inevitable 
crash begins. The severity of this withdrawal is “directly related to the 
length of the run, the dose level, and the physical and psychological condition 
of the user’’.°58 This phase is characterized by physical exhaustion, and 
extreme irritability and depression which is sometimes counteracted by the 
use of opiates or barbiturates. A period of sleep lasting from 12 to 36 hours 
ordinarily follows the termination of the drug’s stimulating effects but, upon 
awakening, the speeder is physically weak, ravenously hungry, and may suffer 
from intolerable depression for several days. If available, minor tranquilizers, 
barbiturates, other sedative-hypnotics or heroin are often employed for self- 
medication at this juncture. But the most common remedy is the renewed 
injection of methamphetamine. As one Halifax dealer put it, 


It’s a vicious circle. You do speed because you’re depressed and you're 
even more depressed after. So then you have to do more speed to over- 
come that depression. And so on.” 


Thus everyday life, for many intravenous amphetamine users, is a ‘speed 
cycle’ composed of a series of amphetamine runs interrupted by periods of 
profound sleep and depression. 
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D.4 HALLUCINOGENS 


The hallucinogens include a wide variety of organic and synthetic sub- 
stances (see Appendix A.5 Hallucinogens and Their Effects), but, in this 
section, the discussion of factors associated with motivations for their use 
will be largely restricted to the most commonly used preparations: LSD, PCP 
and MDA, or to some combination of these drugs. Virtually all of the non- 
medical users of these drugs have also used cannabis, although only about 
one-quarter of those who have used marijuana or hashish (usually the most 
frequent users) have tried hallucinogens. Thus, contemporary hallucinogen 
use—as opposed to the ritual or sacramental use of these drugs in other 
cultures—must be seen in the context of North American cannabis use pat- 
terns, and, for most persons, can be considered as an extension of that use 
and subject to the same precipitating influences. Initial use of hallucinogens, 
then, can generally be viewed as a function of the availability of a source 
of supply and simple curiosity resulting from the enjoyment of cannabis 
and the comments of friends who have used hallucinogenic drugs. 


Any attempt to understand the development of hallucinogen use in 
North American requires an historical analysis. Peyote, for example, was used 
by the American Plains Indians by 1870, and the use of this drug for religious 
purposes among North American Indians was generally established by the 
late 1920s.793. 258. 353 Mescaline was used for psychiatric purposes soon after 
its synthesis in 1919, and there are reports of European non-medical use as 
early as 1931.°° LSD was first recognized as a hallucinogen in 1943, and 
non-medical use was reported in California by the mid-1950s.*1 16° It was 
not until the early or mid-1960s, however, that the use of these drugs—par- 
ticularly LSD—became widespread in North America. This popularization 
of hallucinogens can be at least partially explained by two factors: increased 
availability and the arousal of popular interest in their effects.’ 


LSD was originally marketed by Sandoz Laboratories for clinical and 
research purposes. Experimentation with this drug (of both a medical and 
non-medical nature) soon resulted in published and word-of-mouth reports 
of its hallucinogenic effects. The public attention given to the early experi- 
ments with LSD conducted by Drs. Leary and Alpert certainly contributed 
to the growth of interest in this drug. The demand for the drug for non- 
medical use increased very sharply such that, by the time LSD was with- 
drawn from the licit market, the question of whether or not there was a legal 
pharmaceutical source was largely irrelevant; illicit laboratories were estab- 
lished in California in 1962 and sophisticated clandestine manufacturing and 
distribution networks soon followed. (See Appendix B.5 Hallucinogens, 
“Tegal Sources and Illegal Distribution’. ) 


INDIVIDUAL FACTORS 


The popular use of hallucinogens developed too late to attract the at- 
tention of classic psychoanalytic theorists. Some clinical studies have found 
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users of these drugs to suffer from a variety of psychological problems, but 
there is no evidence that the sampled groups are representative of the total 
using population, and most, if not all, of the subjects have also used other 
drugs besides hallucinogens. One study, of subjects who had answered an 
advertisement in an underground paper, found that most showed evidence of 
personality disturbance and were poorly adjusted; no specific types of psy- 
chosis, neurosis or organic damage were, however, reported.?® Heavy mul- 
tiple drug users (of predominantly cannabis and the hallucinogens) have 
been found to show abnormalities on a number of personality scales (in- 
cluding psychopathy, schizophrenia and social interest) to a greater extent 
than non-users or users of cannabis alone.*48 Another study, using data from 
psychiatric interviews of volunteer subjects, found major difficulties in the 
areas of sexual identification, dependency needs and aggression.**? 


A 1965 study of university students found different motives for hallu- 
cinogen use for those defined as ‘stable’ and ‘unstable’ users.1*! The latter, 
who had a wide variety of psychiatric diagnoses, were said to use hallucino- 
gens in an attempt to solve their personal problems. The stable users, on the 
other hand, were more likely to be motivated by curiosity and the influence 
of their friends. It should be noted, however, that members of the unstable 
group were also more likely to have had unpleasant drug experiences, and 
thus to have discontinued use. 


Other data fail to support an individual problem theory, showing users 
either not to differ from non-users or to differ in respects which are not 
problem-related.®1 One extensive study, covering 91 persons in ten different 
groups, found users to score in the average range on a variety of psychological 
tests, including indicators of psychopathology. The users were dispropor- 
tionately high on esthetic and theoretical interests, and low on political and 
economic values.’® In another study, users who were not psychiatric patients 
were compared with matched controls who had been offered LSD but had 
refused it.5t The LSD accepters differed from those refusing on a number 
of social and attitudinal indicators, most of which were not related to any 
individual problems. The accepters were disproportionately young, male, 
religious, divorced or separated, expecting a pleasurable experience from the 
drug, not fearful of bad effects or losing self-control, and interested in chang- 
ing themselves through drug use. The accepters were, however, more dissatis- 
fied with life than those who declined to try LSD. 


The most commonly cited individual factor in regard to the use of hal- 
lucinogens is alienation. One study cites an intense need for inter-personal 
closeness and lack of access to meaningful affective experiences, rather than 
the usual psychiatric diagnoses, as the cause of use.5* Similarly, college 
students have been said to be motivated by a need “to gain access to them- 
selves and others’’.12® One author, in attempting to explain hallucinogen use, 
has referred to the traditional psychiatric diagnoses of psychosis, neurosis 
and psychopathy, but, additionally, has noted identity crisis, made more trau- 
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matic by the current rapid pace of change, and the search for religious 
experience and esthetic appreciation in his etiological analysis.%7 


All of the above studies share the same methodological problem: it is 
uncertain whether the samples used were representative of all hallucinogen 
users. In addition, standard psychological tests and diagnoses of young people 
whose orientations are toward subcultural or counter cultural values and 
behaviour may indicate maladjustment with regard to the dominant culture, 
but fail to measure what may very well be healthy integration in and adjust- 
ment to the smaller group. The final difficulty with interpretation of this 
psychological data revolves around the uncertainty as to whether a diagnosed 
pathological condition preceded hallucinogen use (and might, therefore, be 
hypothesized as a cause) or developed after use began and, consequently, 
may be a concomitant of a particular life style or a result of the use of LSD 
or other drugs. Although first use of LSD may be prompted by a desire to 
alter one’s personality for the better, it appears that those with more serious 
personal problems are the least likely to persist in its use because of their 
greater likelihood of having unpleasant hallucinogenic experiences.!%! 


SOCIAL FACTORS 


Most theories which seek to explain hallucinogen use include at least 
some reference to the rejection of the values of the dominant society as a 
casual factor. Some authorities treat this rejection of conventional values in 
a positive fashion, emphasizing the need to create a better way of life, while 
others view the phenomenon negatively, indicating that this rejection reflects 
problems of alienation and social adjustment. It should be noted, however, 
that both of these perspectives are somewhat dated and may have only 
marginal relevance to the present situation as the contemporary meaning of 
hallucinogen use is, for many, very different from that of just a few years ago. 


A number of authors, of whom Timothy Leary is perhaps the most 
prominent, have urged the use of hallucinogens as a means of altering the 
values of individuals and societies.215 216 Leary, in fact, treated the hallu- 
cinogens as the sacrament of a new religion. This new religion was seen as 
the religion of a distinctive new community of users, and while not consti- 
tuting a society in the sense of having a geographical location, its members 
were regarded as a new people with distinctive values, norms, beliefs and 
knowledge, ultimately to become a new and improved species of the human 
race. 


The éspousal and wide publicization of this philosophy should not be 
underestimated in terms of its influence in affecting the decision to try hallu- 
cinogens by hundreds of thousands of persons. Hoffer has suggested that a 
social movement requires both a ripeness of time and a leader who is able 
to propound a philosophy that commands the attention of thousands of fol- 
lowers.16°5 The mid-’60s, in many ways, represented the “right time” for the 
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widespread acceptance of hallucinogens and a psychedelic philosophy which 
rationalized their use. The social conditions of the previous few decades did 
not permit the life style experimentation and alternatives that developed 
during the 1960s. As McGlothlin has noted: 
When an adolescent grows up in a structured society which demands he 
assume adult responsibilities at a relatively early age, the alternative of 
turning on and dropping out is not available. An affluent society which allows 
prolonged periods of economic dependence and leisure greatly increases the 
possible choices as to life styles. Anything which leaves the individual with- 
out an established place in the social structure increases the likelihood for 
radical departures from the existing norms. Weakening of family and com- 
munity groups, chronic social and technological change, and the lack of 
historical relatedness have been cited as [contributing factors]... Whatever 
the explanation, it seems likely that if Leary’s psychedelic philosophy had 
been propounded in the depression years of the 1930’s, or the war years of 
the 1940’s, it would have gone unnoticed.™ 


In a sense, then, it was a lack of demand rather than a lack of supply 
that delayed the widespread use of hallucinogens until the 1960s. Leary and 
other LSD proponents used the media and their own charismatic qualities 
to publicize and advocate the use of these drugs and, concurrently, espoused 
a radical social philosophy that justified their use. The “Turn-On, Tune-In, 
Drop-Out’ philosophy was readily adopted by many persons, not only because 
of the social conditions mentioned above, but also because the increasing 
demand for hallucinogens coincided with the extension of higher education, 
especially in the social and behavioural sciences, and with a corresponding 
decline of conventional religious authority in intellectual spheres. The post- 
sputnik science boom subsided in the middle 1960s, and the social sciences 
became the fastest growing area of interest of higher education, and even 
began to be introduced into high school curricula. More people were seeking 
knowledge about human existence, and conventional sources of wisdom in 
this sphere became increasingly discredited. Interest in religion did not decline 
during this period, but the nature of this interest changed radically. The 
coincidence of a greater search for self-understanding with fewer sources of 
answers perceived to be reliable prompted the search for alternative means 
of attaining wisdom. For many, drug use, especially use of the hallucinogens, 
served these metaphysical interests. 


The alienation-counter culture theories are particularly important as an 
explanation of the use of hallucinogens. These theories are described else- 
where in this appendix, but it should be noted that, in certain respects, they 
seem particularly applicable to the hallucinogens, or effectively to people 
who use cannabis heavily as well as take hallucinogens. Thus, a particular 
complex of social conditions, a decline in the credibility of traditional social 
institutions, and the publicity accorded to a “new religion” combined to pave 
the way for a kind of drug consumption that promised, through increased 
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awareness, to create an improved society, ameliorate social conditions, and 
put meaning into lives which were increasingly perceived to be meaningless. 


A number of studies have revealed that hallucinogen use is, indeed, 
associated with the life styles and values of the ‘counter culture’. Although 
these studies do not reveal whether these values existed prior to hallucinogen 
use or developed thereafter, it is evident that these two phenomena tend to 
occur together. For example, data collected by the Narcotics Addiction 
Foundation of British Columbia during a survey of Vancouver high school 
students showed that hallucinogen users disproportionately had unconven- 
tional career plans or plans to travel after high school, were more interested 
in music and art at school, had intentions of pursuing work in the arts after- 
wards, were not interested in sports or academic subjects at school, preferred 
‘acid rock’ to other types of music, and claimed not to refer to parents or 
friends in making decisions about drugs, careers, dating or styles of dress. 
The users differed strongly from their parents in their views of the world, 
did not get along well with them, and were more likely to live on their own.??¢ 
A more recent American study has found similar relationships between coun- 
ter cultural attitudes and activities and hallucinogen use among college stu- 
dents.148 


On the other hand, some authors do not think that counter cultural 
affiliation indicates a high degree of alienation or a radical departure from 
the conventional normative system. Rather, this style of life and the drug use 
that is concomitant with it is viewed as an extension of, but consistent with, 
such middle-class values as self-exploration and self-improvement.1®! Simi- 
larly, Janowitz has treated the use of hallucinogens as an exercise in conscious- 
ness expansion, without necessarily involving a departure from most of the 
other values and practices of the dominant society.1®° Esthetic enrichment, 
with simple curiosity about experimentation, has, in this case, been suggested 
as the cause. Indeed, it has been proposed that the hallucinogenic experience 
may prove useful for a person in enabling him to find a more meaningful 
place for himself within the existing order—by allowing him to see beyond 
it for a short time.®?> If there is any element of rejection here, it is perhaps 
more a rearrangement of priorities than a rejection of all dominant values— 
the promoting of sensation, emotion and immediacy with a down-grading of 
ordinary cognitive processes and instrumental styles of functioning. 


While all of these theories may have been useful explanations of why 
some people used hallucinogens a few years ago, the recent attenuation of 
the psychedelic ethos has severely limited their applicability to contemporary 
use of these drugs. Some people, no doubt, continue to use the hallucinogers 
to promote or enhance self-knowledge, self-improvement, religious experiences 
and artistic creativity. And, for some, their use may well represent a search 
for real meaning in an alienating world. However, for most users today— 
particularly the new users who, in many cases, have not even heard of Leary 
—the use of hallucinogens is very similar in meaning to the use of cannabis, 
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devoid of spiritual significance or ritualized consumption patterns. As long 
ago as 1969, Fort suggested that hallucinogens, like most other drugs, were 
primarily used as a means for the promotion of immediate pleasure, not in- 
volving the enrichment of insight into self or others, the establishment of 
creative alternatives to conventional society or the edification of a new moral 
community.!*7 While there are exceptions, Fort’s hypothesis appears to have 
direct applicability to much of the contemporary Canadian situation in which 
hallucinogens are primarily used as a leisure or recreational activity, hedonism 
or simple pleasure having replaced the search for the transcendent experience. 
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Appendix E 


Conviction Statistics for Drug Offences 


The tables appearing in this appendix provide data on convictions and 
sentences under the Narcotic Control Act and the Food and Drugs Act, Parts 
[iI and IV, for the years 1970, 1971 and 1972. The tables were presented to 
the Commission by the Bureau of Dangerous Drugs of the Health Protection 
Branch, Department of National Health and Welfare. 


The sections of Part IV of the Food and Drugs Act creating the offences of 
possession, trafficking and possession for the purpose of trafficking were re- 
numbered in the Revised Statutes of Canada 1970. The B.D.D.’s conviction 
statistics for 1970 were released prior to publication of the Revised Statutes, 
with the result that they contained the previous numbering of these three 
sections. This is reflected in Tables E.48 to E.77 of this appendix in which these 
sections appear as 40(1), 41(1) and 41(2) respectively in 1970 and as 41(1), 42(1) 
and 42(2) respectively in 1971 and 1972. ; 


In the fall of 1972 the Bureau of Dangerous Drugs, at the request of the 
Commission, prepared tabulations of convictions involving LSD and MDA 
during 1970 and 1971 by type of offence. These special tabulations reflected an 
increase in the total number of convictions involving these drugs over the totals 
presented in the Bureau’s annual conviction statistics for those years. This 
increase is the result of convictions reported to the Bureau subsequent to the 
publication of its annual statistics. The Bureau’s annual statistics of convictions 
involving LSD and MDA are presented in Tables E.48 to E.53; the special 
tabulations prepared at the request of the Commission are presented in Tables 
E.54407E.77. 
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Appendix F 


Some Legal Considerations 


F.1 THE CONSTITUTIONAL FRAMEWORK 


THE CRIMINAL LAW BASIS OF FEDERAL LEGISLATION 


Federal drug legislation is presently based upon the criminal law 
power.! The protection of health from injurious substances and the preven- 
tion of adulteration, both as a threat to health and a species of fraud, have 
been held to be valid criminal law purposes.” Both the Narcotic Control 
Act? and the Food and Drugs Act* create criminal offences. There is no 
essential difference between them in this respect. The maximum penalties 
for offences under the Food and Drugs Act are less severe than those under 
the Narcotic Control Act, and there is a greater opportunity to proceed by 
summary conviction rather than indictment but the effect of conviction under 
the two statutes is the same. There was a misapprehension in the course of 
our inquiry that conviction under the Food and Drugs Act was somehow 
not as serious as conviction under the Narcotic Control Act. This impression 
may have resulted from the fact that the Food and Drugs Act appears to be 
more of a regulatory than a criminal law statute. It regulates a whole range 
of food and drugs by a system of standards, inspection, and, in some cases, 
licensing. At the same time, however, it prohibits unauthorized distribution 
and possession of certain substances with penal consequences. The same is 
essentially true of the Narcotic Control Act. Both statutes are cast mainly in 
the form of prohibitions—no doubt to emphasize their criminal law char- 
acter—and the licensing regulations made under them indicate the scope 
and conditions of permitted conduct. In effect, the regulations complete the 
definition of the conduct that is prohibited. 


There is no doubt that federal penal offences vary considerably in their 
relative seriousness, and the stigma which will attach to conviction in any 
case will depend on the nature of the offence and the law under which it 
arises. Apart from its independent power to create criminal offences, the 
Parliament of Canada has a regulatory jurisdiction in many areas in which 
it may create penal offences to enforce its legislation. In many cases these 
penal offences will be viewed as of relatively much less seriousness than the 
ordinary criminal law offence. In many cases there may not be a require- 
ment of mens rea or criminal intent as a condition of liability. 
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F Some Legal Considerations 


Thus, for example, it was held by the Supreme Court of Canada in 
The Queen v. Pierce Fisheries Limited’ that mens rea or guilty knowledge 
was not an essential ingredient of the offence of being in possession of short 
lobsters contrary to the Lobster Fishery Regulations under the federal 
Fisheries Act. It was held that the common law presumption that mens rea 
is an essential ingredient of a criminal offence only applies to “cases that 
are criminal in the true sense”, and that this was not such a case. Ritchie J., 
speaking for the majority of the court, said: 

I do not think that a new crime was added to our criminal law by making 

regulations which prohibit persons from having undersized lobsters in their 

possession, nor do I think that the stigma of having been convicted of a 

criminal offence would attach to a person found to have been in breach of 

these regulations. The case of Beaver v. The Queen, supra, affords an exam- 
ple of provisions of a federal statute other than the Criminal Code which 
were found to have created a truly criminal offence, but in the present case, 
to paraphrase the language used by the majority of this Court in the Beaver 
case I can discern little similarity between a statute designed, by forbidding 


the possession of undersized lobsters to protect the lobster industry, and a 
statute making it a serious crime to possess or deal in narcotics. 


This distinction between offences which are truly criminal and those 
which are not has been drawn for the purpose of determining whether mens 
rea should be a requirement of liability. This is a matter which goes to the 
protection of the accused rather than the effect of conviction, although the 
absence of a requirement of mens rea may certainly be reflected in the 
stigma which attaches to conviction. In any event, the offences under the 
Narcotic Control Act which apply to cannabis as well as the opiate narcotics 
are clearly criminal offences “in the true sense’, and knowledge that one is 
in possession of a prohibited drug is essential for the offence of simple 
possession. Similarly, the offences of trafficking, possession for the purpose 
of trafficking, and simple possession under Parts III and IV of the Food and 
Drugs Act with respect to controlled drugs and restricted drugs are “truly 
criminal” offences. There is no doubt that the general approach of the 
legislation and law enforcement towards a particular offence, and especially 
the relative seriousness of the penalties imposed, will, together with public 
attitudes, determine the degree of stigma resulting from conviction. But if 
a person who was convicted of simple possession of cannabis were asked 
if he had been convicted of a criminal offence he would have to answer yes. 
The same is true of conviction of simple possession of LSD under Part IV 
of the Food and Drugs Act. 


OTHER POSSIBLE BASES OF FEDERAL JURISDICTION IN RELATION TO NON- 
MEDICAL DRUG USE 


There is a question as to whether the federal government has any 
constitutional basis, other than the criminal law power, for a comprehensive 
regulation of non-medical drug use. The question becomes one of some 
practical interest in connection with any proposal to replace the criminal 
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law prohibition of cannabis by a regulatory system that would make it legally 
available under licence or through a government monopoly of distribution. 
Two possible alternative bases of jurisdiction have to be considered: the 
trade and commerce power® and the general power, or “peace, order and 
good government” clause.’ 


The federal government has had to rely on its criminal law power as 
the basis of its food and drug legislation because of the limited nature of its 
power to regulate trade and commerce. The trade and commerce power 
would at first sight seem to be the logical basis for a licensing system to 
regulate the distribution and use of drugs which have to be made legally 
available for medical or non-medical purposes. But this power has been 
restricted by judicial decision to interprovincial and international trade and 
commerce.® Transactions which take place wholly within a province fall, 
as a general rule, under provincial jurisdiction. Exceptionally, the federal 
government may regulate intraprovincial transactions if such regulation is 
necessarily incidental to the effective regulation of extraprovincial trade and 
commerce. The case that would have to be made for a comprehensive federal 
drug regulation based on the trade and commerce power would be that 
Parliament cannot effectively regulate the extraprovincial trade in drugs 
without controlling intraprovincial transactions as well, or that the trade in 
drugs must be considered as a whole to be interprovincial and international 
in character. It is highly unlikely that this would be accepted by the courts. 
The regulation of local transactions at retail is not necessary to the regula- 
tion of the trade in its extraprovincial aspects, as the regulation of certain 
local operations, such as delivery of grain to elevators for intraprovincial 
consumption, has been held to be necessary to the effective regulation of the 
extraprovincial grain trade.® | 

The other possible basis for the federal jurisdiction to regulate the use 
of drugs is the general power. A matter falls within the general power if 
it does not fall within provincial jurisdiction or within the specific heads 
of federal jurisdiction. It has also been held that a matter originally under 
provincial jurisdiction may acquire such national importance as to bring it 
under the general power. There have been several examples of the first 
application of the general power, but virtually none of the second outside 
of a state of national emergency. In the first category are such matters as 
aeronautics,!° radio,!! atomic energy!” and the national capital development.** 
They are not considered to be matters which at one time were under provin- 
cial jurisdiction but subsequently changed in relative importance; they are 
deemed to have always been matters of national concern. In the second 
category are the cases holding wartime emergency legislation to be valid 
on the basis of the general power.!4 Such legislation clearly dealt with matters 
normally within provincial jurisdiction, such as the fixing of prices and 
wages. Attempts in peacetime, in some cases in a period of economic de- 
pression, to justify federal legislation on the basis of the general power 
in such fields as labour relations,!® industrial standards,1® marketing’’ and 
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restraint of trade,1® have all failed. The regulation of these matters within 
the provinces, in a non-criminal law aspect, was held to fall within provincial 
jurisdiction with respect to property and civil rights. They were held not 
to be matters of national importance for purposes of the general power. 
In deciding the cases the courts applied what has come to be known as the 
“emergency doctrine” of the general power—that it can be applied to 
matters normally of provincial jurisdiction only to meet some emergency. 
Examples suggested have been war (or similar national emergency, such as 
insurrection) and pestilence. Economic depression has not been considered 
a sufficient emergency. 


In two leading cases the federal Parliament was held to have jurisdiction, 
in virtue of the general power, to suppress the traffic in liquor, and it was 
suggested that it would have the same power with respect to the drug traffic, 
but a closer examination of these cases, and other related decisions, leads 
to the conclusion that all that was contemplated in effect was a criminal law 
exercise of the general power. In the first of these cases—Russell v. The 
Queen'®—the Privy Council held a federal liquor prohibition statute to be 
valid on the basis of the general power but the language clearly indicates 
that they saw it essentially as a measure of criminal law. Indeed, the criminal 
law power was sufficient to support the legislation, and it was unnecessary 
to invoke the general power in other than its criminal law aspect. The essence 
of the federal statute was the prohibition of conduct with penal consequences. 
Speaking of laws having a criminal law purpose, the Privy Council said: 


Laws of this nature designed for the promotion of public order, safety or 
morals, and which subject those who contravene them to criminal procedure 
and punishment, belong to the subject of public wrongs rather than to that of 
civil rights. They are of a nature which fall within the general authority of 
Parliament to make laws for the order and good government of Canada, 
and have direct relation to criminal law, which is one of the enumerated 
classes of subjects assigned exclusively to the Parliament of Canada. 


This was the way in which the relationship between the specific heads of 
federal jurisdiction and the general power was originally conceived: the 
specific heads were thought of merely as examples or aspects of the general 
power. What seems to have happened in the Russell case is that counsel who 
challenged the validity of the federal legislation conceded that if the matter 
to which it related did not fall under provincial jurisdiction then it could be 
deemed to fall under the general power of Parliament. Having found that 
it did not fall under provincial jurisdiction, the Privy Council did not 
concern itself particularly with the specific head of federal jurisdiction to 
which it should be related. 


In the Canada Temperance Federation case,?° some sixty-four years 
later, the Privy Council reaffirmed the general power as the basis for the 
Canada Temperance Act, and cited the suppression of the drug traffic as 
a matter for which Parliament could probably invoke the general power, 
but the whole history of judicial decisions on the subject raises a very serious 
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doubt as to whether it is the general power in other than a criminal law 
aspect that can be relied upon. The issue is not whether the drug traffic can 
be prohibited with penal consequences like the liquor traffic. Obviously it 
can. The issue is whether there is a more comprehensive basis of federal 
jurisdiction for legislating in relation to non-medical drug use than the 
criminal law power—one that would support the full range of legislative 
options. When we speak of the general power we think of the full scope of 
legislative power which Parliament considers to be necessary to effect its 
purposes, such as that which it has been held to possess in time of war or 
other national emergency. The real issue is whether Parliament has the 
constitutional basis for the introduction of legislative controls for which the 
criminal law power cannot be invoked. 


Within a few years of the Russell case the Privy Council rendered two 
decisions concerning jurisdiction to regulate the sale of liquor by a system 
of licensing. In Hodge v. The Queen”! they held that the provinces had the 
power to introduce such a system of regulation, and two years later in the 
unreported McCarthy Act decision?? they held that the federal Parliament 
did not. The implications of this second decision are that Parliament does not 
have a true general power with respect to liquor legislation. The McCarthy 
Act provided for a licensing system to operate in municipalities according 
to local option. Subsequent judicial references to the McCarthy Act decision 
have indicated that the Privy Council’s reason for judgment was that the 
federal act was considered to be an attempt to regulate trade and commerce 
within the provinces. 

The McCarthy Act clearly showed a concern with restrictions on 
availability in the form of limitations on the number of licenses, and on days, 
hours and places of sale and consumption. It also contained prohibitions 
against sale to minors and against adulteration. And, of course, it prohibited 
all unauthorized sale. It is difficult to see why it could not have been sup- 
ported on the same basis as that on which federal legislation to control the 
quality and availability of harmful substances rests today. There would seem 
to be a contradiction between upholding federal liquor prohibition in the 
Russell case, on the ground of a general power to suppress the distribution 
of an injurious substance, and denying a similar power in the McCarthy Act 
decision to control the availability of this substance by a system of licensing. 
The McCarthy Act seems to have been regarded, not as an alternative 
system of controlling an injurious substance, but as an ordinary regulation 
of trade and commerce within the provinces. It may be that the Privy Council 
had regarded the “evil” of the liquor traffic in the Russell case, not so much 
as a matter of danger to health as a matter of morality. In any event, the 
impression is that the Privy Council’s perception of the liquor problem had 
changed radically in the intervening years. There are two explanations which 
suggest themselves: first, they had previously had to consider a provincial 
liquor licensing scheme in the Hodge case, and having affirmed this, they 
could not see how they could reasonably recognize a comparable federal 


919 


F Some Legal Considerations 


jurisdiction; and secondly, because of the somewhat vague reference to 
the general power in the Russell case (which, as we have suggested, was not 
a true general power at all), they had not really focussed on the full implica- 
tions of the criminal law power as a general basis for federal control of 
dangerous substances, including control by licensing. The fact is that the 
federal criminal law power was not properly considered in the liquor cases, 
either as a basis for federal regulatory legislation or as an obstacle to 
provincial liquor prohibition. (Among the early decisions was one affirming 
provincial jurisdiction to prohibit the liquor traffic as a “local evil” in the 
province.*?) The issues were argued more from a trade and commerce 
perspective. The head of federal jurisdiction around which the discussion 
mainly turned was regulation of trade and commerce under section 91(2) 
of the British North America Act. 


The decision in the McCarthy Act case raises a question as to whether 
Parliament could validly introduce a licensing system to allow a controlled 
availability for non-medical purposes of a substance that has hitherto been 
completely prohibited. It is difficult to see why it should be distinguishable 
from the licensing of drugs for medical purposes. The issue must be whether 
the legislative purpose is control of a harmful substance for the protection of 
health or whether it is simply a regulation of trade and commerce for revenue 
and other non-criminal purposes. The issue is that which was presented in the 
Margarine case* where a federal prohibition of the manufacture and sale of 
margarine in the provinces was held to be invalid as a colourable use of the 
criminal law power. The purpose was not to protect the public health from a 
dangerous substance, since margarine was admitted to be a harmless sub- 
stance, but to protect the dairy farmers from the competition of substitutes 
for butter. It was an attempt to regulate trade and commerce within the 
provinces—a matter which, as we have said, falls within exclusive provincial 
legislative jurisdiction, except to the extent that it can be shown in a particular 
case to be necessary to the effective exercise of federal jurisdiction with 
respect to extraprovincial trade and commerce. In a change from complete 
prohibition to legal availability through license or government monopoly the 
issue of validity—insofar as the criminal law power is concerned—would turn 
on whether the substance to be made available would continue to be regarded 
as a harmful substance for which controls are necessary. If it were, then there 
should be no reason, notwithstanding the McCarthy Act decision, why a 
federal system of distribution by licensing should not be valid. A federal 
monopoly of production and distribution might tend to obscure the legislative 
purposes somewhat, as suggesting an attempt to secure a trade monopoly for 
revenue purposes, but a good case could be made for government monopoly 
as an added safeguard in the control of quality and availability of a harmful 
substance. However, the McCarthy Act decision and the issue in the Marga- 
rine case were the reasons we raised a question in the Interim Report as to the 
validity of a federal system of distribution of cannabis, involving government 
monopoly, particularly if cannabis were to be made available on the basis of a 
judgment as to relative absence of potential for harm. 
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It is because of this doubt, however, that it is necessary to return to the 
possibility of the general power (as distinct from the criminal law power) as a 
possible basis for federal legislation in relation to non-medical drug use. In 
several decisions rejecting the general power as a basis for federal legislation, 
the Privy Council attempted to rationalize its decision in the Russell case by 
the suggestion that the consumption of liquor must be presumed to have been 
regarded as a national emergency. Later, in the Canada Temperance Federa- 
tion case, the Privy Council abandoned this view of the matter, holding that 
the test of whether a matter falls within the general power is not the existence 
of an emergency, although that may be the occasion for the legislation, but 
whether “it is such that it goes beyond local or provincial concern or interests 
and must from its inherent nature be the concern of the Dominion as a 
whole ....’” But the examples given were aeronautics and radio, which, as 
suggested above, must be considered to have always been matters of national 
concern. Thus, the Canada Temperance Federation case, in which much hope 
has been placed for a broader application of the general power, does not 
really throw light on the circumstances in which a matter normally under 
provincial jurisdiction might be considered to have changed in character 
sufficiently to come within the general power. It does suggest, however, that 
the drug traffic may be regarded as such a matter quite apart from the notion 
of emergency. 


The case that would have to be made in favour of the general power is 
that non-medical drug use has changed in character and become a matter of 
overriding national concern. This may appear to be so obvious to the layman 
as to make him wonder how a court could fail to agree. There are, however, 
many matters falling to some extent under provincial jurisdiction which could 
be regarded as matters of national concern. If all matters of widespread 
concern to Canadians are to be deemed to fall under the plenary legislative 
jurisdiction of Parliament then we should soon have little left in the way of 
provincial jurisdiction. If non-medical drug use has been considered in the 
past to be a provincial matter, apart from the criminal law power, then we 
should have to ask when it changed in scope so as to become a matter of 
overriding national concern and when, if ever, it would be likely to cease to 
have this character. A declaration in the present circumstances that it has this 
character might be tantamount to affirming that it has always had it. A 
persuasive case could no doubt be made that non-medical drug use has so 
changed in character as to come under the general power, and the courts 
could be expected to pay great respect to a solemn declaration by Parliament 
that it had now become a matter, not merely of national concern, but of 
national emergency. But the appropriateness of such a declaration would 
depend on the legislative purpose to be served and the nature of the particular 
non-medical drug use to which it was directed. It is difficult to see how such a 
declaration would be appropriate to support federal legislation to make 
cannabis legally available under license or through government monopoly. 
The misuse of alcohol remains the most serious non-medical drug use prob- 
lem in Canada; yet it is inconceivable that Parliament would consider declar- 


921 


F Some Legal Considerations 


ing it a national emergency in order to assert a general jurisdiction beyond 
that which it can assert on the basis of the criminal law power. 


JURISDICTION WITH RESPECT TO HEALTH 


This view of the possibility of the general power as a basis for legislation 
of a non-criminal law nature in relation to non-medical drug use is reinforced 
by the view which has generally been taken of the distribution of jurisdiction 
with respect to public health. There has been some expression of judicial 
opinion that the general or residuary jurisdiction with respect to health rests 
with Parliament, on the basis of the general power;?> but the weight of 
opinion,?* and the assumption on which governments have acted,” is that it 
rests with the provinces. It is recognized, however, that Parliament may 
invoke the general power to cope with real emergencies. 


Two important functions in respect of health are treatment and quaran- 
tine. In each case the general jurisdiction would appear to be provincial. The 
primary jurisdiction with respect to medical treatment lies with the provinces 
by virtue of section 92(7) of the British North America Act which confers 
upon provincial legislatures exclusive jurisdiction with respect to “The Estab- 
lishment, Maintenance, and Management of Hospitals, Asylums, Charities, 
and Eleemosynary Institutions in and for the Province, other than Marine 
Hospitals”. The federal jurisdiction with respect to the establishment of 
treatment facilities is a restricted one. The only express power is section 
91(11), which gives Parliament jurisdiction with respect to “Quarantine and 
the Establishment and Maintenance of Marine Hospitals”. In addition, Par- 
liament may establish and manage treatment facilities in other areas of 
federal concern, such as the armed forces, the Indian population on reser- 
vations, the prison population in federal institutions, and immigration. 


It is necessary to distinguish between the regulatory jurisdiction with 
respect to hospitals and other treatment facilities which, as a general rule, lies 
with the provinces, and the capacity of the federal government, through the 
exercise of its spending power, to provide financial assistance for the estab- 
lishment of such facilities in the provinces. The use of the federal spending 
power in areas beyond federal legislative jurisdiction is a controversial issue, 
as a matter of policy, but it has not yet been ruled to be constitutionally 
invalid. By this device the federal government may impose conditions upon 
grants of financial assistance which will assure the implementation of certain 
policies and standards. 

Federal jurisdiction with respect to “Quarantine and the Establishment 
and Maintenance of Marine Hospitals” in virtue of section 91(11) of the 
BNA Act has not been the subject of much judicial commentary. Most of this 
commentary has been unnecessary to the decision of the cases, but it has 
tended to affirm a general provincial jurisdiction on the subject of quaran- 
tine.*® The most reasonable interpretation to apply to the word “quarantine” 
in section 92(11) is that it refers to port of entry or ship’s quarantine.2° This 
results from its juxtaposition with the subject of marine hospitals and the fact 
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that it falls in the sequence of specific heads of jurisdiction dealing with what 
might collectively be described as maritime matters: “9. Beacons, Buoys, 
Lighthouses, and Sable Island; 10. Navigation and Shipping; 11. Quarantine 
and the Establishment and Maintenance of Marine Hospitals; 12. Sea Coast 
and Inland Fisheries; 13. Ferries between a Province and any British or 
Foreign Country or between two Provinces... .” It would be highly incon- 
gruous to insert a general power of quarantine in this grouping of subject 
matters. Moreover, if, as the weight of opinion seems to indicate, the general 
jurisdiction with respect to public health lies with the provinces, it would be a 
serious qualification of that jurisdiction to deny it a general power of quaran- 
tine. We seem to have a case, similar to that of the federal power to regulate 
trade and commerce, where it is necessary to read a qualification into an 
apparently unqualified term in order to reconcile it with the legitimate re- 
quirements of provincial jurisdiction. 

Whether the federal government has a true general power in relation to 
non-medical drug use, and the scope of the federal power with respect to 
matters of health, are particularly relevant in view of the non-penal alterna- 
tives suggested by article 22 of the Convention on Psychotropic Substances, 
1971, which provides: 


_...when abusers of psychotropic substances have committed such offences, 
the Parties may provide, either as an alternative to conviction or punishment 
or in addition to punishment, that such abusers undergo measures of treat- 
ment, education, after-care, rehabilitation and social reintegration in confor- 
mity with paragraph 1 of article 20. 


It is clearly established that the provinces have jurisdiction to provide for 
civil commitment or compulsory treatment. There is legislation for the invol- 
untary confinement of mentally disordered persons in all of the provinces. 
The statement of the grounds for such confinement varies but generally 
speaking it is that the patient suffers mental disorder in such a degree that 
hospitalization is required “for his own protection or welfare or that of 
others” or “in the interest of his own safety or the safety of others”. There is 
also legislative provision in some provinces for the compulsory treatment of 
drug dependent persons, including alcoholics, either under the mental health 
legislation or some special statute. The constitutional basis for compulsory 
treatment legislation in the provinces would appear to be section 92(7) of the 
BNA Act respecting the establishment of hospitals and asylums, section 
92(13) respecting property and civil rights, including questions of incapacity 
and the protection of incapables, and section 92(16) which covers the residual 
provincial jurisdiction with respect to matters of health.*° 

In the absence of a true general power with respect to non-medical drug 
use or a general jurisdiction with respect to matters of health, federal power to 
provide for compulsory treatment must be grounded on the criminal law 
power. On this issue the Special Committee of the Senate on the Traffic in 
Narcotic Drugs, reporting in 1955, expressed itself as follows: 


The Committee points out that it is not within the constitutional authority of 
the federal government to assume responsibility for treatment of drug ad- 


mB 


F Some Legal Considerations 


dicts nor to enact the kind of legislation necessary in that connection. This 
legislation would need to include the compulsory treatment of addiction, the 
legal supervision and control over the individual during treatment and the 
right of control of an individual following treatment to prevent his return 
to the use of drugs, former associations or habits. These are considered to 
be matters beyond the competence of the federal government.” 


In spite of this, Parliament provided for the compulsory treatment of drug 
offenders in Part II of the Narcotic Control Act in 1961. However, this part of 
the Act has never been put into force by proclamation. Whether this is 
because of doubts about the constitutional validity of these provisions or the 
failure to develop suitable treatment methods and facilities or later reser- 
vations by the government as to the advisability of compulsory treatment in 
principle, or some combination of these, is not clear. In any event, the 
provisions of Part II of the Act do provide a convenient framework for 
consideration of the jurisdiction of the federal Parliament with respect to 
compulsory treatment based on the criminal law power. 


Part II provides for two kinds of special disposition of persons convicted 
of offences under the Act: preventive detention for an indeterminate period in 
a penitentiary and sentence to custody for treatment for an indeterminate 
period in an institution operated under the federal penitentiary system. 


Preventive detention would apply in the case of a conviction for traffick- 
ing, possession for the purpose of trafficking or illegal importing or exporting. 
Where a person was convicted of one of these offences, and had previously 
been convicted at least once of such an offence, or had been previously sen- 
tenced to preventive detention under Part II, the court would be obliged to 
sentence such person to preventive detention. 


The Criminal Code provisions for preventive detention of habitual crimi- 
nals and dangerous sexual offenders, although challenged on the ground that 
they inflict punishment for a status or condition and that they impose “cruel 
and unusual punishment” in violation of the Canadian Bill of Rights, have 
been held to be constitutionally valid.*? This makes it probable, although not 
inevitable, that the provision for preventive detention in Part II of the 
Narcotic Control Act would also be held to be valid. However, since the 
provision makes the sentence mandatory and leaves the court without the 
discretion which it has under the Criminal Code provisions, a stronger case 
could be made against its validity on the ground of cruel and unusual punish- 
ment. The sentence could be called for in some very questionable circum- 
stances, for example, a second offence of marginal trafficking in cannabis. 

The sentence to custody for treatment in Part II of the Narcotic Control 
Act is clearly regarded by the legislation as something different from preventive 
detention, although the effect may be similar, so presumably its constitutional 
validity is not automatically disposed of by the arguments applicable to the 
latter. It has a voluntary aspect, in that it may be ordered pursuant to an 
application by the accused or his counsel, but it may also be ordered upon 
application by counsel for the Crown. For this reason we shall refer to it as 
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compulsory treatment. It applies not only in the case of a conviction for any 
of the offences for which preventive detention is to be ordered, but also in the 
case of conviction for simple possession under the Narcotic Control Act. The 
condition is not a previous conviction of any of these offences, as in the case 
of preventive detention, but the fact of being a “narcotic addict”. This expres- 
sion is defined in the Act to mean a person “who through the use of 
narcotics . . . has developed a desire or need to continue to take a narcotic, 
or ... has developed a psychological or physical dependence upon the effect 
of a narcotic”. Thus a person who was convicted of simple possession of 
cannabis for the first time could, theoretically at least, be sentenced to cus- 
tody for treatment for an indeterminate period if the court found that he had 
developed a desire to continue to take cannabis. Moreover, under the provi- 
sions as presently worded, a person could be sentenced to custody for treat- 
ment for addiction to a drug different from the one involved in the offence of 
which he was convicted. Thus there might be little or no connection between 
the offence and the condition justifying the sentence. 

In other respects the legislation has obviously been framed to suggest as 
close a connection as possible with the criminal law process. The order of 
commitment for compulsory treatment is called a “sentence” to suggest the 
criminal law disposition of a case. It is to be “in lieu of any other sentence 
that might be imposed for the offence of which he was convicted”. The 
legislation makes criminal conviction a prior condition, and does not attempt 
to provide for compulsory treatment as an alternative to further prosecution, 
which would make it independent of guilt or innocence. The court may order 
that the accused be examined for addiction while a charge is pending, but a 
sentence to custody for treatment is to be imposed only if he is convicted. A 
person under such sentence would come under the jurisdiction of the federal 
penitentiary and parole systems. He would be deemed to be an “inmate” 
within the meaning of the Parole Act and subject to release and supervision in 
accordance with that act. 

While these provisions strongly suggest that Parliament considered its 
jurisdiction with respect to compulsory treatment (to the extent that it existed 
at all) to be limited to criminal cases, the legislation contemplates federal- 
provincial agreements whereby the federal penal authorities could acquire 
custody of narcotic addicts who had not been charged with an offence but 
who had been committed for compulsory treatment under provincial legisla- 
tion. Under such an agreement a province would make use of the federal 
penitentiary and parole systems for the confinement, release and supervision 
of persons so committed. Part II provides (as does complementary provincial 
legislation®*) that persons committed under the provincial legislation would 
be deemed, for purposes of the federal penitentiary and parole systems, to 
have been sentenced to custody for treatment under Part il. 

If compulsory treatment is to fall within the criminal law power it must 
be seen either as a valid disposition of a criminal law case or as an aspect of 
Parliament’s jurisdiction to legislate for the prevention of crime. To be valid 
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as a criminal law disposition it would seem that a disposition must be 
reasonably related to the issue of criminal responsibility. There is no doubt 
that Parliament may validly confer on the courts a wide range of discretion as 
to disposition. This includes suspended sentence and probation, and it could 
also include absolute and conditional discharge, which would even preclude 
conviction. It would seem that the essential thing is that there must be a 
prohibition of conduct with provisions for penalty, and a disposition of the 
case that is reasonably related to a finding as to criminal responsibility. This 
is the case with confinement under the provisions of the Criminal Code of a 
person who is found to be unfit to stand trial® or is acquitted on account of 
insanity.*° The condition for which he is confined is directly related to the 
issue of criminal responsibility.?¢ 

As it presently stands in Part II, the sentence to custody for treatment 
would not appear to be so related. The sentence might be imposed for 
addiction to a drug other than that involved in the offence for which the 
accused was convicted. Certainly there would be a bona fide criminal law 
offence, charge and conviction, and some disposition would be called for. But 
the provision concerning preventive detention shows that confinement for an 
indeterminate period is not contemplated as an appropriate disposition for a 
case of first offence under the Narcotic Control Act, and in any event not for 
the offence of simple possession. Thus the sentence to custody for treatment 
must be in consideration of the condition of addiction rather than the offence 
of which the accused has been convicted. When an offence that is punishable 
by imprisonment for a maximum of seven years is the occasion of a “sen- 
tence” for an indeterminate period, based on the fact of addiction, then it is 
doubtful if such sentence can be said to be reasonably related to the issue of 
criminal responsibility. 

There is no doubt that federal inmates may be validly exposed to medical 
treatment in the course of their confinement, but the coercive aspect of 
compulsory treatment is the confinement; it is that which is intended to have 
the compelling influence, and to force the inmate to accept the treatment that 
is available, if there is any. Involuntary confinement, actual or threatened, is 
of the essence of compulsory treatment. You cannot have compulsory treat- 
ment without it, and it cannot, therefore, be considered to have been imposed 
to serve some purpose of criminal law disposition, such as deterrence, isola- 
tion or rehabilitation. In the case of imprisonment, it is rehabilitation of the 
offender qua criminal that is sought, not the cure of a medical condition. At 
the end of his term the offender must be released, whether he is actually 
rehabilitated or not. Confinement for an indeterminate period for the treat- 
ment of addiction implies that the addict will not be released until he is 
deemed to be cured. His criminal propensities are neither here nor there; 
it is his medical condition that is in issue. 

Now it may be said that the two are closely related; that addiction will 
compel the addict to engage in the crime of unauthorized possession of 
narcotics and in the crime of theft and trafficking to support his habit. From 
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this it may be argued that compulsory treatment is a measure for the 
prevention of crime. Certainly, the federal criminal law power includes a 
preventive as well as a remedial jurisdiction.*” Can compulsory treatment be 
regarded as a valid exercise of the preventive aspect of the criminal law 
power? 

Clearly, there must be some reasonable limits to the scope of this juris- 
diction; otherwise, Parliament could invoke the criminal law power to legislate 
in relation to a great variety of social conditions which have some bearing on 
crime. The prevention, it is submitted, must be directed to a more or less 
specific danger of criminal acts. This is the case with preventive detention of 
habitual criminals and dangerous sexual offenders, a bond to keep the peace,3® 
and orders not to commit a specific offence in the future.®® It is also the case 
with juvenile delinquency legislation which, while admittedly a very broad 
exercise of the preventive criminal law jurisdiction of Parliament,*° does turn 
on the notion of an offence and responsibility for specific violations of law. 

In the case of addiction we would be inferring the probability of future 
criminal acts, not from a history of criminality as in the preventive detention 
cases, or a threat of criminal acts, as in the bond to keep the peace, but from 
the compulsive nature of the medical condition. By making it impossible for 
the addict to obtain the drug legally we compel him to resort to criminal acts, 
and then we say that his addiction is the cause of his crime. The prohibitions 
against trafficking and illegal possession are not for some economic purpose, 
such as the regulation of trade and commerce, but precisely to prevent the 
harm caused by the non-medical use of opiate narcotics, including the harm 
of addiction. This is the criminal law means of attempting to prevent this 
harm. The addiction itself is not the crime. It is submitted that the compul- 
sory medical treatment of addiction must be regarded as a non-criminal law 
means of dealing with this harm. 

Thus while compulsory treatment may have the consequential effect of 
preventing or reducing crime it is directed to the elimination of a medical 
condition rather than the deterrence of crime. The cure of addiction does not 
assure that a person will not engage in trafficking or casual use. Neither of 
these depend on addiction. The confinement does have the effect of prevent- 
ing crime, but as we have suggested above, the confinement must be seen as 
the means of compelling acceptance of treatment rather than prevention of 
crime. Otherwise, it is indistinguishable from preventive detention and 
should be justified as such, on a clear showing of prior and present criminal- 
ity, and serious danger to the public. 

The general conclusion that we draw from this analysis is that it is doubt- 
ful if the compulsory treatment of addiction is sufficiently related to specific 
issues of criminal responsibility, either preventively or remedially, to be 
capable of being grounded jurisdictionally on the criminal law power. If there 
is a federal jurisdiction to provide for compulsory treatment of addiction it 
ought logically to exist as a general one, independent of the criminal law 
power, or not at all. If there is a federal power to provide for compulsory 
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treatment of addiction in order to prevent crime then there ought logically to 
be a federal power to provide for the compulsory treatment of psychopathic 
conditions which may lead to crime. It is perhaps significant that Parliament 
has not attempted to disguise the preventive detention of the habitual crimi- 
nal or the dangerous sexual offender as compulsory treatment, although their 
condition may be one which calls for treatment. 


We do not deny that there is a persuasive argument to be made for 
compulsory treatment as a measure for the prevention of crime; all we say is 
that its implications carry us beyond the criminal law power. It is on a par 
with other legislative initiatives which may remove conditions, personal or 
social, which are conducive to crime. Nor do we deny that Parliament may 
validly provide medical treatment for the criminal offender, to which he may 
be more or less compulsorily exposed by virtue of his confinement. We merely 
say that such treatment is not really related to the issue of criminal responsi- 
bility so as to form a true part of the disposition of the case. The possible 
exception is where the addiction can be shown to be directly related to the 
crime of which he is convicted (as in the case of the simple possession of a 
drug to which he is addicted). Then the case may be said to be analogous to 
one in which the accused is acquitted on the ground of insanity. If that is to 
be the case then we should say what we mean: we should make a finding of 
addiction the alternative to a finding of criminal responsibility. It should be 
noted that the Supreme Court of the United States has held that it is 
unconstitutional to make addiction a crime on the ground that it is cruel and 
unusual punishment in violation of the Eighth and Fourteenth Amendments 
of the American Constitution.*t American civil commitment statutes some- 
times expressly provide that civil commitment which is ordered while a 
charge is pending is not a criminal conviction. On a similar view of the 
matter the “sentence” to custody for treatment in Part II would have to be 
considered to be a non-punitive commitment for compulsory treatment in lieu 
of the punishment which might have been imposed in respect of the offence 
for which the addict was convicted. The more we attempt to relate compul- 
sory treatment to the criminal law power the more we are obliged to regard it 
as what many of its critics contend it is—imprisonment under another name.* 

The provision in Part II of the Narcotic Control Act and provincial legis- 
lation declaring a non-criminal addict committed for treatment under provin- 
cial law to be deemed to be under sentence to custody for treatment, and 
therefore an inmate within the meaning of the Parole Act, would appear to be 
of doubtful validity. A province may validly provide for compulsory treat- 
ment of narcotic addicts, and as a general rule may validly use federal 
administrative agencies and institutions for the implementation of its legisla- 
tion, but it is doubtful if either the federal Parliament or the provincial 
legislatures can validly impose upon a narcotic addict who has not been 
convicted of a narcotic offence the status of an inmate for purposes of the 


* There is further discussion of federal jurisdiction with respect to compulsory treatment in 
Appendix J Probation for Heroin Dependents in Canada. 
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Parole Act. There would appear to be a significant difference between the 
delegation that is contemplated here and that which has been permitted to 
facilitate the application of uniform rules and the avoidance of administra- 
tive duplication in the fields of natural products marketing and highway 
transportation.*2 Here there is a qualitative difference in the nature of the 
legislative and administrative impact on each side of the jurisdictional di- 
vision. There is an attempt to give a criminal character to a civil status 
without any bona fide criminal law basis for it. The enabling provision may 
be necessary to authorize the federal authorities to deal with the addict, but it 
effects a change of status which neither legislature can validly impose. 


Thus there is considerable doubt about the scope of federal jurisdiction to 
provide for compulsory measures of treatment, education, after-care, rehabil- 
itation and social reintegration as an alternative to conviction or punishment 
or in addition thereto. This policy option, suggested by the Convention on 
Psychotropic Substances, 1971, would appear, on constitutional and practical 
grounds to be open only to the provinces because of their jurisdiction and 
practical involvement with respect to such matters. Such a policy development 
involves a shift in constitutional emphasis from federal to provincial jurisdic- 
tion. We do not deny that there is considerable scope for a variety of 
dispositions of an essentially non-punitive nature in criminal cases, but as we 
have attempted to show in the discussion of compulsory treatment, there is 
considerable difficulty, and probably serious disadvantages, in attempting to 
relate a public health approach to issues of criminal responsibility. This the 
federal government is obliged to do if it attempts to develop a public health 
model for dealing with the non-medical user of drugs without a clear basis in 
the general power for such an approach. 

In considering whether Parliament should have legislative jurisdiction to 
provide for compulsory measures of treatment or indoctrination in lieu of 
criminal law conviction, the courts might well be influenced by the fact that 
there is an international agreement contemplating such a policy. But the law 
at present is that an international agreement does not add anything to the 
legislative jurisdiction which Parliament otherwise has under the BNA Act.* 
The federal government has the executive power to make international 
agreements on behalf of Canada, but it may not in a particular case have the 
full legislative power required to implement an agreement by suitable domes- 
tic legislation. Such power may lie wholly or partly with the provincial 
legislatures. The federal government does not increase its legislative power by 
entering into an international agreement. That power continues to be deter- 
mined by the normal distribution of legislative jurisdiction under the Cana- 
dian constitution. Thus, where the implementation of a proposed interna- 
tional agreement will require provincial legislative action, the agreement 
ought logically to be preceded by federal-provincial consultation. Canada 
fulfils its obligations under an international agreement if it implements the 
agreement by appropriate legislative and administrative action, whether it be 
federal or provincial. 
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PROVINCIAL POWER TO CREATE PENAL OFFENCES 


We must now consider whether there is a provincial jurisdiction to make 
conduct related to non-medical drug use a punishable offence. For example, if 
the federal Parliament were to repeal its prohibition of the simple possession 
of a particular drug, could the provinces validly enact such a prohibition? 

The provincial power, in virtue of section 92(15) of the BNA Act, to 
impose penalties (including imprisonment) for the violation of provincial 
laws can only be invoked if the province has the jurisdiction under some 
other head in section 92 to legislate in relation to a particular subject matter. 
The provincial penal jurisdiction is an ancillary power that is used to give 
effect to legislation that is valid under some other head of provincial jurisdic- 
tion. The provinces do not possess a primary and independent power, such as 
the federal criminal law power, to prohibit conduct with penal consequences. 
Such prohibition must be related to some other head of jurisdiction in section 
92. 

The federal criminal law power permits Parliament to select any conduct 
for criminal law prohibition, whether or not Parliament could otherwise 
exercise a regulatory jurisdiction with respect to such conduct. For example, 
Parliament can prohibit certain conduct in the field of highway traffic, such as 
dangerous and impaired driving, although it does not have the power to 
regulate highway traffic. There is one limitation on the exercise of the federal 
criminal law power: it must not be a mere pretense or “colourable’’ use to 
usurp a provincial jurisdiction. It must be used for a true criminal law 
purpose and not for a legislative purpose that lies outside federal jurisdiction. 
An example of a colourable use of the criminal law power was the federal 
attempt to prohibit the manufacture and sale of margarine in the provinces, 
referred to above. The courts have not attempted to draw an exhaustive list of 
valid criminal law concerns. They have recognized that the criminal law is an 
expanding field, and that Parliament must be able to create new crimes. It was 
said in the Margarine case that public peace, order, security, health and 
morality were “the ordinary though not exclusive ends” served by the crimi- 
nal law. 

There may be both federal and provincial penal provisions in a particular 
field of activity. Where valid federal and provincial legislative provisions 
come into conflict the federal legislation prevails. The provincial legislation is 
rendered inoperative to the extent of such conflict.*4 

To what extent can the provinces, in the absence of conflicting federal 
legislation, validly attach penal consequences to conduct in the field of non- 
medical drug use? There are precedents in the field of liquor control which 
appear to afford a basis for such jurisdiction, but they require careful exami- 
nation. The provinces clearly have the jurisdiction to regulate the distribution 
and possession of liquor, and they can make it an offence to distribute or 
possess liquor except as permitted by the regulatory legislation which they 
enact. Such a legislative approach is similar to that reflected by the Narcotic 
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Control Act and the Food and Drugs ‘Act. Liquor is made available upon 
certain conditions and in a certain manner, and any other dealing in it is 
prohibited. But the provinces may go further; the courts have held that they 
may prohibit the distribution of liquor altogether.*® It is this jurisdiction that 
is most relevant to the consideration of whether the provinces could prohibit 
the conduct involved in other non-medical drug use. 

The constitutional basis of provincial! liquor prohibition, as articulated 
in the cases, is somewhat ambiguous. The provincial suppression of the liquor 
traffic has been justified as the abatement or prevention of a “local evil”, 
resting on provincial jurisdiction with respect to matters of a merely local or 
' private nature in the province under section 92(16) of the BNA Act. It is not 
clear what was contemplated as the “evil” in the distribution and consump- 
tion of liquor but the language used in the cases is strongly suggestive of 
morality. 

If provincial liquor prohibition is to be considered as a penal suppression 
of conduct on the ground of public morality then it must, in the light of later 
decisions, be considered to be a constitutional anomaly, as we suggested in the 
Interim Report. The Supreme Court of Canada has clearly rejected the notion 
of “local evil” as a basis for provincial legislation of a criminal law charac- 
ter,*® and other decisions have made it plain that the provinces do not have a 
jurisdiction to create penal offences for the enforcement of morality.*’ 

It has been suggested, however, that the provinces can validly prohibit the 
conduct involved in non-medical drug use as an aspect of provincial jurisdic- 
tion with respect to health, and provincial liquor prohibition could be recon- 
ciled with this view of the matter. The few cases on the point*® are conflicting 
and reflect the doubt on the issue which we expressed in the Interim Report. 
There must obviously be a provincial jurisdiction to prohibit certain conduct 
with penal consequences in order to protect public health. Otherwise there 
can be no effective provincial regulatory jurisdiction with respect to health. 
The fields of sanitation and infectious disease are typical examples where 
there must be this power. In the intention behind the criminal law suppres- 
sion of conduct in relation to non-medical drug use there is, however, a blend 
of legislative purposes. There is undeniably a bona fide health concern, but 
there is also a public morality concern. When non-medical drug use is spoken 
of as an “evil” there is concern not only for the effect on the health of 
individuals but also concern for the effect on the general tone and capacity of 
the society—for harm that is not strictly a matter of health. This is a concern 
for public morals—for the effect of non-medical drug use on character. Are 
the courts not obliged to assign this dual purpose to provincial attempts to 
prohibit such conduct, however they may be couched in the form of health 
legislation? This is the basis for doubt as to provincial jurisdiction to make 
conduct related to non-medical drug use a punishable offence. The problem is 
to determine the dominant legislative purpose which gives the legislation its 
true nature and character. 
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We have now come to the conclusion that such a jurisdiction can be 
justified as a protection of health, and as a practical matter can hardly be 
denied in view of the precedents in favour of provincial liquor prohibition. 
These include the right to make public drunkenness an offence.*® Liquor 
prohibition must necessarily involve the right to prohibit any and all conduct 
involved in the distribution and use of liquor, and it is impossible to distin- 
guish between provincial control of liquor and provincial control of other 
drugs as legislative concerns. They are both concerned with the effect of con- 
sumption on the individual and the community generally. Unless the courts 
are to say that a mistake was made in the liquor prohibition cases there 
seems to be no way of making a distinction between the two. The “local evil” 
spoken of in the liquor cases may be thought of as a matter of public moral- 
ity but it may equally be thought of as a matter of injury to health. We have 
come to the conclusion that if provincial legislation is so framed as to clearly 
indicate a concern with the effect of non-medical drug use on the health of 
the individual it would have a valid provincial aspect notwithstanding that it 
might incidentally serve other purposes such as the prevention of social harm 
or the deleterious effects of drug use upon society generally.°° 


JURISDICTION WITH RESPECT TO EDUCATION 


Education falls within exclusive provincial jurisdiction under section 93 
of the BNA Act. At the same time, a distinction must be made between edu- 
cation in the organized sense, involving formal instruction in educational insti- 
tutions, and education in the broadest sense, including public education 
through a variety of media and facilities in which the federal government 
clearly has a role to play. 


To the extent that drug education is to be furnished in the school system, 
it must be deemed to come within provincial jurisdiction. But there is nothing 
to prevent the federal government from contributing to drug education in the 
larger sense, outside the formal educational system, by a variety of informa- 
tional programs making use of all the media of communication. It may also, 
of course, take a lead in the development of the necessary informational basis 
for provincial drug education programs and may indeed collaborate in the 
development of the educational materials for use in such programs. 


The distinction drawn in the Interim Report between information and 
education was directed more to the nature of materials than to jurisdictional 
issues. The distinction was meant to emphasize that the processes and consid- 
erations which go into the development of sound information by research 
and evaluation may differ from those which go into the development of 
educational materials based on such information. The jurisdictional issue 
turns rather on the distinction between the organized educational system and 
activity of a general educational value outside that system. It would be utterly 
impracticable if every communication which might be deemed to be of an 
educational value were held to be a matter of exclusive provincial jurisdiction. 
At the same time there is obviously a domain in which the formal educational 
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system may be extended by the use of audio-visual techniques. Such develop- 
ment raises a clear issue of provincial jurisdiction but it does not preclude 
federal activity of general educational value by similar means of communi- 
cation.* 


F.2> WHETHER, IN PRINCIPLE, THE CRIMINAL LAW SHOULD BE 
USED IN THE FIELD OF NON-MEDICAL DRUG USE 


Some people take the position that non-medical drug use is an entirely 
personal and private matter, not unlike many other things that one does with 
one’s body in the satisfaction of various appetites and the pursuit of various 
pleasures, and if any harm is being done it is harm which one is doing to 
oneself alone. They argue that the law should be concerned only with the 
damage or injury which an individual directly causes to another as a result of 
drug use. The classic exposition of this point of view is to be found in John 
Stuart Mill’s celebrated Essay on Liberty, in which he states his central 
proposition as follows: 


The object of this Essay is to assert one very simple principle, as entitled 
to govern absolutely the dealings of society with the individual in the way 
of compulsion and control, whether the means used be physical force in the 
form of legal penalties, or the moral coercion of public opinion. That prin- 
ciple is, that the sole end for which mankind are warranted, individually or 
collectively, in interfering with the liberty of action of any of their number, 
is self-protection. That the only purpose for which power can be rightfully 
exercised over any member of a civilized community, against his will, is to 
prevent harm to others. His own good, either physical or moral, is not a suf- 
ficient warrant. He cannot rightfully be compelled to do or forbear because it 
will be better for him to do so, because it will make him happier, because, in 
the opinions of others, to do so would be wise, or even right. These are good 
reasons for remonstrating with him, or reasoning with him, or persuading 
him, or entreating him, but not for compelling him, or visiting him with 
any evil, in case he do otherwise. To justify that, the conduct from which 
it is desired to deter him must be calculated to produce evil to someone else. 
The only part of the conduct of any one, for which he is amenable to society, 
is that which concerns others. In the part which merely concerns himself, 
his independence is, of right, absolute. Over himself, over his body and mind, 
the individual is sovereign. 


The fundamental value which’ Mill emphasizes is freedom, and it is not 
freedom as an abstract principle or independent good, but as a utilitarian 
value with which he is concerned: the necessity of freedom to the develop- 
ment and well-being of the individual and society. There is no question that 
we, as a democratic society, regardless of our particular or individual political 
persuasion, are profoundly committed to the supreme importance of free- 


* There is discussion elsewhere in this report of other constitutional issues, such as the rela- 
tionship between federal control of drug availability and provincial regulation of the practice 
of medicine (see Section IX Opiate Maintenance) and jurisdiction with respect to the 
regulation of advertising (see Section XIV The Mass Media). 
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dom. But opinions differ as to its proper or necessary limits, and the issue as 
to what should be the legislative policy towards non-medical drug use reflects 
the debate as sharply as any. 


Before considering the response which has been made to Mill’s thesis by 
philosophers and laymen, it should be observed that Mill himself admitted 
one very important qualification to his general principle that is of particular 
relevance for the subject of non-medical drug use. He took it to be obvious 
that the principle, that the state does not have the right to interfere with an 
individual in order to prevent him from causing harm to himself, does not 
apply to persons who do not have the requisite maturity for the exercise of 
truly free choice. As Mill put it: 


It is, perhaps, hardly necessary to say that this doctrine is meant to apply 
only to human beings in the maturity of their faculties. We are not speaking 
of children, or of young persons below the age which the law may fix as 
that of manhood or womanhood. Those who are still in a state to require 
being taken care of by others, must be protected against their own actions as 
well as against external injury. 


This is, of course, a qualification of major significance insofar as non- 
medical drug use is concerned because young people are so heavily involved 
in it. Unfortunately, Mill does not indicate the kind of intervention which he 
would consider appropriate to protect the young from causing harm to 
themselves. We do not know what intervention he would consider possible 
and compatible, as a practical matter, with the freedom on which he would 
insist for adults. As to the limits of state intervention which he would regard 
as permissible, insofar as adults are concerned, Mill indicates the general 
tenor of his thinking in certain observations concerning government policy 
with respect to poisons and the consumption of alcoholic beverages. Always 
making exception for the protection of the young, his policy with respect to 
poisons is that where they have legitimate uses the government must limit its 
intervention, despite the risks of harm, to assuring that people are suitably 
warned of the dangers by proper labelling. His reasoning is that, assuming 
such poisons have useful purposes, people should not be deprived completely 
of access to them merely because they present serious dangers. He goes 
further and says that people should not be put to the inconvenience and 
expense of having to obtain a special permission, such as a doctor’s prescrip- 
tion, to obtain them. This is, in fact, the general approach which is adopted 
by present legislative policy to a wide variety of substances with a potential 
for harm, at least in certain applications. It is felt that they cannot be removed 
entirely from the market because of their necessity or usefulness. Such is the 
case with drugs having a medical value, despite the dangers which they may 
present in certain applications, and such is the case with the wide variety of 
industrial and household products containing volatile substances, gases and 
solvents. Despite their potential for harm, especially to young people, as a 
result of their chemical properties, it is not practicable to consider their 
removal from the market because of their utility, and in many cases necessity, 
in legitimate uses. Occasionally, it may be necessary to remove a substance 
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entirely from the market because of its general hazard to health even in its 
principal application. Such was the case with the cyclamates. With drugs 
having therapeutic value, the requirement of a prescription must for the 
reasons indicated by Méill—inconvenience and cost—be applied very 
judiciously. 

With respect to the consumption of alcoholic beverages, Mill is of course 
against prohibition, and he sees the prohibition of sale as an attempt to 
prohibit use, as an infringement not only of the liberty of the seller but of the 
liberty of the user as well. Thus Mill would appear to be opposed to the “vice 
model” (which obtains in such matters as pornography and prostitution) 
whereby the law punishes the seller but not the user. At the same time Mill 
acknowledges that trade is a “social act” with which government has a right 
to concern itself. In other words, it affects others besides the trader. But on 
closer examination of what he has to say, it would appear that Mill is 
somewhat ambivalent or uncertain as to how far and upon what principles 
society is justified in interfering with the operations of the seller or purveyor 
of goods or services of which it disapproves. He concedes some force in the 
argument that access to the means of indulging in certain vices such as 
gambling and prostitution should be rendered as difficult as possible so as to 
reduce the opportunities for contact with them, but he does not feel that the 
same considerations apply to the sale of alcoholic beverages. The following 
passage reflects the general direction of his thinking, if not the whole of his 
analysis on this point: 

There is considerable force in these arguments. I will not venture to decide 
whether they are sufficient to justify the moral anomaly of punishing the 
accessory, when the principal is (and must be) allowed to go free; of fining 
or imprisoning the procurer, but not the fornicator, the gambling-house 
keeper, but not the gambler. Still less ought the common operations of buy- 
ing and selling to be interfered with on analogous grounds. Almost every 
article which is bought and sold may be used in excess, and the sellers have 
a pecuniary interest in encouraging that excess; but no argument can be 
founded on this, in favour, for instance, of the Maine Law; because the 
class of dealers in strong drinks, though interested in their abuse, are in- 
dispensably required for the sake of their legitimate use. The interest, how- 
ever, of these dealers in promoting intemperance is a real evil, and justifies 
the State in imposing restrictions and requiring guarantees which, but for 
that justification would be infringements of legitimate liberty. 


Mill recognized that such enterprises may be properly subjected to a 
variety of regulations and safeguards touching such matters as the reliability of 
the proprietors, hours of opening and closing, and the like, but he did not think 
that the regulations should have as their object, the attempt, by restricting the 
number of outlets, to render access to alcoholic beverages more difficult. 
Hence the reasoning seems to be that alcoholic beverages can be resorted to 
without abuse, and that it is not right to subject the majority who do not abuse 
them to inconvenience simply because of those who are liable to do so. 
Finally, Mill conceded that it was legitimate to allow a relatively heavy 
burden of taxes to fall upon alcoholic beverages since such taxes, which must 
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be imposed by the state for revenue purposes, are bound to inhibit some 
forms of consumption. “It is hence the duty of the State,” said Mill, “to 
consider, in the imposition of taxes, what commodities the consumers can best 
spare; and a fortiori, to select in preference those of which it deems the use, 
beyond a very moderate quantity, to be positively injurious. Taxation, there- 
fore, of stimulants, up to the point which produces the largest amount of 
revenue (supposing that the State needs all the revenue which it yields) is not 
only admissible, but to be approved of.” 


It is not clear from all this how Mill would approach the modern phenom- 
enon of non-medical drug use, and more particularly how he would propose 
to allow adults freedom while providing adequate protection for the young. It 
is a reasonable assumption that he would have assimilated all non-medical use 
to that of alcohol and would have favoured a system of legal availability with 
regulations designed to minimize the opportunities for exposure of the young 
to it. It is also probable, however, that Mill would have found the problem 
particularly perplexing because of the extent to which modern youth is actively 
engaged in non-medical drug use. He might also have found considerable dif- 
ficulty in determining that degree of maturity or discernment which should 
distinguish those who require protection from those who do not. The 
point is that Mill’s general principle of non-interference with conduct that 
does not cause harm to third persons or to society generally is clear enough as 
an abstract proposition; it is its application, with its important qualification 
that the state has the right to intervene to protect persons under the age of 
maturity from causing harm to themselves, that presents difficulty, particu- 
larly in the context of contemporary drug use. With certain drug use the 
issues, if Mill’s principles were to be followed, would be not merely how to 
protect the young while allowing freedom for the mature, but how to amelio- 
rate the present problem by a system which continued to attempt to deprive 
the young of access to the drug. 


Mill’s thesis has been challenged by other philosophers and laymen on 
several grounds. First, there is challenge of the assumption that might seem to 
be implicit in Mill’s general position, that harm which one causes to oneself 
can never be a cause of harm to others or to society generally. Many—indeed, 
we would think the vast majority—would strongly dispute this suggestion, 
particularly with respect to non-medical drug use. They would stress the effect 
which harmful drug use frequently has on the members of the user’s family 
in emotional disturbance, family relations and discharge of one’s family 
responsibilities, as well as the effect it has on others in the community 
who must assume some responsibility for dealing with the consequences to 
the user and the members of his family—the demands upon the over-taxed 
resources of medical and social service facilities, sometimes causing neglect of 
other priorities, as well as the expense of establishing and maintaining neces- 
sary additional facilities. They would also stress the general effect of harm- 
ful drug use on the motivation and productive capacity required to maintain 
the institutions and life of the society. They would be concerned with the 
possible effects of widely diffused drug use on the present way of life. 
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Actually, Mill concedes that the harm which one causes to oneself by a 
certain kind of behaviour may in many cases cause inconvenience, special 
burdens, and even injury to other individuals and to society generally, but he 
contends that this is not a reason for prohibiting the conduct altogether. It is 
his contention that we should deal with these secondary effects, as they arise, 
on their own merits as being attributable not to the general kind of conduct 
(for example, non-medical drug use) as such, but to certain factors in the 
individual, such as excessive use, lack of responsibility, and the like. Thus, in 
Mill’s view, the fact that driving while under the influence of a drug may 
result in injury to others would not be a reason for prohibiting the use of the 
drug altogether. The injury to others is not the direct result of drug use as 
such but of driving while under the influence of the drug, and the law should 
direct itself to prohibiting and punishing this particular conduct rather than 
drug use as a whole. 


While Mill in the enunciation of his central principle recognizes the right 
of society to use the criminal law or moral coercion for its legitimate self- 
protection, there is an implication that even if it could be demonstrated that 
non-medical drug use will frequently result in impairment of a person’s gen- 
eral potential for usefulness to society, he would not consider this a suffi- 
cient ground for the exercise of such self-protection. This is where the issue 
is joined today. A majority of those who support the existing law do so 
not merely because of the effect of drug use on the welfare of the individual 
but chiefly because of what they feel to be its effect on the welfare of society 
as a whole. Mill would appear to exclude this, as a matter of principle, as a 
valid consideration for application of the criminal law, although the differ- 
ence may be essentially a matter of appreciation of what constitutes a suffi- 
cient injury or harm to society to warrant intervention. What is really 
involved is a weighing of values: as Mill puts it, “the inconvenience is one 
which society can afford to bear, for the sake of the greater good of human 
freedom.” Others take the view, in the case of non-medical drug use, that 
what is involved is more than a matter of “inconvenience” but rather a threat 
to other values on which the present society depends, such as the capacity and 
willingness to discharge personal responsibilities in work and personal rela- 
tions, and that such value as there may be in the personal freedom to pursue 
non-medical drug use must cede to these other values which are held to be 
essential to the society’s survival. 

The philosophic debate concerning the appropriateness of the criminal 
law in the field of non-medical drug use is associated with expressions such as 
“crime without victim” and “law and morals” which obscure the essential 
issue: how different people characterize the personal and social effects of non- 
medical drug use in the light of their respective systems of value. This, rather 
than an abstract debate as to the appropriate limits of the criminal sanction, 
is what is really at stake. The quarrel is not so much with Mill’s premises as 
with the practical conclusions which he drew from them in the light of a 
nineteenth century liberalism. Once he concedes, as he does, that society has a 
right to use the criminal law to protect itself, that a special protection is owing 
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to those under the age of majority, and that people may be restrained from 
giving public offence to the sense of decency of others, then it seems that what 
essentially separates him from his critics are questions of application—the 
weighing of the competing values in the light of the particular facts, and 
consideration of the ways and means best calculated to promote the ends. 

For example, the English judge, Lord Devlin, who is generally regarded — 
as the exponent of a legal philosophy that is at extreme variance with that of 
Mill, because of his insistence on the right, and indeed the duty, of the state 
to enforce morality, is seen on closer examination simply to take a different 
view of what the self-protection of the state requires. Although he speaks in a 
general way about the moral values of the majority as being essential to the 
preservation of the society, where the criminal law is concerned his notion of 
morality is not divorced from consideration of the actual harm caused by 
particular conduct. It would not appear that in his view any departure from 
the prevailing moral code is to be considered a social harm warranting the 
application of the criminal law. Once again, it is a question of the subjective 
evaluation of the effects of certain conduct from the social point of view. His 
general approach is set out in the following passage from The Enforcement 
of Morals: 


I think, therefore, that it is not possible to set theoretical limits to the power 
of the State to legislate against immorality. It is not possible to settle in ad- 
vance exceptions to the general rule or to define inflexibly areas of morality 
into which the law is in no circumstances to be allowed to enter. Society is 
entitled by means of its laws to protect itself from dangers, whether from 
within or without. Here again I think that the political parallel is legitimate. 
The law of treason is directed against aiding the king’s enemies and against 
sedition from within. The justification for this is that established government 
is necessary for the existence of society and therefore its safety against violent 
overthrow must be secured. But an established morality is as necessary as 
good government to the welfare of society. Societies disintegrate from within 
more frequently than they are broken up by external pressures. There is 
disintegration when no common morality is observed and history shows that 
loosening of moral bonds is often the first stage of disintegration, so that 
society is justified in taking the same steps to preserve its moral code as it 
does to preserve its government and other essential institutions. The suppres- 
sion of vice is as much the law’s business as the suppression of subversive 
activities; it is no more possible to define a sphere of private morality than 
it is to define one of private subversive activity. It is wrong to talk of private 
morality or of the law not being concerned with immorality as such or to 
try to set rigid bounds to the part which the law may play in the suppression 
of vice. There are no theoretical limits to the power of the State to legislate 
against treason and sedition, and likewise I think there can be no theoretical 
limits to legislation against immorality. You may argue that if a man’s sins 
affect only himself it cannot be the concern of society. If he chooses to get 
drunk every night in the privacy of his own home, is any one except himself 
the worse for it? But suppose a quarter or a half of the population got drunk 
every night, what sort of society would it be? You cannot set a theoretical 
limit to the number of people who can get drunk before society is entitled to 
legislate against drunkenness. 
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Despite the general sweep of his statements in favour of the enforcement 
of morality, it seems clear that Lord Devlin is involved in the same process as 
Mill of weighing the values of personal freedom and privacy against other 
values which he deems to be essential to the preservation of a certain kind of 
society. If anything, what possibly distinguishes them is the relative impor- 
tance or primacy which Mill, in the particular political context of his time, 
assigned to freedom as a social as well as individual value. But the essential 
perspective of Lord Devlin is not at such variance with that of Mill as some 
of his language suggests. For at one place, he says, “There must be toleration 
of the maximum individual freedom that is consistent with the integrity of 
society.” And at another place he says, “But before a society can put a 
practice beyond the limits of tolerance there must be a deliberate judgment 
that the practice is injurious to society.” Thus, whether one agrees or not with 
Lord Devlin’s assumption that morality is essential to the preservation of 
society, it would not appear to be his thesis that, irrespective of the harm 
which appears to be caused by the conduct in question, it is proper to use the 
criminal law to enforce morality. 


Nevertheless Lord Devlin’s general position on law and morality was 
attacked by the English philosopher, H. L. A. Hart, on the ground that since 
his belief in the importance of morality to the preservation of society 
appeared to be an a priori rather than an empirical conclusion, and he seemed 
to equate society with its morality, the natural and inevitable tendency of his 
position would be to regard any departure from the prevailing morality as a 
threat to the preservation of the society. Hart himself is in essential agreement 
with Mill that the criminal law should not be used to enforce morality, but he 
differs from Mill in regarding it as a legitimate object of the law to attempt to 
prevent individuals (including those of the age of maturity) from doing harm 
to themselves. This he justifies as “paternalism” (as distinct from “legal 
moralism”, which he ascribes to Lord Devlin) on the ground that Mill 
exaggerated the capacity of adults to make wise use of their freedom. Hart’s 
notion of paternalism may also impliedly challenge another assumption of 
Mill—that somehow the young can be protected while conceding freedom to 
adults. If an attempt is to be made to deny access to certain drugs to the 
young, either on the paternalistic basis of protecting them from causing harm 
to themselves or on the basis that their use of drugs will have an adverse 
effect on society as a whole, then it must be asked whether the achievement 
of this purpose is rendered more or less difficult by permitting adults to have 
access to such drugs. 


On this whole philosophic issue as to whether, in principle, the criminal 
law should be used in the field of non-medical drug use, we adhere to the 
general position which we expressed in the Interim Report as follows: 


In our opinion, the state has a responsibility to restrict the availability of 
harmful substances—and in particular to prevent the exposure of the young 
to them—and that such restriction is a proper object of the criminal law. We 
can not agree with Mill’s thesis that the extent of the state’s responsibility 
and permissible interference is to attempt to assure that people are warned 
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of the dangers. ... Obviously the state must be selective. It cannot attempt to 
restrict the availability of any and all substances which may have a potential 
for harm. In many cases it must be satisfied with assuring adequate informa- 
tion. We simply say that, in principle, the state can not be denied the right 
to use the criminal law to restrict availability where, in its opinion, the poten- 
tial for harm appears to call for such a policy. [Paragraph 442] 

... Without entering into the distinction between law and morality, we also 
subscribe to the general proposition that society has a right to use the criminal 
law to protect itself from harm which truly threatens its existence as a polit- 
ically, socially and economically viable order for sustaining a creative and 
democratic process of human development and self-realization. [Paragraph 
443] 

The criminal law should not be used for the enforcement of morality 
without regard to potential for harm. In this sense we subscribe to what Hart 
refers to as the “moderate thesis” of Lord Devlin. We do not subscribe to 
the “extreme thesis” that it is appropriate to use the criminal law to enforce 
morality, regardless of the potential for harm to the individual or society. 

If we admit the right of society to use the criminal law to restrict the 
availability of harmful substances in order to protect individuals (particularly 
young people) and society from resultant harm, it does not necessarily follow 
that the criminal law should be applied against the user as well as the distrib- 
utor of such substances. There is no principle of consistency that requires 
the criminal law to be used as fully as possible or not at all, in a field in which 
it may have some degree of appropriateness. We do not exclude in principle 
the application of the criminal law against the user since it is a measure which 
can have an effect upon the availability and the exposure of others to the op- 
portunity for use, but the appropriateness or utility of such an application 
must be evaluated in the light of the relative costs and benefits. [Paragraph 
444] 


We did express a general reservation concerning the offence of simple 
possession as follows: 


Our basic reservation at this time concerning the prohibition against 
simple possession for use is that its enforcement would appear to cost far 
too much, in individual and social terms, for any utility which it may be shown 
to have. We feel that the probability of this is such that there is justification 
at this time to reduce the impact of the offence of simple possession as much 
as possible, pending further study and consideration as to whether it should 
be retained at all. The present cost of its enforcement, and the individual and 
social harm caused by it, are in our opinion, one of the major problems in- 
volved in the non-medical use of drugs. [Paragraph 449] 


In effect, it is not particularly helpful in this case to attempt to set 
theoretical limits to the application of the criminal law. The criminal law may 
properly be applied, as a matter of principle, to restrict the availability of 
harmful substances, to prevent a person from causing harm to himself or to 
others by the use of such substances, and to prevent the harm caused to 
society by such use. In every case the test must be a practical one: we must 
weigh the potential for harm, individual and social, of the conduct in 
question against the harm, individual and social, which is caused by the 
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application of the criminal law, and ask ourselves whether, on balance, the 
intervention is justified. Put another way, the use of the criminal law in any 
particular case should be justified on an evaluation and weighing of its 
benefits and costs. Generally speaking, the adverse effects for the individual 
of the criminal law process are such that it must be justified in each case by 
rational and convincing reasons of necessity, in relation to other available 
means of achieving the desired purpose. 


F.3. THE LAW WITH RESPECT TO THE OFFENCES OF SIMPLE 
POSSESSION, TRAFFICKING, POSSESSION FOR THE PURPOSE 
OF TRAFFICKING, IMPORTING, AND CULTIVATION 


SIMPLE POSSESSION 


Section 3 of the Narcotic Control Act‘ provides: 


3. (1)Except as authorized by this Act or the regulations, no person 
shall have a narcotic in his possession. 

(2) Every person who violates subsection (1) is guilty of an indictable 
offence and is liable 

(a) upon summary conviction for a first offence, to a fine of one thou- 

sand dollars or to imprisonment for six months or to both fine and 

imprisonment, and for a subsequent offence, to a fine of two thousand 

dollars or to imprisonment for one year or to both fine and imprison- 

ment; or 

(b) upon conviction on indictment, to imprisonment for seven years. 


Section 41 of the Food and Drugs Act,? respecting simple possession 
of the restricted drugs (strong hallucinogens), is in essentially the same 
terms, except that the maximum penalties upon indictment are a fine of five 
thousand dollars or imprisonment for three years or both. 

For the purpose of the Narcotic Control Act and the Food and Drugs 
Act, “possession” has the same meaning as it has under the Criminal Code, 
where it is defined in section 3(4) as follows: 


(a) a person has anything in possession when he has it in his personal 
possession or knowingly 
(i) has it in the actual possession or custody of another person, or 
(ii) has it in any place, whether or not that place belongs to or is 
occupied by him, for the use or benefit of himself or another 
person; and 
(b) where one of two or more persons, with the knowledge and consent 
of the rest, has anything in his custody or possession, it shall be 
deemed to be in the custody and possession of each and all of them. 


It has been held that there is no “minimal” amount required to estab- 
lish the offence of simple possession,? but an “infinitesimal” amount found 
in traces in the accused’s clothing has been held insufficient for conviction.* 
The accused must be shown to have been in possession of a drug the pos- 
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session of which is prohibited by the statute. Such proof is made in practice 
by an analyst’s certificate. A certificate of an analyst designated under the 
Narcotic Control Act or the Food and Drugs Act is admissible in evidence 
as to the nature of a drug in any prosecution for offences under the Act. In 
order for such a certificate to be admissible the party intending to produce 
it must, before the trial, give the other party reasonable notice of such in- 
tention together with a copy of the certificate. The party against whom the 
certificate is produced may, with leave of the court, require the attendance 
of the analyst for purposes of cross-examination. The accused must know 
that he has a prohibited drug in his possession. In other words, he must have 
the necessary intention or mens rea traditionally required for criminal re- 
sponsibility. The burden is on the accused to prove any exception, exemp- 
tion, excuse or qualification prescribed by law which operates in his favour— 
for example, that his possession is authorized by the act or regulations.’ Where 
the accused is charged with being in constructive possession by virtue of the 
fact that another person has possession with his knowledge and consent, it 
is not sufficient to show mere acquiescence; it is necessary to show some 
measure of control or right to control over the drug.® 


TRAFFICKING 


Section 4 of the Narcotic Control Act provides: 

4. (1) No person shall traffic in a narcotic or any substance represented 
or held out by him to be a narcotic. 

(2) No person shall have in his possession any narcotic for the purpose 
of trafficking. 

(3) Every person who violates subsection (1) or (2) is guilty of an 
indictable offence and is liable to imprisonment for life. 


Section 34 of the Food and Drugs Act with respect to controlled drugs 
(amphetamines and barbiturates) and section 42 of the Act with respect 
to restricted drugs (strong hallucinogens) are in the same terms, except for 
the penalty provision, which reads as follows: 

Every person who violates subsection (1) or (2) is guilty of an offence 
and is liable 

(a) upon summary conviction to imprisonment for eighteen months; or 

(b) upon conviction on indictment, to imprisonment for ten years. 


To traffic under the Narcotic Control Act means “to manufacture, sell, 
give, administer, transport, send, deliver or distribute”, or “to offer to do” any 
of these things without authority.® Under the Food and Drugs Act, Parts 
III and IV, applicable to controlled drugs and restricted drugs, it means “to 
manufacture, sell, export from or import into Canada, transport or deliver” 
without authority.!° “Sell” is defined by the Food and Drugs Act as including 
“sell, offer for sale, expose for sale, have in possession for sale, and distrib- 
ute”.11 Thus under the Food and Drugs Act trafficking includes importing 
or exporting, which is a separate offence calling for a minimum mandatory 
sentence of seven years’ imprisonment under the Narcotic Control Act. 
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It is not necessary to be in possession to be a trafficker!” or to be 
guilty of the offence of offering to do an act defined as trafficking.1* The pur- 
chaser from a trafficker is not guilty of the offence of trafficking.1* Attempts 
have been made to extend the definition of trafficking by relying on the word 
“transport” in the definition, and arguing that any movement of the drug from 
one place to another is sufficient for trafficking. The courts have held that the 
word “transport”, when read in the context of other words in the definition, 
cannot be applied to the movement of the drug by the accused for his own 
use.15 It has recently been held, however, that transporting for one’s own use 
by an “innocent agent” amounts to trafficking.*® 


For the offence of trafficking, unlike that of simple possession (or 
possession for the purpose of trafficking), it is not necessary that the substance 
actually be one of the prohibited drugs; it is sufficient that it be represented or 
he'd out to be such by the accused.*” 


POSSESSION FOR THE PURPOSE OF TRAFFICKING 


Unlike the case of trafficking, where it is sufficient that the drug be 
represented or held out to be one which is included in the Schedule of the 
Narcotic Control Act or Schedule G or H of the Food and Drugs Act, it is 
necessary for the offence of possession for the purpose of trafficking that the 
accused actually be in possession of such a drug. 

A case of possession for the purpose of trafficking proceeds as if it were 
two trials. The law provides that if the accused does not plead guilty the 
trial shall proceed as if it were a prosecution for the offence of simple 
possession, and after the close of the case for the prosecution and after the 
accused has had an opportunity to make full answer and defense, the court 
shall make a finding as to whether or not the accused was in unauthorized 
possession of a prohibited drug.1® If the court finds that the accused was 
not in unauthorized possession of a prohibited drug he shall be acquitted, 
but if it finds that he was in such possession, he shall be given an opportunity 
of establishing that he was not in possession for the purpose of trafficking, 
and thereafter the prosecutor shall be given an opportunity of adducing 
evidence to establish that the accused was in possession for the purpose of 
trafficking. If the accused establishes that he was not in possession for the 
purpose of trafficking, he shall be acquitted of the offence as charged but, 
in the case of a charge under the Narcotic Control Act or under Part IV 
of the Food and Drugs Act respecting restricted drugs, he shall be convicted 
of the offence of simple possession and sentenced accordingly. 

This exceptional provision concerning the burden of proof is usually 
justified on the ground that it is ordinarily very difficult to prove the intention 
to traffic. In the absence of an admission, proof of such intention must be by 
way of inference from circumstantial evidence, such as the quantity of the 
drug discovered in the accused’s possession.?® 

There has been a serious question as to the precise nature of the 
burden placed upon the accused by this procedure and the extent to which 
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it Operates in practice as a departure from the traditional presumption of 
innocence. The courts have distinguished the secondary burden of adducing 
evidence of a particular fact from the primary burden of proving it when 
all the evidence is in.2° The primary burden is always on the Crown to esta- 
blish all the elements of the crime by proof beyond a reasonable doubt. By 
the special procedure with respect to the offence of possession for the purpose 
of trafficking the Crown is relieved of the burden of adducing evidence of 
the intention to traffic. Proof of unauthorized possession is evidence from 
which a court may infer an intention to traffic. In effect, it raises a statutory 
presumption of such intention. The difficult question has been to determine 
what the accused must show to rebut this presumption and whether the 
burden which is cast upon him violates the right affirmed by the Canadian Bill 
of Rights “to be presumed innocent until proved guilty according to 
law. -Ae2t 


The issue has been the meaning to be given the word “establish” in the 
provision “. . . if the accused establishes that he was not in possession of the 
narcotic for the purpose of trafficking, he shall be acquitted... . if the accused 
fails to establish that he was not in possession of the narcotic for the purpose 
of trafficking he shall be convicted... .” The question has been whether it is 
sufficient for the accused to raise a reasonable doubt as to the intention to 
traffic or whether he must prove that he did not have such an intention by a 
preponderance of evidence or on a balance of probabilities. Until June 1971 
the weight of the judicial authority was that it was sufficient for the accused to 
raise a reasonable doubt. In our Interim Report we expressed the law on 
the point as follows: 


. the legislation has deemed that evidence of unauthorized possession may 
support an inference of the mental element without any further affirmative 
evidence on this point, unless the accused gives a reasonable probable alter- 
native explanation for his possession, whether from his own evidence, or 
other witnesses, or from evidence already before the Court. The Court need 
not draw this inference even when the accused does not adduce any evidence, 
but he takes the risk it will do so. In all cases, though, if the accused by 
argument or evidence or cross-examination of the Crown witnesses establishes 
a reasonable doubt about his alleged purpose of trafficking, he must be ac- 
quitted of the offence of possession for the purpose of trafficking. [Paragraph 
3719] 


This statement was based on such decisions as Regina v. Hartley and 
McCallum,”? in which Davey J. A. of the British Columbia Court of 5 See 
expressed himself as follows: 


Crown counsel submits that in order to discharge that burden the appellant 
must show upon a preponderance of the evidence or on the balance of prob- 
abilities that he was not trafficking. . . 

It seems to me that it is established by the cases relied upon by Crown coun- 
sel... that if the prisoner by argument or evidence or cross-examination of 
the Crown’s witnesses establishes a reasonable doubt as to whether he had 
possession of the narcotic for the purpose of trafficking, he must be acquitted 
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of that particular offence, namely, having possession for the purpose of 
trafficking, and in the result he ought to be convicted only of ordinary pos- 
session. 


Later in the case of Regina v. Silk?’ the same court expressed the view 
that to deprive the accused of the benefit of a reasonable doubt on the issue 
of the intent to traffic would be contrary to the presumption of innocence 
protected by the Canadian Bill of Rights.\In other words, the court held 
that the presumption of innocence is the right of the accused to be presumed 
innocent unless and until his guilt is proved beyond a reasonable doubt, and 
that this presumption necessarily carries the right to the benefit of a reason- 
able doubt on the issues of fact, whether it exists on the evidence offered by 
the Crown or whether it is raised by the evidence of the accused. 


This would no longer appear to be the law as a result of the decision of 
the Supreme Court of Canada in Regina v. Appleby.** There the court was 
considering the statutory presumption created by section 237(1)(a)”* of 
the Criminal Code whereby an accused who is proved to have occupied the 
seat ordinarily occupied by the driver of a motor vehicle is “deemed to have 
had the care or control of the vehicle unless he establishes that he did not 
enter or mount the vehicle for the purpose of setting it in motion”, but the 
reasoning, at least of the majority in the case, would appear to be equally 
applicable to the burden of proof thrown upon the accused in a case of 
possession for the purpose of trafficking. Indeed, the court considered the 
decisions with respect to the Narcotic Control Act and the Food and Drugs 
Act, including the Hartley and Silk cases. The court held that the statutory 
presumption could not be rebutted by proof which merely raised a reasonable 
doubt; that a burden was placed on the accused to negate the presumption 
by a preponderance of evidence or proof which carried on a balance of 
probabilities. In other words, he has the burden of proof which applies in 
civil proceedings. 

The essential basis of the decision was that the word “establishes” 
connotes a degree of proof beyond that which may be necessary to raise 
a reasonable doubt. The court further held that placing such a burden upon 
the accused was not contrary to the presumption of innocence protected by 
the Canadian Bill of Rights. In Appleby the majority of the court held in 
effect that the right to be presumed innocent until proved guilty according 
to law is not a right to be presumed innocent until proved guilty beyond a 

-reasonable doubt. Laskin, J., in a special opinion concurring in the result 
arrived at by the other members of the court, appeared to interpret the 
presumption of innocence in the Canadian Bill of Rights as including the right 
to the benefit of any reasonable doubt but then found that there was no 
conflict with this right in holding that it was insufficient for the accused who 
is faced with the statutory presumption of section 237 to raise a reasonable 
doubt. It should be noted that the United States Supreme Court has held 
that the right to the benefit of reasonable doubt is protected by the due 
process clause of the Constitution.?® Due process is also affirmed in the 
Canadian Bill of Rights, and the specific reference to the presumption of 
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innocence is only a particular aspect of it. Due process does not appear to 
have been argued in the Appleby case. 


On the basis of due process and the rational connection test which has 
been applied to the constitutionality of criminal statutory presumptions in 
the United States,27 it would be open to argue that the statutory presumption 
in the Narcotic Control Act is distinguishable from that in section 237 of the 
Criminal Code. It is reasonable to assume, however, that the conclusion of 
the Supreme Court in the Appleby case would be applied to the statutory 
burden of proof cast upon the accused in a prosecution for the offence of 
possession for the purpose of trafficking. The result of the case is that the 
burden is even heavier than we assumed when we expressed concern about 
it in the Interim Report. What it means is that the fact of intent to traffic is 
not to be governed by the ordinary rule concerning benefit of reasonable 
doubt. It is deemed to be proved beyond a reasonable doubt by proof of 
unauthorized possession, and it can only be negated by proof which carries on 
a balance of probabilities. If the evidence of the accused merely raises a 
reasonable doubt as to the intent to traffic he is not entitled to the benefit 
of that doubt. 


IMPORTING AND EXPORTING 


Section 5 of the Narcotic Control Act provides: 
5. (1) Except as authorized by this Act or the regulations, no person 
shall import into Canada or export from Canada any narcotic. 


(2) Every person who violates subsection (1) is guilty of an indictable 
offence and is liable to imprisonment for life but not less than seven years. 


As indicated above, importing and exporting fall within the definition 
of trafficking under the Food and Drugs Act. 


Importing has been held to be the act of bringing a drug into the 
country from the outside, regardless of the means employed.*® 


CULTIVATION 


Section 6 of the Narcotic Control Act provides: 


6. (1) No person shall cultivate opium poppy or marihuana except 
under authority of and in accordance with a licence issued to him under the 
regulations. 

(2) Every person who violates subsection (1) is guilty of an indictable 
offence and is liable to imprisonment for seven years. 

(3) The Minister may cause to be destroyed any growing plant of 
opium poppy or marihuana cultivated otherwise than under authority of and 
in accordance with a licence issued under the regulations. 


It has been held that while cultivation is more than mere possession, 
and requires some proof that the accused has devoted labour and attention 
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to the plant to assist its growth, such proof may be made by circumstantial 
evidence.”® ‘ 


F.4 APPLICABLE PROVISIONS OF THE CRIMINAL CODE 


Any matter concerning the offences created by the Narcotic Control Act 
and the Food and Drugs Act which is not specially provided for in these stat- 
utes is governed by the provisions of the Criminal Code! of Canada. These 
provisions relate to such matters as principles of criminal responsibility, 
parties to offences, attempts, conspiracies and accessories, jurisdiction and 
procedure. Basically, what the special statutes do is to define the offence and 
provide the penalty. They also touch such matters as statutory presumption 
and burden of proof, as well as special provisions concerning methods of law 
enforcement. For the rest, the Criminal Code applies. 


Certain offences created by the Criminal Code have a direct bearing on 
the suppression of conduct related to non-medical drug use. Probably the most 
important of these is conspiracy,” to which it is generally necessary to resort 
in attempting to convict persons involved in trafficking at higher levels of 
organization. Since such persons are usually careful to have no direct contact 
with the substance in which the trafficking is being carried on, nor with the 
lower levels of the distribution system, it is rarely possible to discover them in 
the actual act of trafficking or of possession for the purpose of trafficking. 

The offences of obtaining by false pretense,? forgery,* and uttering a 
forged document® are sometimes invoked in connection with attempts to 
obtain drugs illegally. There are also several offences covering conduct which 
involves injury or the threat of injury to third persons as a result of the use of 
drugs. There is the offence of murder by administering a stupefying or over- 
powering thing for the purpose of facilitating the commission of an 
offence or facilitating flight after committing or attempting to commit an 
offence,® the offence of administering a noxious thing,’ the offence of 
overcoming resistance to an offence by the administration of a drug,’ and 
the offences of administering a drug for the purpose of illicit intercourse,” 
and procuring an abortion.1° There is also the offence of driving a motor 
vehicle or having the care or control of it when the ability to drive is impaired 
by alcohol or any other drug."* 


It is a criminal offence to counsel, procure or incite another person to 
commit an offence,!2 and this provision is applicable like other provisions of 
the Criminal Code to drug offences."? If the offence is actually committed, the 
person who counsels or procures the other person becomes a party to the 
offence.14 There is the similar offence of aiding and abetting a person to 
commit an offence, which also makes the person who aids and abets a party to 
the offence.'® 
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F.5 JUVENILE DELINQUENCY LEGISLATION 


A violation of the drug laws is an act of juvenile delinquency under the 
Juvenile Delinquents Act,’ which defines a “juvenile delinquent” as follows: 


...any child who violates any provision of the Criminal Code or of any 
federal or provincial statute, or of any by-law or ordinance of any munici- | 
pality, or who is guilty of sexual immorality or any similar form of vice, or 
who is liable by reason of any other act to be committed to an industrial 
school or juvenile reformatory under any federal or provincial statute. ... 


The age limit for the application of the Juvenile Delinquents Act varies 
among the provinces from under sixteen in some to under eighteen in others. 
Where a child is over the age of fourteen and he is alleged to have committed 
an indictable offence the case may be transferred or “waived” from the 
juvenile court to the ordinary criminal court.? Cases involving drug offences 
are transferred to the ordinary courts from time to time.* Sometimes, how- 
ever, the case is remitted to the juvenile court.* 


The statistics of juvenile cases are not kept in a manner which permits 
them to be used as a reliable basis for estimating the number of cases involv- 
ing drug offences which come before the juvenile courts. We know that there 
is a significant number of juveniles who are treated as delinquents by reason of 
drug offences, but there is no statistical basis for a reasonable estimate of the 
number. 


F.6 SPECIAL METHODS OF ENFORCEMENT 


INTRODUCTION 


The peculiar nature of drug crimes—the fact that the people involved 
in them are consenting and cooperating parties, and there is rarely, if ever, 
a victim who has reason to complain, as in crimes against persons and 
property—makes enforcement of the drug laws very difficult. The police are 
rarely assisted by complainants. For the most part they have to make their 
own cases. Moreover, the activity involved in non-medical drug use is 
relatively easy to conceal. It can be carried on, by agreement of the parties 
involved, in places which are not easily observed by the police. Further, 
the substances and equipment involved are relatively easy to conceal or 
dispose of. 


All of these difficulties have given rise to the development of unusual 
methods of enforcement. They are by no means confined in their application 
to the drug laws, but the combined effect of their use in connection with 
these laws has been one of the chief causes of concern about the impact of 
the criminal law in this field. The police admit the use of these methods in 
one degree or another, but they claim that they are absolutely essential to 
effective enforcement of the drug laws. Critics of these methods question their 
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necessity but recognize the difficulty of challenging the professional opinion 
of the police on this point. Their chief contention is that these unusual 
methods represent a cost of enforcing the drug laws that is too great for the 
benefit derived from it. In particular, they say that the use of these methods 
has brought law enforcement into disrespect among young people, and has 
undermined respect for police and law generally. 


These unusual methods of enforcement are special powers of search 
and seizure, the use of force to effect entry to premises and to recover evi- 
dence, the use of undercover agents and informers, and the encouragement 
or provocation of drug offences. 


POWERS OF SEARCH AND SEIZURE 


Search of premises. Unless they have special statutory powers police 
can only search premises without a search warrant as an incident of arrest. 
Under the Narcotic Control Act’ and the Food and Drugs Act? the police 
are empowered, without the necessity of a search warrant, to enter and search 
any place other than a dwelling-house in which they reasonably believe that 
there is a prohibited drug by means of or in respect of which an offence has 
been committed. 


In order to be able to search a dwelling-house, other than as an incident 
of arrest, the police must obtain a search warrant from a justice, who must 
be satisfied upon an information under oath that there are reasonable grounds 
for believing that there is a prohibited drug by means of which an offence 
has been committed in the dwelling.? The R.C.M. Police, however, may, and 
generally do, carry out such a search under the authority of a writ of assist- 
ance, which does not require them to establish such reasonable grounds for 
belief before a justice. 


A writ of assistance is a general warrant that is not limited as to time 
or place and remains valid during the entire career of the law enforcement 
officer to whom it is issued. It is obtained upon application by the Minister 
of National Health and Welfare to a judge of the Federal Court.* The judge 
has no discretion in the matter. It is mandatory that he issue the writ upon 
such an application. The writ empowers the officer named in it, with the 
assistance of such other persons as he may require, to enter any dwelling- 
house at any time and search for prohibited drugs. In practice writs of assist- 
ance are issued under the drug laws only to officers of the R.C.M. Police. 


In acting under a writ of assistance a police officer must reasonably 
believe that the dwelling-house contains a prohibited drug by means of or in 
respect of which an offence has been committed, but the grounds for his belief 
are not, as in the case of a search warrant, subject to review by a justice 
before he uses the writ. Officers who hold these writs are obliged, however, 
by the R.C.M. Police regulations to report on the use which they make of 
them, and they are subject to disciplinary measures for any apparent abuse 
of them.® 
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The chief distinction between the search warrant and the writ of assis- 
tance is the convenience of the latter. It avoids what may in many cases be a 
crucial loss of time. In stressing the necessity of the writ of assistance the 
R.C.M. Police have stated that the conditions under which searches have 
to be carried out under the drug laws make it very difficult in practice to 
obtain search warrants. They have emphasized the mobility of drug offenders, | 
the fact that they often do not have an identified address, and the fact that 
searches have to be carried out very often at night when it is difficult to 
obtain a warrant. 

Other police claim to be at a disadvantage for lack of the writ of 


assistance, and this is one of the reasons they have often preferred to act with 
the R.C.M. Police. 


Search of the person. As a general rule police only have the power to 
search the person as an incident of arrest, in order to discover anything which 
might serve as evidence of the crime for which the arrest is made, or to 
disarm the person arrested. Under the Narcotic Control Act® and the Food 
and Drugs Act’ the police are empowered, when searching any dwelling-house 
or other place, to search any person found therein. They are not obliged to 
make an arrest in order to carry out a search of the person. 


Seizure. At common law a police officer has the power to seize any- 
thing uncovered in the course of a search of premises which may be evidence 
of the crime for which a person is arrested. When acting under a search 
warrant he is expressly authorized to seize and bring the thing for which 
the warrant has been issued before a justice. Under the Narcotic Control 
Act® and the Food and Drugs Act® there is an express power given to a 
police officer, when searching any dwelling-house or other place, to seize and 
take away any prohibited drug found in such place, anything in which he 
reasonably suspects such a drug to be contained or concealed, or any other 
thing by means of or in respect of which he reasonably believes an offence 
under the Act has been committed or that may be evidence of such an 
offence. This would include any motor vehicle by means of which an offence 
has been committed. The Act provides for forfeiture of things seized in the 
event of conviction. A person who has an interest in a motor vehicle which 
was seized but who was not in possession of it when it was seized or in any 
way responsible for its use to commit an offence may have his interest de- 
clared by a court. The vehicle is then returned to him or an amount equal to 
the value of his interest paid to him.’° 


THE USE OF FORCE 


The Acts provide that in carrying out a search a police officer may, with 
such assistance as he deems necessary, break open any door, window, lock, 
fastener, floor, wall, ceiling, compartment, plumbing fixture, box, container 
or any other thing. 
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The courts have also recognized that a police officer may use reasonable 
force upon the person to recover the prohibited substance. This is really 
an incident of the right to search the person. Such force is sometimes used 
to prevent heroin users from swallowing a supply of the drug which they 
have concealed in their mouth. In R. v. Brezack'* the Ontario Court of 
Appeal affirmed the legality of this practice and said: 

...it is well known that, in making arrests in these narcotic cases, it would 
often be impossible to find evidence of the offence upon the person arrested 
if he had the slightest suspicion that he might be searched. Constables have 
a task of great difficulty in their efforts to check the illegal traffic in opium 
and other prohibited drugs. Those who carry on the traffic are cunning, 
crafty and unscrupulous almost beyond belief. While, therefore, it is im- 
portant that constables should be instructed that there are limits upon their 
right of search, including search of the person, they are not to be encumbered 
by technicalities in handling the situations with which they often have to deal 
in narcotic cases, which permit them little time for deliberation and require 
the stern exercise of such rights of search as they possess. 


The use of force by a policeman in an illegal search is an assault, and a person 
has a right under the Criminal Code to use such force as is necessary to resist 
such assault.1* 


THE USE OF UNDERCOVER AGENTS AND INFORMERS 


Because of the difficulty of detecting drug crimes the police rely heavily 
on undercover agents and informers. Undercover agents may have to engage 
in drug transactions in order to establish an identity or gain acceptance in 
the drug milieu. For this purpose they may purchase drugs in what the police 
call a “non-evidence buy”, as distinct from a purchase to establish evidence 
against an offender. The R.C.M. Police and other police pay persons to give 
them information concerning drug offences or persuade them to give such 
information in return for enforcement concessions. This is considered to be a 
legitimate law enforcement practice. Since the police rarely receive complaints 
they are very dependent upon information obtained in his way. As one R.C.M. 
Police officer put it to a Commission investigator: “Information is our busi- 
ness.” Individual officers spend a great deal of time developing their sources 
of information. 

During the course of our inquiry there were public complaints that 
young people were being recruited by the police as informers. In some cases 
the police were accused of using the threat of prosecution to induce youths 
to act as informers. It has not been possible to verify the facts of these cases 
in a manner that would support specific charges, but the official position 
of the R.C.M. Police is that they do not approve of such practices. 


The police claim that the use of undercover agents and informers not 
only assists in the detection of drug offences but helps to control drug avail- 
ability by making it more hazardous to engage in trafficking. 
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POLICE ENCOURAGEMENT OR INSTIGATION OF OFFENCES 


Undercover agents have engaged in a practice which has been disavowed 
by officials but which, if we are to judge from reported decisions, continues 
to be used. This is the practice of inducing a person to commit a violation of 
_the drug laws. This is often referred to as acting as an agent provocateur. 
In the United States the practice is called “entrapment”. 


A common example is for an undercover agent to ask a person to sell 
or give him a prohibited drug. There were frequent complaints of this practice 
in the course of our public hearings although it was not possible to conduct 
the kind of full judicial inquiry that would be necessary to verify the facts 
in particular cases. The reported decisions, however, contain several examples 
of cases in which this practice has been used.14 


A distinction must be drawn between offering the occasion for the com- 
mission of a crime to a person who has already formed the intention of com- 
mitting it, and inciting a person who has not yet formed such an intention 
to commit a crime in order to have the basis for prosecution against him. 
It is our impression from our inquiry that law enforcement officials at the 
senior level do not attempt to justify the second kind of case. They contend 
however, that the usual case is one in which an undercover agent buys from 
a person who is more than willing to sell. 


As indicated in Appendix F.4 Applicable Provisions of the Criminal 
Code, counselling and aiding and abetting a person to commit a criminal 
offence are themselves criminal offences. Apart from special statutory 
provision, law enforcement officers have no immunity from criminal liability 
on the ground of “public duty” for offences committed in the course of their 
functions.° The extent, however, to which they may be held liable in 
practice is not clear.'® A court may take the view that when doing some- 
thing for law enforcement purposes which would otherwise be an offence 
they do not have the necessary criminal intent for liability. 


Police encouragement or instigation has not been recognized as a 
defence to a criminal charge in Canadian law.!7 There is some precedent for _ 
ordering a stay of prosecution in such circumstances on the ground of an 
abuse of process, but a serious doubt has been raised as to whether this is a 
valid approach.'* Courts have, however, treated police provocation as ground 
for mitigation of sentence.!® 


The American courts have developed the defence of “entrapment” 
as a basis for acquittal where the intention to commit the offence has been 
implanted by law enforcement officials.2° The Canadian Committee on Cor- 
rections recommended the legislative adoption of a similar defence in Canada 
in favour of a person who does not have “a pre-existing intention to commit 
the offence’’.?} 
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F.7 PROSECUTION IN DRUG CASES 


The prosecutions in drug cases under federal law are conducted by 
prosecutors appointed by the Attorney General of Canada. This is a long- 
established practice which operates by tacit agreement with the provinces. 
The federal government assumes responsibility for the prosecution in 
criminal matters governed primarily by special federal statutes rather than by 
the Criminal Code. In such matters, however, federal prosecutors conduct 
the cases, even where provisions of the Criminal Code may be involved, as, 
for example, in a case of conspiracy to traffic. 


Provincial acquiescence in this federal role in the administration of 
criminal justice (which, apart from legislation with respect to procedure in 
criminal matters, falls within provincial jurisdiction!) is explained by several 
factors: first, and foremost, the primary responsibility for law enforcement 
in these areas which has traditionally been assumed by the R.C.M. Police; 
the specialized expertise which the federal prosecutors have developed in 
these areas; and finally, the fact that the provincial law enforcement author- 
ities have more than enough to look after with their primary responsibility 
for the application of the Criminal Code and provincial statutes of a penal 
nature. In any event, the federal assumption of responsibility for prosecution 
in these special areas of the criminal law has never been seriously challenged. 
The province could undertake prosecutions in these areas, but even where 
provincial or municipal police forces initiate drug cases, their policy is to 
refer them to the federal prosecutors. Although there has been a shift in 
responsibility for enforcement of the prohibition against simple possession 
from the R.C.M. Police to the municipal police forces, there has not been a 
corresponding shift in the responsibility for prosecution. 


To provide for the necessary legal services in these special areas of the 
criminal law (and in the civil cases in which the federal Crown must be 
represented), the federal Department of Justice maintains regional offices in 
the cities of Montreal, Toronto, Edmonton, Winnipeg and Vancouver. In 
areas which cannot be served under these offices standing agents are 
appointed by the Department where the volume of business warrants it. In 
other cases, ad hoc appointments are made. 


By means of policy directives from Ottawa and the organization of the 
regional offices an effort is made to ensure a measure of consistency and 
uniformity in prosecution. The office in Ottawa exercises a general control 
with respect to the discretion that is open to prosecutors, and the directors 
of the regional offices exercise a close control over daily operations. The 
main objective of the regional offices is to dispatch an increasing caseload 
as efficiently as possible. The federal prosecutors have, generally speaking, 
acquired a good reputation for professional standards and fairness. They have 
tried to deal in an even-handed way in a controversial field of law where 
there is a strong body of opinion opposed to certain aspects of the law and 
its enforcement. Because of the very controversial nature of their work, the 
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approach of the prosecutors to the exercise of discretion is a cautious one. 
They are very conscious of the possible abuse of discretion. 


Another important consideration affecting the exercise of discretion by 
federal prosecutors in the drug field is the dominant role played by the police, 
and particularly the R.C.M. Police, in the initiation and direction of cases. 
The federal prosecutors work very closely with the police in these cases, and 
make few decisions without their approval. 


The decision as to whether a charge should be laid. This is a decision 
as to whether there is to be a prosecution at all, and as to the nature of the 
charge on which it is to be based. Outside the Montreal region, this decision 
is usually taken by the police without prior consultation with the prosecutors, 
but in the Montreal region it is customary for the police to consult the prose- 
cutors first. The difference in practice is thought to be due to the difference in 
the volume of cases which has to be handled in the different regional offices. 
Looking at drug prosecutions in Canada as a whole, it may be said that the 
police play the dominant role in the decision as to whether to prosecute and 
as to the charge to be laid. However, prosecutors have an opportunity to 
review the appropriateness of the charge after it has been laid and to correct 
any errors which may have been made. They may withdraw a case if they 
are of the opinion that there is not sufficient evidence to support it. Withdrawal 
of a charge is a decision over which regional directors exercise close super- 
vision. 

The decision as to whether to proceed by indictment or summary con- 
viction. The distinction between indictable offences and summary offences 
is basically one of relative seriousness, which is reflected in the range of penal- 
ties.2, When the Crown is given the option to proceed by indictment or sum- 
mary conviction it is really given the option to decide how seriously it wishes 
to treat the offence. An important consequence of the distinction between 
indictable offences and summary offences is that the Identification of Crimi- 
nals Act,? which provides for fingerprinting and photographing and the keep- 
ing of such records in a central registry, applies to persons accused or convic- 
ted of indictable offences.* Federal legislation which provides for the option 
to proceed on summary conviction has been held by the Supreme. Court of 
Canada not to be in violation of the right to equality before the law which is 
affirmed by the Canadian Bill of Rights.° 

The option has existed since August 1969 in cases of simple possession 
under the Narcotic Control Act, and it exists in all cases under Parts III and 
IV of the Food and Drugs Act, but the discretion of prosecutors with respect 
to it is circumscribed by policy directive from senior officials of the Depart- 
ment of Justice in Ottawa. In July 1969, when Bill S-15 creating this option 
was pending, the Department issued the following “general rules” to deter- 
mine how it should be applied in cases of simple possession: 

(1) Cannabis, controlled drugs, restricted drugs. 

(a) first or second offence, summary conviction; 
(b) third or subsequent offence, indictment. 
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(2) Hard drugs (i.e. drugs other than cannabis, controlled or restricted 
drugs). 
(a) first offence, summary conviction; 
(b) second or subsequent offence, indictment. 

(3) Hard drugs after conviction relating to cannabis, controlled or restricted 
drugs, indictment. 

(4) Cannabis, controlled or restricted drugs, after conviction relating to hard 
drugs, indictment. / , 

(5) Charges including both hard drugs and cannabis, controlled or restricted 
drugs, first offence, summary conviction. 

(6) Indictment in any case that would otherwise be time-barred. 


The directive pointed out that these were general instructions only; that 
provision would be made for exceptional cases; but that consistency and uni- 
formity of enforcement would be ensured by prior consultation with designa- 
ted officials in Ottawa. The chief cases in which discretion to depart from 
these rules has been exercised is where the accused has a previous criminal 
record. In practice, the prosecutors in the main metropolitan areas have been 
permitted, because of their experience, to exercise discretion in exceptional 
cases without consultation with the departmental officials in Ottawa. 


There is no general policy directive as to when the prosecution may pro- 
ceed by summary conviction, rather than indictment, in cases involving traf- 
ficking or possession for the purpose of trafficking in controlled drugs and 
restricted drugs under Parts II and IV respectively of the Food and Drugs 
Act. The decision is based on the circumstances in each case. 


Other areas in which prosecutors exercise discretion are the scheduling 
of cases, representations as to bail, reduction of charges or counts in exchange 
for a plea of guilty and negotiations and representations as to sentences. In 
several of these areas of discretion, as in others, the police appear to play a 
very influential role. 

The practice differs in various jurisdictions as to whether judges expect 
Crown counsel to speak to sentence. It is thought by some judges to be a 
usurpation of the judicial function; by others it is thought to be the duty of 
the Crown. When provision for absolute and conditional discharge came into 
effect in July 1972° (see Appendix F.8 Sentencing) federal prosecutors were 
instructed by the Department of Justice in Ottawa to recommend absolute 
or conditional discharge in all cases of first offence of simple possession of 
cannabis where there was not a previous criminal record or a concurrent 
conviction for another offence. There has been some reaction from the courts, 
however; that they will not treat the application of absolute or conditional 
discharge in a particular class of cases as automatic in the absence of legisla- 
tion clearly requiring it.” 


F.8 SENTENCING 


As indicated in Appendix E Conviction Statistics for Drug Offences, the 
range of possible sentences for drug offences includes fine, suspended sen- 
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tence, probation, imprisonment and absolute or conditional discharge. In 
the case of indictable offences the court has complete discretion as to the 
amount of the fine. Where an indictable offence is punishable by imprison- 
ment for more than five years a fine may be imposed in addition to but not 
in lieu of imprisonment.! This is a severe limitation on judicial discretion. Its 
repeal was recommended by the Canadian Committee on Corrections.2 A 
sentence to imprisonment for two years or more is served in a federal peni- 
tentiary. A sentence for less than two years is served in a penal institution 
under provincial jurisdiction. In the latter case the sentence may be to a 
common jail or to a reformatory. In Ontario and British Columbia the courts 
are empowered to add to a definite sentence of not less than three months 
but less than two years a sentence for an indeterminate period not exceeding 
two years less a day.® For jurisdiction with respect to parole in such cases see 
Appendix K Parole of Heroin Dependents in Canada. A court may suspend 
the imposition of sentence and place a convicted person on probation.* Proba- 
tion may also be imposed in addition to other disposition, such as fine or 
imprisonment. For further details on probation see Appendix J Probation 
for Heroin Dependents in Canada. The provision for absolute and conditional 
discharge which came into effect in July 1972 is in the following terms: 
662.1(1) Where an accused, other than a corporation, pleads guilty to or 
is found guilty of an offence, other than an offence for which a minimum 
punishment is prescribed by law or an offence punishable, in the proceed- 
ings commenced against him, by imprisonment for fourteen years or for life 
or by death, the court before which he appears may, if it considers it to be 
in the best interests of the accused and not contrary to the public interest, 
instead of convicting the accused, by order direct that the accused be dis- 
charged absolutely or upon the conditions prescribed in a probation order.* 


If an accused who has been granted a conditional discharge commits any 
offence while on probation, including the offence of a violation of the proba- 
tion order, the court that made the probation order may revoke the discharge, 
convict the accused of the offence to which the discharge relates and impose 
any sentence that could have been imposed if the accused had been convicted 
at the time he was discharged.® 


Sentencing practices in drug cases are characterized by a wide disparity 
across Canada. Not only is this clear from reported decisions, but it is 
conclusively demonstrated by answers to questions which were put to judges 
in research conducted for the Commission. The purpose of this research 
was to determine judicial perceptions of the drug phenomenon. 


In the summer of 1970 approximately 70 judges were interviewed.? 
Fifteen hypothetical cases were put to the judges to determine the sentences 
they would give. The answers revealed a very great disparity in sentencing. 
The range of sentences in each case is shown in Table F.1. The total amount 
of imprisonment given for all the cases combined ran from a low of four 
years to a high of 47 years. It should be observed that to some extent this 
disparity reflected the difference in resources, such as probation, available 
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to judges in their respective areas, but there was also marked disparity in 
the sentences suggested by judges in the same area. 


Sophistication in judicial response increased with the experience of the 
judge. Complex combination sentences—for example, fines plus probation, 
institution plus probation—tended to be characteristic of the experienced 
judges. 


The scale of seriousness attached to the case depended primarily on the 
type of drug concerned and whether the case was one of trafficking or simple 
possession. Drugs tended to be rated from highest to lowest in the following 
order: heroin, amphetamines, LSD and other hallucinogens, hashish and 
marijuana. Judges operating with a simple set of rules tended to make a 
rigid distinction between trafficking and possession. More experienced 
judges would draw distinctions among trafficking cases depending upon the 
amount of the drug, the relationship betwen seller and purchaser, and the 
motive for sale. An important secondary factor concerned the existence and 
length of a previous criminal record. It appeared that the record was always 
considered but only after an assessment had been made of the current offence. 
Some judges tended to minimize the significance of a record, feeling that 
it was their task simply to sentence for the current offence. 


There has been a tendency on the part of appeal courts to be more 
severe in their approach to sentencing than the trial courts. There have been 
many cases in which prison sentences have been imposed or increased on 
appeal by the Crown.’ There have also, of course, been cases in which 
sentence has been reduced on appeal.? 
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NOTES 
F.1 The Constitutional Framework 


1. Section 91(27) of the Canadian Constitution (the “British North America 
Act” which is usually referred to as the “BNA Act’) confers exclusive juris- 
diction upon the Parliament of Canada to make laws in relation to matters 
falling within the class of subjects described as “The Criminal Law, except 
the Constitution of Courts of Criminal Jurisdiction, but including the Proce- 
dure in Criminal Matters.” 


2. Standard Sausage Co. v. Lee [1934] 1 D.L.R. 706, [1933] 4 D.L.R. 501; 
R. v. Wakabayashi, (1928) 3 D.L.R. 226. See also Rex v. Perfection 
Creameries Ltd. [1939] 3 D.L.R. 185, affirming the validity on the basis of 
the federal criminal law power, of the prohibition against adulteration of 
butter in the federal Dairy Industry Act. 


ae bap.c, 1970, c. N-1, 


R.S.C. 1970, c. F-27. Part III of the Food and Drugs Act prohibits trafficking 
and possession for the purpose of trafficking in “controlled” drugs (barbitu- 
rates and amphetamines) and Part IV prohibits trafficking, possession for the 
purpose of trafficking and unauthorized simple possession of “restricted” 
drugs (LSD, and other strong hallucinogens—DET, DMT, STP(DOM), 
MDA, MMDA, and LBJ). 


bate [£971] 28.C.Rs5. 


6. Section 91(2) of the BNA Act confers exclusive jurisdiction upon the Par- 
liament of Canada to legislate in relation to matters which fall within the 
class of subjects described as “The Regulation of Trade and Commerce”. 
As we shall see, the apparently unlimited scope of these words has been cut 
down by judicial interpretation, so that jurisdiction with respect to this sub- 
ject is divided between the federal and provincial legislatures. 


7. Section 91 of the BNA Act confers on the federal Parliament exclusive 
jurisdiction to make laws for the “Peace, Order and Good Government” of 
Canada in relation to matters not assigned to exclusive provincial jurisdic- 
tion. This is generally referred to as the “Peace, Order and Good Govern- 
ment” clause or the general power of Parliament. And then “for greater cer- 
tainty but not so as to restrict the Generality of the foregoing”, it explicitly 
provides that exclusive federal legislative jurisdiction shall extend to all matters 
coming within the classes of subjects specified in an enumerated list. The num- 
bered paragraphs in this list are usually referred to as subsections of section 
91 or as “heads” of jurisdiction. Section 92 confers exclusive jurisdiction 
upon the provinces to make laws in relation to matters falling within the 
classes of subjects specified in an enumerated list. It does not contain an in- 
troductory or general grant of power in terms comparable to those of section 
91, but head 16—“Generally all Matters of a merely local or private Nature 
in the Province’—is often referred to as the provincial residuary power. 


8. Reference re Natural Products Marketing Act [1936] S.C.R. 398, aff'd by 
[1937] A.C. 377. 


9. The Queen v. Klassen, (1959) 20 D.R.R. (2d) 406. 
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10. 


Le 


12. 


13; 
. Fort Frances Pulp & Power Co. Ltd. v. Manitoba Free Press Co. Ltd., [1923] 


15. 
16. 
17. 


18. 
Lo: 
20. 
2a 
22% 


23. 
24. 


25. 


26. 


7H 


In re Regulation and Control of Aeronautics in Canada [1932] A.C. 54; 
Johannesson v. West St. Paul, [1952] S.C.R. 292. 


In re Regulation and Control of Radio Communications, [1932] A.C. 54. 
The full scope of federal jurisdiction with respect to radio and television is 
presently a matter of some controversy. 


Pronto Uranium Mines Ltd. and Algom Uranium Mines Ltd. v. Ontario 
Labour Relations Board [1956] O.R. 862. 


Munro v. National Capital Commission, [1966] S.C.R. 663. 


A.C. 695; Co-operative Committee on Japanese Canadians v. A.-G. Can., 
[1947] A.C. 87; Reference re Validity of Wartime Leasehold Regulations, 
[1950] S.C.R. 124. 


Toronto Electric Commissioners v. Snider, [1925] A.C. 396. 
A.-G. Can. v. A.-G. Ont. (Labour Conventions case), [1937] A.C. 326. 


A.-G.-B. C. v. A.-G. Can. (Natural Products Marketing Reference) [1937] 
A, Cis377. 


Board of Commerce case, (1922) 1 A.C. 191. 

(1882), 7 App. Cas. 829. 

A.-G. Ont. v. Canada Temperance Federation [1946] A.C. 193. 
(1883), 9 App. Cas. 117. 


The decision concerned the validity of the federal Liquor License Act, 1883 
(46 Vic. c. 30, as amended by 47 Vic. c. 32). The decision of the Supreme 
Court of Canada is set out in the Schedule to 48—49 Vic. c. 74. Four of the 
five judges held that the Act was ultra vires except insofar as it related to vessel 
licenses and wholesale licenses—that is, licenses which were not of a retail 
nature within the provinces. The fifth judge held that the Act was ultra vires 
in whole. The decision of the Privy Council holding the Act ultra vires is 
referred to in several subsequent decisions, including the following: A.-G. 
Can. v. A.-G. Alta. and A.-G. B.C. [1916] 1 A.C. 588, per Viscount Haldane 
at pp. 595-597; Board of Commerce case, (1920), 60 S.C.R. 456 per Duff J., 
dissenting at pp. 494-497; Toronto Electric Commissioners v. Snider [1925] 
A.C. 396 per Viscount Haldane at pp. 410-413; The Natural Products Mar- 
keting Reference [1936] S.C.R. 398 per Duff C. J. at pp. 409-411. 


A.-G. Ont. v. A.-G. Can., [1896] A.C. 348 (usually referred to as the “Local 
Prohibition” case). 


Reference as to the Validity of Section 5(a) of the Dairy Industry Act, [1949] 
S.C.R. 1, aff'd by [1951] A.C. 179. 


Martin J. A. in Standard Sausage Co. Ltd. v. Lee, supra; Cross J., dissenting 
in Rinfret v. Pope (1886) 12 Q.L.R. 303; Estey J. in Reference re Validity 
of Section 5(a) of the Dairy Industry Act, [1949] S.C.R. 1. 


For example: Rinfret v. Pope, supra, in which the Quebec Court of Appeal 
held that public health legislation in each province, with the exception of 
the matters attributed to Parliament in section 92(11) of the BNA Act, fell 
within provincial jurisdiction; See also Re Shelly, (1913) 10 D.L.R. 666, 
holding regulations concerning the wrapping of bread to prevent the spread 
of infectious disease to fall within provincial jurisdiction. 


See, for example, the following statement in the federal working paper, In- 
come, Security and Social Services, which was presented to the fourth meeting 
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40. 


41. 
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43. 
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of the Constitutional Conference on December 8, 1969: “Federal measures 
touching public health, such as pure food and drug enactments, represent a 
legitimate exercise of the criminal law power and, if necessary, the residuary 
power may be invoked to support federal legislation designed to cope with 
unusual hazards to public health. General legislative compecence over health 
and welfare services, however, has been taken to reside at the provincial level.” 


Re George Bowack (1892) 2 B.C.R. 216; The Canadian Pacific Navigation 
Co. v. The City of Vancouver (1892) \2 B.C.R. 193; La Municipalité du 
Village St. Louis du Mile End v. La Cité de Montréal (1885) 2 M.L.R. 
SC. 218: 


This was the assumption of the Rowell-Sirois Commission, and it was referred 
to without dissent in the working paper, Income Security and Social Services, 
supra. We have not been able to find any reported judicial decisions interpret- 
ing the scope of the word “quarantine” in section 91(11) of the BNA Act. 

Fawcett v. A.-G. Ont., [1964] S.C.R. 625, aff’g [1964] 2 O.R. 399. See also 


R. v. Trapnell (1910) 22 O.L.R. 219 (Ont. C.A.); Green v. Livermore [1940] 
221 O]:R2BSK 


The Senate of Canada: Proceedings of the Special Committee on the Traffic 
in Narcotic Drugs in Canada, Queen’s Printer, 1955, xix. 


Criminal Code, Part XXI. Brusch v. The Queen [1953] 1 S.C.R. 373; R. v. 
Neil [1957] S.C.R. 685. 


See Narcotic Addict Act of New Brunswick, 1961-62 Stat N.B. c. 25. 
Section 543. 
Section 542. 


See R. v. Trapnell (1910), 22 O.L.R. 219 (Ont. C.A.), per Meredith J. A. 
at p. /222. 


Laskin, Canadian Constitutional Law, Revised 3rd ed. 1969, p. 852. 


Section 745. 


Goodyear Tire and Rubber Co. of Canada Ltd. et al. v. The Queen [1956] 
S.C.R. 303. 


A.-G. B.C. v. Smith, [1967] S.C.R. 702, upholding the validity of the Juvenile 
Delinquents Act, mainly on the ground that it was prevention of crime. 


Robinson v. California, 370 U.S. 660. 


Judicial decisions have affirmed the validity of the delegation by Parliament 
of administrative power to a provincial administrative authority, as distinct 
from the delegation of legislative power to the provincial legislature itself, 
which would be invalid. P.E.IJ. Potato Marketing Board v. H. B. Willis Inc. 
and A.-G. Can. [1952] 2 S.C.R. 392; Coughlin v. Ontario Highway Transport 
Board [1968] S.C.R. 569. The same principle would apply to delegation by 
a provincial legislature to a federal administrative authority. 


A.-G. Can. v. A.-G. Ont. (Labour Conventions case), [1937] A.C. 326. 


In certain fields of activity, such as highway traffic, the courts have recognized 
the valid co-existence of somewhat similar or overlapping federal and provin- 
cial penal provisions. The federal provisions are enacted in virtue of the 
criminal law power, and the provincial provisions in virtue of provincial 
jurisdiction to regulate highway traffic. The courts would appear to be pre- 
pared to recognize the valid co-existence of virtually identical provisions so 
long as compliance with one does not involve violation of the other. See 
Mann v. The Queen [1966] S.C.R. 238. 
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45. 


46. 
47. 


48. 


49. 
50. 


Reno 


See Liquor Prohibition case, supra; also A.-G. Man. v. Manitoba Licence 
Holders’ Association, [1902] A.C. 73. See also R. v. Nat Bell Liquors Ltd., 
[1922] 2 A.C. 128. 


Switzman v. Elbling and A.-G. Que., [1957] S.C.R. 285, at pp. 305-306, 324. 


With reference to gambling: Rex v. Lamontagne, [1945] O.R. 606; Johnson 
v. A.-G. Alta. [1954] S.C.R. 127; Deware v. The Queen, [1954] S.C.R. 182; 
Regent Vending Machines Ltd. vy. Alberta Vending Machines Ltd. and 
A.-G. Alta., (1956) 6 D.L.R. 548; with reference to censorship: Regina v. 
Board of Cinema Censors of Quebec, ex parte Montreal Newsdealers Supply 
Co., (1968), 69 D.L.R. (2d) 512; with reference to sexual morality: Rex v. 
Hayduk, [1938] O.R. 653. In most of these cases there was federal legislation 
touching the subject matter, but the weight of judicial opinion that flows from 
them is that the provinces do not have a jurisdiction to suppress conduct in 
the interest of public morality. 


Cf. Regina v. Snyder and Fletcher, (1967) 61 W.W.R. 112 and 576 (Alta. 
C.A.) and Regina v. Simpson, Mack and Lewis, (1969) 1 D.L.R. (3rd) 597, 
[1969] 3 C.C.C. 101 (B.C.C.A.), in which the Courts of Appeal of Alberta 
and British Columbia came to different conclusions concerning the validity 
of provisions in the provincial Health Acts prohibiting the simple possession 
of LSD at a time when it was not prohibited by federal law. The Alberta 
provision was held to be valid as legislation in relation to a matter of public 
health, and the British Columbia provision was held to be invalid as legislation 
in relation to a matter of criminal law. Another example of a provincial 
prohibition of drug-related conduct as an aspect of the protection of health 
is the provision in the Alberta Public Health Act (to which reference is made 
elsewhere in this report) prohibiting the distribution and use of volatile 
substances for purposes of intoxication. As far as we are able to ascertain 
the validity of this provision has not yet been judicially determined. 


Rex v. Osjorm [1927] 2 W.W.R. 703 (Alta. C.A.) 


For other cases in which, as in Rex. v. Osjorm, the primary purpose of the 
legislation was held to fall within provincial jurisdiction although it could be 
said to be also advancing a notion of public morality: Regina v. Wason 
(1890), 17 O.A.R. 221 at 241-242; Regina v. Fink [1967] 2 O.R. 132 at 
135-137. 


F.3. The Law with Respect to the Offences of Simple Possession, 
Trafficking, Possession for the Purpose of Trafficking, 
Importing and Cultivation 


R.S.C. 1970, c. N-1. 
R.S.C.61970) cr Fedd. 
R. v. McLeod, (1955), 21 C.R. 137 (B.C.C.A.). 


. R. v. Ling, (1954), 19 C.R. 1973; 109 C.C.C. 306 (Alta. S.C.); but com- 


pare Regina v. Quigley, (1955), 20 C.R. 152; 111 C.C.C. 81 (Alta. C.A.), 
where it was held that the only reasonable conclusion was that the amount 
found was the residue of a larger amount. 


As to the necessity of signature on the certificate: R. v. Richardson, (1969) 
68 W.W.R. 501 (B.C.C.A.); R. v. Blau, 10 C.R.N.S. 65 (B.C. Prov. Ct.); 
R. v. Clark, (1969) 70 W.W.R. 399 (B.C.C.A.); as to the accused’s right 


962 


10. 
ah 
12. 


13. 
14. 


1 


Notes 


to notice: A.-G. Can. v. Ross, 15 C.R.N.S. 71 (Que. C.A.); R. v. Bellrose, 
15 C.R.N.S. 179; R. v. Lewis, 6 C.C.C. (2d) 516 (Ont. C.A.); R. v. Henri, 
9 C.C.C. (2d) 52; as to proof required of delivery to analyst: R. v. Dawdy 
and Lamoureux, [1971] 3 O.R. 282 (Ont. C.A.); as to what the certificate 
must state in a case of cultivation: R. v. Busby, 7 C.C.C. (2d) 234 (Yukon 
Territory Court of Appeal). 


R. v. Beaver, [1957] S.C.R. 531, 118 C.C.C. 129; R. v. Peterson, 1 C.C.C. 
(2d) 197 (Alta. C.A.). See also R. v. Burgess, [1970] 3 C.C.C. 268 (Ont. 
C.A.) where it was held that it is sufficient that the accused know that he 
is in possession of a prohibited drug although he may not know which pro- 
hibited drug he has, and the case of R. v. Custeau, 6 C.C.C. (2d) 179 (Ont. 
C.A.) to similar effect in a trafficking case involving the sale of LSD under 
the mistaken belief that it was mescaline, a drug on Schedule F of the Food 
and Drug Regulations whose sale without prescription is prohibited. See also 
R. v. Blondin, 2 C.C.C. (2d) 118 (B.C.C.A.), a case involving importing, 
in which it was held that there is sufficient mens rea if the accused is found 
to have “wilfully shut his eyes to what it was” if there can be inferred from 
this fact that he “suspected that it might be a narcotic”. 


Narcotic Control Act, s. 7; Food and Drugs Act, ss. 36 and 44. 


R. v. Colvin and Gladhue, [1943] 1 D.L.R. 20, 78 C.C.C. 282 (B.C.C.A.); 
R. v. Lavier, 129 C.C.C. 297 (Sask. C.A.); R. v. Harvey, 7 C.R.N.S. 183 
(N.B.C.A.); R. v. Marshall, (1969), 3 C.C.C. 149 (Alta. C.A.); R. v. Dick 
and Malley, (1969) 68 W.W.R. 437 (B.C.C.A.); R. v. Caldwell, 19 C.R.N.S. 
293 (Ata. C.A.); R. v. Brady, R. v. Maloney, R. v. McLeod, 19 C.R.N:S. 
328 (Sask. Dist. Ct.); but see R. v. Bourne, (1970) 71 W.W.R. 385 
(B.C.C.A.), following the judgment of Davey J.A. in R. v. Bunyon, 110 
C.C.C. 119 (B.C.C.A.) that where there is not sufficient control to meet the 
test of joint possession under section 3(f)(b) of the Criminal Code, the 
accused may be found guilty of having aided and abetted the offence of 
possession within the meaning of Section 21(1) of the Criminal Code. 


Section 2. For a conviction of offering: R. v. Chernecki, 4 C.C.C. (2d) 556 
B.C.C.A.). 


Sections 33 and 40. 
Section 2. 


R. v. Macdonald; R. v. Vickers, (1963) 43 W.W.R. 238, (B.C.C.A.). See 
also R. v. Wells, [1963] 2 C.C.C. 279, in which the accused was convicted 
of trafficking for her aid to a distributor who actually passed the drugs to 
the buyers. She drew up a list of potential buyers, received their money, and 
checked their names off the list as they received their purchase. 


R. v. Brown, (1953-54), 17 C.R. 257 (B.C.C.A.). 


R. v. Madigan, [1970] 1 C.C.C. 354 (Ont. C.A.); see also R. v. Dyer, 5 
C.C.C. (2d) 376 (B.C.C.A.), which held that a buyer of a narcotic was 
not an accomplice of the trafficker, and accordingly her evidence did not 
require corroboration. But compare R. v. Poitras, 6 C.C.C. (2d) 559 (Man. 
C.A.), in which the accused, who claimed to be acting as agent for the 
purchaser, was held to have been a seller or trafficker. 


R. v. MacDonald; R. v. Harrington and Scosky, (1964), 41 C.R. 75, (1963) 
43 W.W.R. 337, [1964] 1 C.C.C. 189 (B.C.C.A.); R. v. Cushman, 5 C.R.N.S. 
359 (B.C.C.A.); R. v. Pappin, 12 C.R.N.S. 287 (Ont. C.A.), CTACR tev. 
Young, 2 C.C.C. 560 (B.C.C.A.), where transportation for the benefit of the 
accused, his wife and a married couple who were friends was held to go 
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beyond transportation for one’s own use. The accused was convicted of pos- 
session for the purpose of trafficking. See also R. v. Weselak, 9 C.C.C. 
(2d) 194, where accused also transported for others as well as his own use. 
R. v. MacFadden, 5 C.C.C. (2d) 204 (N.B.C.A.). 

Narcotic Control Act, s. 4; Food and Drugs Act, ss. 34 and 42. 

Narcotic Control Act, s. 8; Food and Drugs Act, ss. 35 and 43. 


See R. v. Wilson, (1954) 11 W.W.R. (N.S.) 282 (B.C.C.A.), but compare 
with R. v. Macdonald, R. v. Harrington and Scosky, (1963) 43 W.W.R. 
337 (B.C.C.A.). Other circumstantial evidence most commonly relied on 
are exhibits suggesting sale or distribution, such as containers, scales and 
measuring spoons, lists of names and telephone numbers, large amounts of 
cash in small denominations, and the like; and evidence of the accused’s 
movements suggestive of contact for purposes other than his regular employ- 
ment. 


See R. v. Sharpe, [1961] O.W.N. 261, 131 C.C.C. 75 (Ont. C.A.) a case 
under the Opium and Narcotic Drug Act, the predecessor of the Narcotic 
Control Act. 


Section 2(f). 


[1968] 2 C.C.C. 183 (B.C.C.A.); see also R. v. Cappello, 122 C.C.C. 342 
(B.C.C.A.), and R. v. Hupe, Forsyth and Patterson, 122 C.C.C. 346 
(B.C.C.A.). 


[1970]. 3: O.C.C; 1- (B.C.G:A));} 

3° CCC. Ag ay S34) (Ses: 
Formerly Section 224A(1). 

In re Winship, 397 U.S. 358 (1970). 


Leary v. United States, 395 U.S. 6 (1968) at p. 36: “...a criminal statutory 
presumption must be regarded as ‘irrational’ or ‘arbitrary’, and hence un- 
constitutional, unless it can at least be said with substantial assurance that 
the presumed fact is more likely than not to flow from the proved fact on 
which it is made to depend.” 


R. v. Geesman, 13 C.R.N.S. 240 (Que. Ct. Sess.), where it was held to be 
immaterial that the drug was intended for re-shipment to the United States. 
See also R. v. Dunlop, 19 C.R.N.S. 43 (N.B. County Ct.). 


Regina v. Busby, 7 C.C.C. (2d) 234 (Yukon Territory C.A.); R. v. Fahlman 
(1968), 5 C.R.N.S. 192, 67 W.W.R. 109, aff’d on other grounds, 8 C.R.N.S. 
245, 70 W.W.R. (B.C.C.A.). 


F.4 Applicable Provisions of the Criminal Code 


R.S.C. 1970, c. C-34. 
Section 423. 
Section 320. 
Section 324. 
Section 326. 
Section 213. 
Section 229. 
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Section 230. 


9. Section 195. 
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Section 251. 
Section 234. 
Section 422. 


See R. v. McLeod and Georgia Straight Publishing Ltd., 12 C.R.N.S. 193 
(B.C.C.A.), in which a newspaper was convicted of counselling persons to 
cultivate marijuana. 


Section 22. 


Section 21. 


F.5 Juvenile Delinquency Legislation 


R.S.C. 1970, c. J-3, s. 2(1). Drug-related conduct that is not the subject of 
specific legal prohibition is not likely to bring a person within the definition 
of juvenile delinquent. In R. v. Pandiak, (1967) 61 W.W.R. 207 (Alberta 
Supreme Court, Kirby J.), it was held that glue sniffing, which was not the 
subject of any legal prohibition, did not come within the words “any similar 
form of vice” in the definition of juvenile delinquent, and that accordingly 
a person who had aided and abetted a child to engage in glue sniffing had 
not contributed to his becoming a juvenile delinquent within the meaning of 
section 33 of the Act. (The distribution and use of volatile solvents for 
purposes of intoxication have since been prohibited in Alberta.) 


Section 9. For a discussion of the considerations governing the exercise of 
discretion to transfer a case of juvenile delinquency to the regular courts see 
Graham Parker, (1970) 48 Can. Bar Rev. 336. 


See, for example, R. v. Olafson (1967), 68 W.W.R. 525 (B.C.C.A.), where 
it was held that a youth who was adjudged to be a juvenile delinquent by 
reason of unlawful possession of a prohibited drug and was transferred to the 
adult court and charged with unlawful possession under the Narcotic Control 
Act, could not raise the plea of autrefois acquit. See also R. v. Gray (1971) 3 
W.W.R. (B.C.S.C.) where the defendant was accused of delinquency under 
the Juvenile Delinquents Act by reason of possession of marijuana. The 
Crown applied to have the defendant tried in the ordinary courts but that 
application was refused. The defendant then went before a juvenile court 
and pleaded guilty to the delinquency and was placed on probation. When 
he broke the terms of his probation he was once again brought before a 
juvenile court, whereupon the Crown applied, as before, that he be retried 
in the ordinary courts for the original delinquency, this time as an offense 
under the Narcotic Control Act. The juvenile court judge granted the appli- 
cation, and on appeal this was held to be a proper course under the Juvenile 
Delinquents Act. The court followed the Olafson decision. 


See, for example, R. v. Martin, 9 C.R.N.S. 147 (Man. Q.B.), where a youth 
of sixteen, charged with trafficking in LSD, was ordered transferred from 
the juvenile court to the adult court, but the latter held that it was not in 
the interest of the juvenile or sociey to subject him to trial upon indictment 
in the adult court. 
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F.6 Special Methods of Enforcement 


Section 10(1). 

Sections 37 and 45. 

Narcotic Control Act, s. 10(2). 

Section 10(3). 

Submission of R.C.M. Police to the Commission. 
Section 10(1)(b). 

Section 37(1)(a) and 45. 

Section 10(1)(c). 

Sections 37(1)(c) and 45. 

Section 11. 


. Narcotic Control Act, s. 10(4). 

. [1950] 2 D.L.R. 265 at 270 (Ont. C.A.). 

. R. v. Larlham, [1971] 4 W.W.R. 304 (B.C.C.A.). 

. For example: R. v. Verge, [1971] 4 W.W.R. 116 (B.C.C.A.); R. v. Madigan 


[1970] 1 C.C.C. 354 (Ont. C.A.); R. v. Coughlin, ex parte Evans, [1970] 3 
C.C.C. 61 (Alta. S.C); R. v. Shipley [1970] 3 C.C.C. 398 (Ont. Co. Ct.); 
R. v. Omerod (1969), 6 C.R.N.S. 37 (Ont. C.A.); R. v. Larson, 6 C.C.C. 
(2d) 145 (B.C.C.A.); R. v. Lazar, 9 C.C.C. (2d) 3 (Ont. C.A.). 


See R. v. Omerod, (1969), 6 C.R.N.S. 37 (Ont. C.A.). 


In R. v. Coughlin, ex parte Evans, [1970] 3 C.C.C. 61 (Alta. S.C.) a per- 
son sought unsuccessfully to bring a prosecution against a police constable 
for aiding and abetting trafficking. He had been convicted of trafficking 
in marijuana on the evidence of the constable, who, acting as an undercover 
agent, had purchased the marijuana from him. The court held in effect that 
the constable was in no different position than any other purchaser, and 
that since purchase does not constitute trafficking it would defeat the pur- 
pose of the law to hold that it could amount to an aiding and abetting of 
trafficking. In effect the court attached no importance to the particular purpose 
for which the purchase had been made. 


For a discussion, without expression of opinion: R. v. Omerod, 6 C.R.N.S. 37 
at 44-66; for obiter dicta that the defence does not exist in Canadian law: 
Lemieux v. the Queen, [1968] 1 C.C.C. 187 at 190; R. v. Chernecki, 4 C.C.C. 
(2d) 556 at 559-560. 


In R. v. Shipley, [1970] 3 C.C.C. 398 (Ont. Co. Ct.), a case in which an 
undercover agent had persuaded a young person to obtain drugs for him, 
a judge of the County Court ordered a stay of prosecution on the ground 
that the court had an inherent power to prevent abuse of process. The court 
relied on the decision of the Ontario Court of Appeal in R. v. Osborn 5 
C.R.N.S. 183. There the Court of Appeal had exercised an inherent juris- 
diction to prevent a person from being prosecuted for an offence very similar 
to one of which he had been earlier acquitted. The decision of the Court of 
Appeal was unanimously reversed by the Supreme Court of Canada (12 
C.R.N.S. 1), and the conviction restored. It is not clear from the opinions 
rendered in the Supreme Court whether the judges were of the opinion that 
there was no inherent jurisdiction to prevent abuse of criminal process or 
whether they simply felt that the facts did not show oppression in the par- 
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ticular case. At the very least, the judgment in Osborn leaves considerable 
doubt as to whether Shipley can stand as good law. But cf. R. v. Kowerchuk, 
3 C.C.C. (2d) 291 (Prov. Ct.), which followed the view adopted by the 
Ontario Court of Appeal in Osborn as to an inherent jurisdiction to prevent 
abuse of process and ordered a stay of proceedings, although the case was 
not one of police instigation of an offence; also R. v. MacDonald, 15 C.R.N:S. 
122 (B.C. Prov. Ct.) which dismissed a charge of trafficking on the ground 
of abuse of process because of instigation by an undercover agent. 


KR. v.-Price, 12.C.R.NS. 131-(Ont. ‘C.A.). 
Sorrells v. United States, 287 U.S. 435 (1932). 


Canada, Canadian Committee on Corrections, Towards Unity: Criminal 
Justice and Corrections, (Ottawa: Queen’s Printer, 1969), (The ‘Ouimet 
Report’), p. 79. 


F.7 Prosecution in Drug Cases 


BNA Act, s. 92(14). 


The importance of the distinction is no longer so much one of procedure 
(jury trial) or jurisdiction (superior court as opposed to magistrates). A 
very high proportion of cases involving indictable offences in Canada are 
tried by magistrates, either as an aspect of their absolute jurisdiction or by 
consent of the accused. See Criminal Code, s. 484; Hogarth, Sentencing as 
a Human Process, University of Toronto Press, 1971, p. 35. 


Ro. 1970.4C,, 1-1. 


These requirements are often applied, however, in cases in which there is 
an option to proceed by indictment or summary conviction, since the offence 
is in fact an indictable offence, but the practice varies. 


Ro vesmyine, > C.C.C: (2d) 366 (S.C.C.) J ° 
1972-Stat. Cans c.+13,'s)-57. 
See, for example, R. v. Derkson, 9 C.C.C. (2d) 97 (B.C. Prov. Ct.). 


F.8 Sentencing 


Criminal Code, s. 646(2). 
Report of Canadian Committee on Corrections, p. 199. 


Prisons and Reformatories Act, R.S.C. 1970, c. P-21, ss. 44 and 150. In the 
case of females in Ontario the definite portion of the sentence is not required 
estas pol 


Criminal Code, s. 663. 
Ibid., s. 662.1. 
Ibid., s. 662.1(4). 


. These interviews were conducted by Professor John Hogarth, who directed 


the Commission’s project of empirical research into various aspects of law 
enforcement. They were confined to judges outside Quebec. A separate study 
was made of judicial attitudes of judges in Quebec, but it did not yield results 
on disparity in sentencing. 
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F Some Legal Considerations 


8. See, for example: R. v. McNicol, 5 C.R.N.S. 242 (Man. C.A.); R. v. Lehr- 
mann, [1968] 2 C.C.C. 198 (Alta. C.A.); R. v. Adelman, [1968] 3 C.C.C. 
311 (B.C.C.A.); R. v. Morrison, [1970] 2 C.C.C. 190 (Ont. C.A.); R. v. 
O’Connel, [1970] 4 C.C.C. 162 (P.E.I.C.A.); R. v. Cuzner, [1970] 5 €.C.C. 
187 (Ont. C.A.); R. v. Dejong, 1 C.C.C. (2d) 235 (Sask. C.A.); R. v. Doyle 
and others, 2 C.C.C. (2d) 82 (Alta. C.A.). 


9. See, for example: R. v. Vautour [1970] 1 C.C.C. 324 (N.B.C.A.); R. v. 
Doxen, [1970] 3 C.C.C. 431 (Ont. C.A.). 
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Opiate Maintenance 


G.l1 METHADONE CONTROL PROGRAM OF THE 
GOVERNMENT OF CANADA 


Early in 1972 the Government of Canada decided to subject the use 
of methadone to special controls. Physicians would require special author- 
ization from the Minister of National Health and Welfare to prescribe or 
administer methadone. This decision resulted from concern over the dangers 
of an unregulated use of methadone, and it was influenced by the recom- 
mendations of a Special Joint Committee on Methadone of the Food and 
Drug Directorate of the Department of National Health and Welfare and the 
Canadian Medical Association, as well as by the recommendations of the 
Commission in its Treatment Report. 


The Special Joint Committee identified certain abuses in the use of 
methadone in the following terms: 


Reports of misuse and abuse of methadone have already come to the 
attention of the Department of National Health and Welfare. These include 
prescribing excessive and sometimes escalating doses of methadone for in- 
dividual patients and issuing prescriptions for large quantities at one time; 
treatment of large groups of addicts by individual physicians without the 
facilities for proper diagnosis, management and follow-up; ‘on-and-off’ pre- 
scription of methadone; inappropriate use of injectable solution; simultaneous 
prescription of methadone and other narcotics; use of methadone by non- 
addicted persons and multiple drug users; addicts obtaining prescriptions 
simultaneously from different sources; and diversion of methadone to the 
illicit drug market. Several deaths have occurred, due either to methadone 
over-dosage in non-dependent casual users, or to potentiation of the effects 
of other depressive drugs, especially barbiturates.’ 


The Commission’s Treatment Report, submitted in January 1972, spoke 
of abuses in the following terms: 


Unquestionably, the greatest illicit use occurs in the prescription of 
methadone by privaie physicians who have no facilities for laboratory moni- 
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toring or social follow-up, who prescribe more than two days’ supply for 
self-medication and for ‘self-withdrawal’...and who cannot be certain that 
they are the sole source of supply for individual patients. 


Study of prescriptions across Canada shows evidence of serious abuse 
of this method of obtaining methadone: private physicians carrying large 
caseloads of methadone patients and individual patients receiving continuing 
supply from many physicians. We have had other evidence of some physicians 
being extremely careless in determining the indication for the prescribing of 
methadone. It is highly probable that under these conditions much of the 
privately prescribed methadone reaches the illegal market and is contributing 
to a growing population of primary methadone addicts.’ 


From its field survey in May 1972 the Commission derived the distinct 
impression that the availability of illicit methadone had played a significant 
role in the increase of opiate use. In Montreal, Halifax and other areas, in- 
discriminate prescribing created a unique opiate dependency phenomenon 
and a natural bridge to heroin. 


Imports of methadone had been rising markedly in recent years, as in- 
dicated by the following figures: 1966 — 2.7 kg; 1967 — 5.1 kg; 1968 — 9.. kg; 
1969 — 11.7 kg; 1970 — 27.1 kg; 1971 — 40.6 kg.® 


The Special Joint Committee of the Food and Drug Directorate and the 
Canadian Medical Association made the following observation concerning 
the reason for the increase in imports: 


Only about one third of this increase can be accounted for by use in 
controlled clinics such as the Narcotic Addiction Foundation of British Co- 
lumbia and the Addiction Research Foundation of Ontario. The remainder 
results from increased prescribing of methadone by practising physicians.* 


The estimated consumption of methadone for the years 1961 to 1971 
(stated in pure drug figures) was as follows: 1961 — 5.562 kg; 1962 — 
3.324 kg; 1963 — 3.571 kg; 1964 — 4.115 kg; 1965 — 4.175 kg; 1966 — 
4.353 kg; 1967 — 6.216 kg; 1968 — 9.417 kg; 1969 — 13.053 kg; 1970 — 
20.967 kg; 1971 — 40.158 kg.° 


In recent years there had been an increase in “prescription shopping” 
or “double doctoring” involving methadone. This practice, in which the pa- 
tient obtains the drug or a prescription from more than one doctor, is pro- 
hibited by section 3(3) of the Narcotic Control Regulations. In 1970 there 
were four convictions for this offence involving methadone, and in 1971 
there were 43. For the first half of 1972 there were 29, suggesting a further 
increase for the year as a whole. Almost all of these convictions were in 
British Columbia and Quebec. There had also been a marked increase in the 
total number of other offences involving methadone (simple possession, traf- 
ficking, and possession for the purpose of trafficking), as indicated by the 
following figures: 1970 — 10; 1971 — 40; first half of 1972 — 20.°® 
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The essential emphasis in the report of the Special Joint Committee 
is contained in the following passages: 


To minimize this risk and the likelihood of ineffective care, methadone 
maintenance should preferably be undertaken, for the present, in structured 
programs such as those offered by the Narcotic Addiction Foundation of 
British Columbia and the Addiction Research Foundation of Ontario.... 


The Committee believes that individual practitioners who are not well 
versed in methadone maintenance techniques and have no access to the nec- 
essary laboratory and other control facilities and rehabilitation services, 
should not attempt to take on the responsibility of treating narcotic addicts. 
Whenever possible, narcotic addicts seeking medical treatment should be re- 
ferred to clinics that are equipped for this type of treatment. The physician 
can of course assist in the treatment of narcotic addicts by cooperating or 
affiliating with established methadone maintenance programs. 


The Committee outlined certain guiding principles for the case where 
it is necesary to treat a narcotic addict with methadone outside an established 
methadone maintenance program. These include consultation with experi- 
enced colleagues, care in determining that there is a true and long-standing 
case of opiate dependence before methadone therapy is initiated, the 
administration of methadone in oral form and ingestion under the supervision 
of the physician, nurse or pharmacist, and the keeping of proper records. 
The report also suggested certain other principles of good medical practice 
for the use of methadone in withdrawal and maintenance. In effect, the 
Committee expressed a very definite preference for confining the use of 
methadone maintenance as much as possible to organized programs in 
properly equipped clinics, but it recognized that it would probably be neces- 
sary for private physicians to engage in this form of treatment, and it sought 
to assist them by guidelines on good medical practice. 


The Commission, in its recommendations, was somewhat more insistent 
on the necessity of having methadone maintenance controlled through 
properly equipped clinics. It also recognized that it might be necessary for 
private physicians and even paramedical personnel to be authorized to 
engage in methadone maintenance in certain areas, but it considered that 
they should only be permitted to do so under the supervision of a recognized 
clinic. In effect, the Commission recommended that the right to engage in 
methadone maintenance be confined to specialized clinics and to medical 
personnel affiliated with them and acting under their general responsibility 
and-supervision. The Commission’s recommendations on this point are con- 
tained in the following passages: 


Methadone maintenance programs should be developed only—and 
methadone be available only—in specialized clinics, preferably hospital- 
based, as part of an overall maintenance program serving an area. The 
prescription of methadone by private physicians should be terminated except 
where there is a special arrangement with the clinic, and then under con- 
tinuing close supervision by the clinic. This exception should be permitted 
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only where auxiliary facilities, including counselling services, laboratory 
monitoring, and careful control including monitoring by the Food and Drug 
Directorate may be ensured. 


In special cases where the patient cannot reasonably have regular access 
to a specialized clinic or authorized physician because of geographical loca- 
tion, private physicians, pharmacists, public health nurses or other suitably 
qualified persons may be authorized to administer methadone. In such cases, 
however, the person specially authorized to administer methadone should 
perform the necessary counselling and monitoring services and should make 
regular reports to the specialized clinic which has assumed and retained 
overall responsibility for the patient’s maintenance program. Alteration of 
the dose of methadone should be subject to prior approval by the specialized 
clinic. This exceptional procedure of administration should be authorized 
only after the patient’s adaptation to methadone has been clearly established.’ 


In February 1972 the Honourable John Munro, Minister of National 
Health and Welfare, announced a new policy of methadone control. The 
Minister said: 


During the last year, staff of my department have received many reports 
of misuse and abuse of methadone. As a result of concern over misuse of 
this drug, the former Food and Drug Directorate of my department and the 
Canadian Medical Association established a joint committee in 1970, to in- 
vestigate the proper place of methadone in the care of the narcotic addicts. 
Concern about the abuse of methadone also was raised by the Le Dain 
Commission in its final report on Treatment, which was submitted to the 
Government a few weeks ago. 


As a result of the recommendations of the joint FDD-CMA Committee 
and of the Le Dain Commission, I have decided to restrict the availability of 
methadone in the following way: Physicians will be permitted to prescribe 
methadone only after they are authorized to do so by the Minister of National 
Health and Welfare. Those so authorized will be considered to be qualified 
by reason of expertise and the availability of necessary facilities and ancillary 
services to utilize methadone effectively in the treatment of heroin abuse. 


In line with the recommendations of the Le Dain Commission, author- 
ized physicians will be required to be associated with a specialized clinic. 
Requests for authorization will be considered by an expert advisory com- 
mittee to be appointed by me in cooperation with the medical profession.° 


By letter dated April 19, 1972 the Health Protection Branch of the 
Department of National Health and Welfare advised all physicians registered 
to practise medicine in Canada that regulations were being prepared to 
implement the new policy of methadone control effective June 1, 1972, and 
that practitioners wishing to use methadone should apply for authorization. 
To facilitate such application the letter enclosed a document entitled 
“Methadone Control Program—Guidelines for Establishing Affiliation with 
Specialized Treatment Units and Applying for Authorization to Use 
Methadone”’. 


FIZ 


G.1 Methadone Control Program of the Government of Canada 


The Guidelines reaffirmed that as a result of the recommendations of 
the Special Joint Committee and of the Commission the Minister had decided 
to restrict the use of methadone to “authorized physicians, associated with 
a specialized clinic or treatment unit, who are considered to be qualified by 
reason of expertise and the availability of the necessary facilities and ancillary 
services to utilize the drug effectively and safely in the care of heroin 
addicts’’.® Requests for authorization to use methadone would be considered 
by an expert advisory committee appointed by the Minister in cooperation 
with the medical profession. Physicians would be granted temporary author- 
izations to give them sufficient time to establish an affiliation with an 
accredited specialized treatment unit. 


The Guidelines indicated the kind of information that should be 
furnished with an application for authorization. Three kinds of application 
were contemplated: an application for accreditation by a specialized clinic 
or treatment unit; an application for authorization by a physician affiliated 
with such an accredited clinic or treatment unit; and an application for tem- 
porary authorization by a physician who had not yet established such 
affiliation. To be accredited, a specialized clinic or treatment unit was to 
submit certain information, including its treatment protocol. Affiliated phy- 
sicians (of whom there were to be two classes—Clinic Associates and 
Regional Associates) would be required to undertake to conform to the 
protocol of the clinic or treatment unit. 


The Guidelines indicated the following. basic requirements for an 
accredited clinic or treatment unit: 


(1) Qualified and experienced medical, psychiatric and social services and 
necessary support staff; 


(2) Adequate facilities for supervised collection, and regular testing of 
urine for detection of narcotics and other drugs of abuse; 


(3) Well established controls for dispensing methadone and supervising its 
use in order to prevent diversion to illegal channels and misuse of the 
drug; 

(4) Established policies for diagnosis, selection of patients, treatment, follow- 


up and rehabilitation, including the keeping of appropriate records and 
evaluation of program results.” 


The new Narcotic Control Regulations with respect to methadone were 
adopted on May 16, 1972, to take effect on June 1, 1972.11 They provide 
that no practitioner shall administer, prescribe, give, sell or furnish methadone 
to any person or animal unless he has been authorized to do so by the 
Minister.12 Neither a licensed dealer nor a pharmacist may supply methadone 
to a physician who has not been so authorized nor may they supply it to a 
hospital upon the order of an unauthorized physician.1? A pharmacist may 
not fill a prescription for methadone unless it has been issued by a physician 
who has been authorized by the Minister.'* 
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To permit physicians to obtain supplies of methadone and prescribe it 
after June 1, 1972, full implementation of the methadone control program 
guidelines was postponed until November 1, 1972. On June 1, 1972 any 
physician who had prescribed methadone in the past was authorized to 
continue to use it on a temporary basis until October 31, 1972, unless 
records kept by the Bureau of Dangerous Drugs revealed a prior misuse of . 
the drug by a practitioner. The Health Protection Branch came to a decision 
on an application for authorization after consulting the Canadian Medical 
Directory, the Bureau of Dangerous Drugs for record of possible prescribing 
abuse, and, in most cases, advice was also sought from one or more relevant 
provincial bodies, such as Colleges of Physicians and Surgeons, provincial 
authorities involved in the drug abuse field, or recognized established treat- 
ment clinics. There were six classes of temporary authorization: an authoriza- 
tion to use methadone in the treatment of narcotic dependence in both 
maintenance and withdrawal therapy; an authorization to use methadone 
solely in the management of narcotic withdrawal; an authorization for the 
use of methadone solely as an analgesic agent in non-addicted persons; 
authorization for the use of methadone solely as an antitussive agent in non- 
addicted persons; an authorization for the use of methadone by dentists as 
an analgesic agent; and an authorization for the use of methadone by 
veterinarians. 


The practitioner, dentist or veterinarian was temporarily authorized to 
“prescribe, administer, give, sell or furnish methadone” for the purpose in- 
dicated and upon certain conditions. In the case of authorization to use it in 
the general treatment of narcotic dependence or in withdrawal therapy only, 
the temporary authorization required monthly reporting on the particulars of 
the use of methadone, as well as a summary progress report on all patients 
who had received methadone or for whom the drug had been prescribed 
during the interim summer period. 


As of August 28, 1972 there were 657 physicians in Canada with general 
authorization to use methadone in the management of narcotic dependence 
(that is, in withdrawal and in maintenance) and 65 physicians authorized to 
use it in the management of withdrawal symptoms only.15 An additional 85 
were authorized to use methadone under the other categories as. medical 
practitioners (analgesic and antitussive), dentists (analgesic) or veterinarians. 
The number of physicians having a general authorization to use methadone 
in the management of narcotic dependence or an authorization to use it in 
the management of withdrawal only were distributed by province as of August 
28, 1972 as follows: British Columbia—383; Alberta—33; Saskatchewan— 
7; Manitoba—20; Ontario—168; Quebec—75; New Brunswick—1; Nova 
Scotia—33; Yukon and Northwest Territories—2; Newfoundland and Prince 
Edward Island—0. Between August 28, 1972 and October 31, 1972 some 
authorizations had been withdrawn by mutual agreement between the Health 
Protection Branch and the practitioner and some new authorizations had 
been granted. 
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Authorizations to use methadone expired on October 31, 1972. Any 
practitioner wishing to use methadone after that date was required to apply 
for authorization or for renewal of authorization. Applications for authoriza- 
tion or renewal of authorization to use methadone after October 31, 1972 
were considered by the Health Protection Branch with the assistance of a 
Methadone Advisory Committee.1* Two general categories of authorization 
were issued for the use of methadone in the treatment of narcotic dependence 
effective November 1st, 1972: authorization to practitioners affiliated with 
a methadone treatment program or unit; and a temporary authorization to 
private practitioners without such an affiliation. A temporary authorization 
expires at the end of October 1973, at which time the physician’s authority 
to use methadone will be reviewed. 


The requirements for authorization of physicians who are affiliated with 
a methadone treatment unit or program are as follows. The methadone treat- 
ment unit or program must file its proposed protocol or protocols with the 
Department. The general protocol is “a detailed statement of the policies, 
standards and procedures” that will be used in the proposed methadone 
treatment program, with reference to the following matters: objectives, 
criteria for diagnosis and selection of patients, admission evaluation, meth- 
adone treatment procedures and rehabilitation program (including the meth- 
ods used for dispensing, prescribing and supervising the administration and 
use of methadone “in order to minimize its misuse and abuse’), and evalua- 
tion of program results. Special protccols must be submitted by methadone 
treatment programs “wishing to use methadone either in patients less than 
18 years of age or under special conditions requiring more elaborate cautions 
than those that might be provided in a General Protocol’. Such protocols 
must describe “in detail the plan for using the drug under restricted con- 
ditions and maintaining appropriate safeguards”. A statement of affiliation 
and an application for authorization to use methadone must be filed by the 
physician. In the statement of affiliation the physician agrees to conform to 
the policy guidelines and protocol(s) filed by the methadone treatment unit 
program and acknowledges that his authorization to use methadone will 
cease to be effective upon termination of his affiliation with the program. 


The precise criteria for determining whether the protocols of methadone 
treatment units or programs are acceptable are not too clear. The matters to 
which the Department attaches importance are suggested by the information 
required in the application for filing protocols, but the Department does not 
appear to have laid down clearly defined minimum requirements for ap- 
proval. It has called for certain information on which to base the decision 
as to approval. It is not clear what role, if any, as a basis 
for decision, is to be played by the “Guidelines for Establishing 
Affiliation with Specialized Treatment Units and Applying tor Authorization 
to Use Methadone”, which were circulated to physicians in the spring of 
1972. These were mainly concerned with indicating the kind of information 
that must be furnished, but they did contain certain statements of general 
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principle which suggested criteria for decision. For example, the application 
for filing protocols, for purposes of authorization after October 31, 1972, 
calls for an indication of “the laboratory facilities in which urinalysis will be 
performed”. A reasonable implication of this requirement is that satisfactory 
facilities of this kind will be a condition of approval, but this is not explicit. 
The “Guidelines” lay it down as a basic requirement of specialized clinics or 
treatment units, for purposes of affiliation, that they have “adequate facilities 
for supervised collection, and regular testing of urine for detection of nar- 
cotics and other drugs of abuse” .!7 Under the heading of “Admission Evalu- 
ation”, in the information required in treatment unit protocols, the “Guide- 
lines” state: “The evaluation should include an assessment of the degree of 
dependence and a determination of the drug or drugs of abuse. The protocol 
should provide for laboratory confirmation by checking and maintaining 
surveillance of the presence of drugs of abuse in urine sample.”!8 Thus the 
“Guidelines” clearly indicate the requirement of adequate laboratory facilities 
for urinalysis to confirm dependence as an essential condition of admission 
to methadone maintenance and to monitor the patient’s use of illicit drugs. 
As we shall see, however, the. Department appears to have abandoned this 
requirement, at least with respect to the authorization of physicians who are 
not affiliated with an approved program. 


Both the Special Joint Committee and the Commission emphasized the 
importance of care in determining that there is a true case of opiate depen- 
dence before a patient is introduced to methadone maintenance. The Special 
Joint Committee insisted on urinalysis: “The diagnosis of narcotic depen- 
dence should be confirmed by the repeated presence of a narcotic drug in 
supervised samples of urine analysed by thin layer chromatography. The 
presence of heroin and other drugs should be checked regularly by super- 
vising the collection of urine samples, in order to detect the patient’s use of 
illicit drugs and orient his treatment.’?® And again, the Committee said: 
“Confirmation of the diagnosis of addiction by several daily consecutive, posi- 
tive, urine determinations, is an essential requirement.’2° The same concern 
for adequate “laboratory monitoring” was one of the factors that lay behind 
the Commission’s recommendation that methadone maintenance be placed 
under the supervision of specialized clinics. The assumption was that as a 
general rule only physicians who were affiliated with an organized metha- 
done program would have access to the necessary laboratory facilities. 


The application for temporary authorization of a physician who is not 
affiliated with a treatment unit or program calls for information on the 
qualfications, scientific training and experience of the physician in the man- 
agement of narcotic addiction (as in the case of the physician who is 
affiliated to a treatment unit), a description of “the facilities available for 
treatment and of the laboratory services that will be used for determination 
of drugs of abuse in the urine”, and a description of the principles that will 
be adhered to in selecting patients for treatment, ascertaining the diagnosis, 
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supervising the administration of methadone, allowing take-home privileges, 
and maintaining the clinical and laboratory surveillance of the patient’s 
progress. 


In a letter to the Commission concerning the criteria to be applied to 
these applications, Dr. A. B. Morrison, Assistant Deputy Minister, Health 
Protection Branch, said: “The applications from private practitioners with- 
out affiliation will be judged on their own, merits and on the basis of the 
available evidence concerning our monitoring of the use of methadone by 
the individual practitioner.”’*? 


As of November 29, 1972, there were 455 practitioners authorized by 
the Minister to use methadone under the new regulations. Of these, 340 
medical practitioners were authorized to use it for the treatment of narcotic 
addiction, 103 practitioners were authorized to use it as an analgesic agent 
only, four were authorized to use it as an antitussive agent only, and eight 
veterinaries were authorized to use it. Of the total number of physicians 
authorized to use methadone in the treatment of narcotic addiction, 118, 
or approximately 35 per cent, were affiliated with an approved methadone 
treatment program. Physicians affiliated with an approved program are 
restricted in the use of methadone to the treatment regime (“methadone 
maintenance and withdrawal” or “methadone withdrawal only”) specified 
in the program’s treatment protocol.?? Of the 118 physicians affiliated with 
approved programs, 102 were affiliated with programs authorized to use 
methadone in maintenance and withdrawal, and 16 were affiliated with 
programs authorized to use it in withdrawal only. Of the 222 physicians 
authorized to use methadone in the treatment of narcotic addiction but who 
were not affiliated with an approved program (see Table G.1 on page 978), 
156 were authorized to use it in maintenance and withdrawal, and 66 
were authorized to use it in withdrawal only. Thus, of the 340 physicians 
authorized to use methadone in the treatment of narcotic addiction, 258 
were authorized to use it in maintenance and withdrawal, and 82 were 
authorized to use it in withdrawal only. In all, 23 treatment programs had 
been approved in 28 treatment locations.?? When the federal control program 
was introduced early in 1972 there were only four fully operational 
methadone treatment units in Canada: the Narcotic Addiction Foundation of 
British Columbia, the Methadone Program operated in Edmonton by the 
Alcoholism and Drug Abuse Commission of Alberta, the Addiction Research 
Foundation of Ontario, and the Jewish General Hospital in Montreal, 
Quebec. 


The distribution of authorized physicians by province is shown in 
Table G.1, and the approved treatment programs in Table G.2. It will be 
noted that at the end of November 1972, British Columbia, Ontario and 
Quebec had the greatest number of authorized physicians and approved 
programs for the use of methadone in the treatment of narcotic addiction, 
as follows: British Columbia—115 physicians and 11 approved treatment 
programs; Ontario—93 physicians and five approved treatment programs; 
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Quebec—59 authorized physicians and six approved treatment programs. 
After them ranked Alberta, with 29 authorized physicians and two approved 
treatment programs; Manitoba, with 19 authorized physicians and two 
approved treatment programs; and Nova Scotia, with 18 authorized physi- 
cians and two approved treatment programs. At that date there were 
physicians authorized to use methadone in the treatment of narcotic addiction 
in all provinces except Prince Edward Island and an approved treatment 
program for such purpose in all provinces except Saskatchewan, New 
Brunswick, Prince Edward Island and Newfoundland. 


TABLE G.1 


PHYSICIANS AND VETERINARIES AUTHORIZED TO USE METHADONE IN CANADA AS OF 
NOVEMBER 1972 : 





Physicians 


Not Affiliated with a Treatment Program 
(Nov. 1, 1972 to Oct. 31, 1973) 


— Affiliated Veterin- | TOTALS 
with a With- aries 
Treatment | drawal 
Program and With- Anal- _Antitus- 
Mainten- drawal gesia sive 
ance only only only 
Province 
British Columbia........ 34 63 18 15 — — 130 
Albertawect..noeteokid 13 6 10 9 — ae 38 
Saskatchewan.............. — 5 —- 1 — 1 vi 
Matuitobancen. hen 16 — 3 6 —- 2 27 
Onfarioss «ieee ZF 39 vie 60 4 4 161 
Quebec ats. csdueetet* 23 31 5 9 — — 68 
New Brunswick.......... — — 1 — — — 1 
Nova Scotian: iis....:: 5 11 ps a — — 21 
Prince Edward Island _ a _— = 1 1 
Newfoundland............ — 1 — — —- 1 
DOLAL SS. fas 118 156 66 103 4 8 455 


Source: Data from the Drug Advisory Bureau, Health Protection Branch, Department of National 
Health and Welfare, November 1972. 


Although the total number of physicians authorized to use methadone 
in the treatment of narcotic addiction as of November 30, 1972 is only about 
63 per cent of the number who had temporary authorizations for such purpose 
at the end'of August, this decrease was not the result of rejection by the 
Department but rather of self-selection. The Department did not in fact turn 
down any application for authorization on or after November 1st, although 
there were a few cases in which it decided to send cautionary letters because 
of some concern over the physician’s performance. There had been some 
withdrawals of authorization in the summer of 1972 by mutual agreement 
between the physician and the Drug Advisory Bureau. 
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Methadone Control Program of the Government of Canada 


APPROVED METHADONE TREATMENT PROGRAMS IN CANADA AS OF NOVEMBER 1972 


Province 


British Columbia af 


10. 


UE 


Alberta 1. 


Saskatchewan 





Manitoba iF 


Be 


Name and Location 


Lower Mainland Regional 
Correctional Center, | 


Burnaby, B.C. 


South Okanagan Methadone 
Program, Kelowna, B.C. 


Penticton Methadone 
Maintenance Clinic, 
Penticton, B.C. 


Powell River General 
Hospital, Powell River, B.C. 


Narcotic Addiction Founda- 
tion, Vancouver, B.C. 
(Principal Unit). 


. Narcotic Addiction Founda- 


tion, Trail, B.C. (Regional 
Unit). 


Narcotic Addiction Founda- 
tion, Prince George, B.C. 
(Regional Unit). 


Narcotic Addiction Founda- 
tion, Coquitlam, B.C. 
(Regional Unit). 


Narcotic Addiction Founda- 
tion, Victoria, B.C. 
(Regional Unit). 


Narcotic Addiction Founda- 
tion, Nanaimo, B.C. 
(Regional Unit). 


Riverview Hospital, 
Essondale, B.C. 


Edmonton Methadone 
Evaluation Committee, 
Methadone Clinic, 
Edmonton, Alberta. 


Foothills Hospital, 
Calgary, Alberta. 


No approved programs. 


Brandon Hospital for 
Mental Diseases, Brandon, 
Manitoba. 


St. Boniface Hospital Drug 
Rehabilitation Program, 
St. Boniface, Manitoba. 
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Type of Treatment Program 


Withdrawal Therapy 


Maintenance and Withdrawal 
Therapy 


Maintenance and Withdrawal 
Therapy 


Maintenance and Withdrawal 
Therapy 


All Foundation Units: 
Maintenance and Withdrawal 
Therapy 


Withdrawal Therapy 


Maintenance and Withdrawal 
Therapy 


Maintenance and Withdrawal 
Therapy 


Maintenance and Withdrawal 
Therapy 


Maintenance and Withdrawal 
Therapy 
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TABLE G.2—Continued 


APPROVED METHADONE TREATMENT PROGRAMS IN CANADA AS OF NOVEMBER 1972 


Province 


Ontario 


Quebec 


New Brunswick 


Nova Scotia 


Prince Edward Island 


Newfound!and 





Name and Location 


1. Narcotic Dependence 
Program Clinical Institute, 
Addiction Research 
Foundation, Toronto, 
Ontario. 


2. Charlton Project, 
Hamilton, Ontario. 


3. IODE Hospital Methadone 
Clinic, Windsor, Ontario. 


4. St. Catherines Methadone 
Clinic, St. Catherines, 
Ontario. 


5. Ottawa General Hospital, 
Ottawa, Ontario. 





1. Royal Victoria Hospital, 
Montreal, Quebec. 


2. Jewish General Hospital, 
Institute of Community and 
Family Psychiatry, 
Montreal, Quebec. 


3. Département de réadapta- 
tion pour alcooliques et 
autres toxicomanes, H6pital 
St. Charles de Joliette, 
Joliette, Quebec. 


4. Programme d’entretien a la 
méthadone (deuxiéme 
ligne), Montréal, Quebec. 


5. Unité d’alcoolisme et de 
toxicomanie de |’H6pital 
St-Michel Archange, 
Mastai, Quebec. 


6. Clinique de réadaptation 
pour toxicomanes du centre 
hospitalier universitaire de 
Sherbrooke, Sherbrooke, 
Quebec. 


No approved programs. 





1. Nova Scotia Hospital, 
Dartmouth, Nova Scotia. 


2. Victoria General Hospital, 
Halifax, Nova Scotia. 


No approved programs. 


No approved programs. 


Type of Treatment Program 


Maintenance and Withdrawal 
Therapy 


Maintenance and Withdrawal 
Therapy 


Maintenance and Withdrawal 
Therapy 


Maintenance and Withdrawal 
Therapy 


Maintenance and Withdrawal 
Therapy 


Maintenance and Withdrawal 
Therapy 


Maintenance and Withdrawal 
Therapy 


Maintenance and Withdrawal 
Therapy 


Maintenance and Withdrawal 
Therapy 


Withdrawal Therapy 


Withdrawal Therapy 


Withdrawal Therapy 


Maintenance and Withdrawal 
Therapy ; 


Source: Data from Treatment Program Protocols submitted to the Drug Advisory Bureau, Health 
Protection Branch, Department of National Health and Welfare, November 1972. 
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G.1 Methadone Control Program of the Government of Canada 


It is not known what proportion of! physicians authorized to use metha- 
done without affiliation with an accepted clinic have access to laboratory 
facilities for the purpose of confirming dependence and monitoring illicit 
drug use. The authorization to use methadone after October 31, 1972 does 
not make urinalysis to confirm dependence and to monitor illicit drug use 
an explicit condition. At the time of the preparation of this report, all ap- 
proved methadone clinics had access to urinalysis facilities, and authorized 
practitioners affiliated with these clinics were required to adhere to urinalysis 
procedures outlined in the clinics’ treatment protocols. It is understood that 
in many cases the application for authorization received from physicians not 
affiliated with specialized treatment units did not make it clear whether such 
access to urinalysis would be available. The reasons given by the Health 
Protection Branch for not making access to urinalysis facilities a condition of 
authorization to use methadone are: first, that because of lack of the necessary 
facilities insistence on this requirement would severely reduce the availability 
of methadone for the treatment of narcotic dependence; secondly, there is 
some conflict of expert opinion as to the necessity or desirability of uri- 
nalysis; and thirdly, there is some opposition by individual physicians to the 
use of urinalysis because of its alleged effect on the physician-patient relation- 
ship and the patient’s attitude towards treatment. 


It should be noted further, that the authorizations to use methadone, 
whether the physician is affiliated or not, contemplate the possibility of self- 
administration on prescription and do not insist upon administration under 
direct supervision of the physician in all cases. The condition with respect to 
administration is in the following terms: | 


Administration or prescription of methadone for narcotic addicts shall 
be only in a liquid dosage form that does not lend itself to mainlining, such as 
methadone dissolved in a constant volume of approximately 100 mg of “Tang’. 


The drug shall be administered to addicts under direct supervision, or 
supplied or dispensed in oral liquid dosage form in limited quantities, when 
a cooperative relationship has been established between the patient and the 
practitioner. 


The Special Joint Committee, in referring to the principles which should 
be followed in the use of methadone by a physician working outside an estab- 
lished methadone maintenance program, laid down the following rule con- 
cerning administration: “Arrangements should be made for direct administra- 
tion to the patient of oral methadone, preferably in liquid form, which should 
be ingested always under the supervision of the physician, nurse or phar- 
macist. Written prescriptions for methadone should never be given to narcotic- 
dependent patients.”?4 The Commission was less explicit on this point. It 
spoke of the “administration” rather than the prescription of methadone, but 
it did not expressly rule out the possibility of prescription. 
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The Commission’s concern about the dangers of prescription is clearly 
reflected, however, in the following passage in the Treatment Report: 


Unquestionably, the greatest illicit use occurs in the prescription of 
methadone by private physicians who have no facilities for laboratory moni- 
toring or social follow-up, who prescribe more than two days’ supply for 
self-medication and for ‘self-withdrawal’...and who cannot be certain that 
they are the sole source of supply for individual patients.” 


Prescription or self-administration is permitted under the so-called 
“British system” of heroin and methadone maintenance, and it is permitted 
in varying degrees in methadone programs on this continent. 


On this point the Treatment Report contained the following passage: 


Dispensing is most commonly done by administering methadone dis- 
solved in Tang under supervision. Daily visits to the clinic are almost uni- 
versal during the first part of the program, with gradual spacing of visits made 
possible by issuing doses for self-administration as the clinic develops trust 
in the individual patient. The maximum released at any clinic is a one-week 
supply.” 


G.2 SOME ASPECTS OF THE “BRITISH SYSTEM”! 


Although the history of opiate dependence and the present conditions in 
Great Britain are quite different from those on this continent, two remarkable 
facts remain: the population of known addicts appears to have been fairly 
Stable in recent years, and while there is certainly an illicit market in 
narcotics there is still no evidence that it is an organized or even a very 
significant one. 


The law enforcement task with respect to the opiate narcotics is much 
easier in Great Britain than it is on this continent, although it is important 
to keep in mind that the clinic “system” does not dispense with the need of 
law enforcement to suppress an illicit market. In 1970, there were 281 
persons convicted of offences involving heroin in Great Britain. Of these, 157 
were convicted of possession (which included possession for personal use as 
well as possession with intent to sell) .? 


The number of “active” addicts (those using drugs) known to the Home 
Office in recent years is as follows: 1969 — 1,456; 1970 — 1,430; 1971 — 
1,555.° It is estimated that the total number of addicts who are not using 
but are at risk of relapse is 3,000.4 It is on the basis of these figures and 
other indications that the authorities express the opinion that the heroin 
problem is being “contained”. 


There may be other factors peculiar to Great Britain which explain this 
enviable situation and which make the British experience more or less irrele- 
vant to conditions on this continent. The British do not make particular 
claims for the “success” of their approach. Characteristically, they are quite 
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matter-of-fact about it and adopt a pragmatic approach, watching to see how 
it turns out. There is no serious body of opinion, however, in treatment 
or in law enforcement that advocates abandoning the present approach. Cer- 
tainly, the results appear to justify the general conclusion that the approach 
is a reasonably successful one. 


The British have been gradually shifting their emphasis from heroin to 
methadone, although it must be observed that a high proportion of the 
methadone administration in Great Britain is still in intravenous form. The 
total quantities of heroin and methadone used in the clinics in recent years 
are as follows: 


Year Heroin (grams) Methadone 
1969 18,393 3,341 
1970 17,387 14,833 
1971 14,201 15,691 


Source: Department of Health and Social Security. 


For purposes of rough comparison, doses of heroin and methadone 
may be treated as equivalent. Heroin and methadone are used interchange- 
ably on a weight for weight basis.® 


The proportion of oral methadone in 1971 was only about 24 per cent 
of the total methadone used. Difficulty is experienced in persuading patients 
to accept oral methadone. British experts have attributed this to the long- 
established practice of prescribing narcotics for intravenous administration 
and to the difficulty of weaning addicts from the needle fixation. As one 
expert put it, “It is often as hard to break the needle habit as it is to break 
the drug habit.”? There has been fear that too great an insistence on oral 
methadone would drive patients away or encourage the development of a 
black market in heroin.’ It is felt that it is easier to wean a patient from 
intravenous methadone to oral methadone than from heroin to oral metha- 
done.? The general approach with a “needle using heroin addict” has been 
described as follows: 


(i) try to get him off intravenous heroin and onto intravenous metha- 
done; 


(ii) try to reduce the dose of intravenous methadone; 


(iii) try to transfer the patient from intravenous methadone to oral 
methadone; 


(iv) try to get him off drugs altogether.’° 
There are other important differences in the British and North American 
approaches to opiate maintenance. The British do not use blocking doses of 


methadone, but rather maintenance therapy on reducing doses."* The reason 
for this is presumably that heroin can also be prescribed so that it is not 


983 


G Opiate Maintenance 


essential to prescribe a dose of methadone that will completely block the 
action of heroin. Secondly, instead of supervised administration on the 
premises, which is the general rule for organized methadone treatment pro- 
grams in Canada, the general rule in Great Britain is that addicts pick up 
their drug supply on prescription from pharmacists. They are required to 
pick up their supply daily, except on Saturdays, when they can take a two- 
day supply. Many clinics supply addicts with sterile disposable syringes for 
intravenous administration.1* One reason for favouring injectable methadone 
over heroin is that methadone can be supplied in solution in ampoules. This 
avoids the unsterile practices involved in dissolving tablets of heroin which 
are the cause of serious complications.1* 


The British clinics vary considerably in the extent to which they provide 
ancillary services for social adjustment. In the fall of 1972 a group of 70 
patients at the Charing Cross Clinic who had been abstinent for periods of 
up to three years, were being visited monthly by social workers, their func- 
tioning in the community was assessed, their arms were inspected for injec- 
tion marks, and specimens of their urine were taken for analysis.1* The 
clinic uses social workers, volunteers for counselling and vocational guidance 
as needed, but no group therapy.® 


Generally speaking, the approach to treatment in Great Britain has 
been described as a “multi-pronged” one that incorporates all the available 
services, including social workers, visiting nurses, vocational guidance and 
training counselling, psychiatric care and housing facilities. Individual 
clinics and clinicians have the freedom of choosing which facilities they will 
use generally and for individual patients. Some clinics use a great deal, 
others less, depending upon perceived needs. Some patients may require only 
maintenance therapy; others may require psychiatric help. Most need purely 
social help, such as obtaining employment and housing. A senior medical 
officer in the Department of Health and Social Security expressed the im- 
portance of ancillary services as follows: 


I think that treatment and rehabilitation cannot be separated from one 
another. In a report on the Rehabilitation of Drug Addicts, the Advisory 
Committee on Drug Dependence recommended that rehabilitation begins with 
the contact with the addict. This is usually at the Drug Dependence Clinic. 
Out-patient treatment and rehabilitation programmes have not been run- 
ning long enough for us to have evaluated their contribution to the success- 
ful treatment of the drug addicts. My own observations are that one needs 
a variety of facilities and professional and voluntary workers to cover the 
variety of problems presented by drug addicts. The mere withdrawal of the 
drug from the addict is most unlikely to succeed if there is no substitution of 
the drug culture by a social life which is satisfying and if there is no skilled 
help with the emotional and personality problems which will help the addicts 
to abandon the former culture and accept the latter. The successful outcome 
of treatment appears to be related to a multi-disciplinary approach to the 
problem with a backing up of a number of treatment and rehabilitation 
facilities, e.g. social work support, various types of hostels, day centres and 
etc; 
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G.1 Methadone Control Program of the Government of Canada 


Methadone and the Care of the Narcotic Addict: Report of A Special Joint 
Committee of the Canadian Medical Association and the Department of 
National Health and Welfare Food and Drug Directorate, p. 6. 


Treatment Report, pp. 27-28. 


These figures, furnished to the Commission by the Bureau of Dangerous 
Drugs, are pure drug figures representing the pure anhydrous base content 
of the total substance imported; in the case of methadone, this amounts to 
about 90% of the total quantity of methadone compounds imported each year. 


Note 1, supra, p. 6. The figures for imports cited by the Joint Committee, 
which were apparently not in pure drugs terms and were therefore somewhat 
higher than those furnished by the Bureau of Dangerous Drugs, were as 
follows: 1966 — 3.29 kg; 1967 — 5.71 kg; 1968 — 10.4 kg; 1969 — 13.4 kg; 
1970 — 30.19 kg; first half of 1971 — 30 kg. 


These figures are furnished by the Bureau of Dangerous Drugs to the Inter- 
national Narcotics Control Board. For this purpose estimates of consumption 
of the main narcotics, including methadone, are stated in pure drug figures 
and are based upon a formula which reflects changes in the inventory of drug 
manufacturers and distributors in Canada from the last day of the preceding 
year to the last day of the current year, plus imports and minus exports of 
the substances during the year. The result is that the narcotic is estimated 
to be consumed when it is supplied by the drug manufacturer or distributor 
to the hospital, pharmacy or physician. 

Source for the figures in this paragraph: Bureau of Dangerous Drugs, Health 
Protection Branch, Department of National Health and Welfare, Statements 


of Convictions Involving Methadone for the Calendar Years 1970 and 1971 
and for the Period Jan. 1—June 30, 1972, as recorded to July 21, 1972. 


Treatment Report, p. 31. 
Debates, House of Commons, Canada, February 24, 1972, p. 197. 
Canada, Health Protection Branch, Department of National Health and 


Welfare, “Guidelines for Establishing Affiliation with Specialized Treatment 
Units and Applying for Authorization to use Methadone,” 1972, p. 1. 


These requirements were adopted verbatim from the Report of the Special 
Joint Committee of the Food and Drug Directorate and the Canadian Medical 


Association. 
Order in Council P.C. 1972-1033, 16 May 1972, SOR/72-155. 


Narcotic Control Regulations, section 38(3). The physician must be named 
in an authorization issued by the Minister under section 47(1) of the 
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Narcotic Control Regulations, which, as amended on August 24, 1972 

(P.C. 1972-1795, 24 August 1972, SOR/72-337), reads in part as follows: 

Where he deems it to be in the public interest, or in the interests 

of science, the Minister may in writing, authorize... (d) any prac- 

titioner to administer, prescribe, give, sell or furnish methadone to a 
person or animal who is a patient under his professional treatment. 


Narcotic Control Regulations, sections 20(3), 24(3)(d). 
Ibid., section 20(2) (e). 


These figures were compiled by Commission research staff from the 
records of the Drug Advisory Bureau and the Bureau of Dangerous Drugs. 


This Committee, consisting of Dr. T. Da Silva, Head, Central Nervous System 
Section, Drug Advisory Bureau, Health Protection Branch, Department of 
National Health and Welfare; Dr. C. J. Schwartz, University of British 
Columbia; Dr. Ramsey W. Gunton, Department of Medicine, University of 
Western Ontario; Dr. Jean-M. Bordeleau, University of Montreal; Dr. Marcel 
A. Baltzan, Saskatoon (Dr. John Bennett of the Canadian Medical Association 
has substituted for Dr. Baltzan at past meetings of the Committee), met on 
October 10, 11 and 12, 1972. 


Note 9, supra, p. 3. 

Ibid., p. 5. 

Note 1, supra, p. 9. 

Ibid., p. 12. Italics are those of the Committee. 

Personal communication to the Commission, October 20, 1972. 


T. Da Silva, M.D., Head, Central Nervous System Section, Drug Advisory 
Bureau, Health Protection Branch, Department of National Health and 
Welfare, personal communication to the Commission, February 2, 1973. 


The Narcotic Addiction Foundation of British Columbia has six clinic 
locations. 


Note 1, supra, p. 9. Italics are those of the Committee. 
Treatment Report, pp. 27-28. 
Ibid., p. 25. 


G.2 Some Aspects of the “British System” 


This brief discussion of certain aspects of the British approach to the treat- 
ment of opiate dependents is an attempt to bring our general perspective up 
to date on the basis of correspondence and telephone conversations with 
government officials and treatment personnel in the fall of 1972. In the 
‘course of its inquiry the Commission had access to other sources of infor- 
mation and evaluation concerning the British system. In addition to a re- 
view of the literature, a member of the Commission visited a number of 
treatment clinics and spoke to public officials and clinic directors in England, 
the Commission consulted frequently with leading treatment experts, and it 
held a symposium on treatment at which British experience and expertise 
were represented. 


H. B. Spear (Home Office, London, England), personal communication to 
the Commission, September 26, 1972. 
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Notes 


D. A. Cahal, Senior Principal Medical Officer (Department of Health and 
Social Security, London, England), personal communication to the Com- 
mission, September 5, 1972. (These figures are the number of opiate- 
dependent persons who are known to be using drugs at the end of the 
calendar year. The total number of opiate-dependent persons seen by the 
clinics in the course of the year is slightly under 3,000, and this figure is 
also often stated for the number of known addicts. But Dr. Cahal expressed 
the opinion to the Commission that the Jower figure was the more reliable 
for purposes of estimating the actual number who were still using drugs at a 
particular time.) 


Ibid. 
Cahal, personal communication to the Commission, October 18, 1972. 


Dr. T. H. Bewley, Consultant Psychiatrist (Tooting Bec Hospital, London, 
England), personal communication to the Commission, October 18, 1972. 


Cahal, personal communication to the Commission, September 5, 1972. 


Dr. Gerry Stimson, Medical Sociology Research Centre (Swansea, Glam., 
Wales), personal communication to the Commission, September 28, 1972. 


Dr. G. B. Oppenheim, Consultant Psychiatrist (Charing Cross Hospital, 
London, England), personal communication to the Commission, October 25, 
1972. 


Cahal, personal communication to the Commission, September 5, 1972. 
Ibid. 
Ibid. 


Cahal, personal communication to the Commission, September 5, 1972 and 
Dr. A. Sippert, Senior Medical Officer (Department of Health and Social 
Security, London, England), personal communication to the Commission, 
September 22, 1972. 


Oppenheim, personal communication to the Commission, October 25, 1972. 
Ibid. 


Dr. A. Sippert, Senior Medical Officer (Department of Health and Social 
Security, London, England), personal communication to the Commission, 
October 20, 1972. 
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Appendix H 


Treatment Capacity in the Provinces 


INTRODUCTION 


The first concern of treatment insofar as opiate dependence is concerned 
must be the extent of the treatment facilities in British Columbia, where the 
major problem of opiate use and dependence exists. It is doubtful if the 
province has adequate treatment capacity for an opiate-dependent population 
that may number as many as 10,000. 


BRITISH COLUMBIA 


Methadone maintenance. In British Columbia at the end of November 
1972, there were 11 approved treatment units for methadone maintenance, 
six of them operated by the Narcotic Addiction Foundation. The Foundation’s 
main unit is in Vancouver, and it has regional units at Trail, Prince George, 
Coquitlam, Victoria, and Nanaimo. Other approved treatment programs in 
the province are the Lower Mainland Regional Correctional Centre at 
Burnaby, the South Okanagan Methadone Program at Kelowna, the Pen- 
ticton Methadone Maintenance Clinic at Penticton, the Powell River General 
Hospital, and the Riverview Hospital, Essondale. 


In November 1972 there were 115 physicians in British Columbia 
authorized to administer or prescribe methadone to opiate-dependent persons, 
34 of them affiliated with approved treatment programs, and 81 not affiliated. 
Of the latter, 63 were authorized to use methadone in maintenance, as well 
as withdrawal, and 18 in withdrawal only. In the protocol which it submitted 
for approval to the Drug Advisory Bureau of the Department of National 
Health and Welfare during the summer of 1972, the Narcotic Addiction 
Foundation estimated the caseload of its Vancouver unit at 400 patients and 
the caseload of three of its four regional units at 50 patients each. There was 
no estimate for the fourth. The other approved programs estimated very 
small caseloads. 
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According to the records of the Bureau of Dangerous Drugs, 454 persons 
received methadone from the Narcotic Addiction Foundation in June 1972 
and 493 in July. During the same two-month period, 346 persons received 
methadone from other sources in British Columbia. The Vancouver unit of 
the Foundation sees approximately 1,000 people a year, but its average daily 
caseload is about 350 to 400 patients. On the basis of the information that 
we have been able to gather we would estimate that there are not more than 
650 to 800 persons regularly in methadone maintenance in the province. 
It is fairly safe to assume that the total is not more than ten per cent of the 
probable total population of opiate dependents in British Columbia. If we 
take the assumption made in the United States that methadone maintenance 
could be made to reach at least 40 per cent of the opiate-dependent popula- 
tion,! then present delivery of this form of treatment or management is 
well below potential. This situation may, of course, reflect lack of awareness 
of demand as well as insufficient capacity. 


The effective reach of methadone maintenance is even less because 
it is estimated by treatment personnel of the Foundation that not more than 
20 or 25% of the persons who come for treatment at the Foundation remain 
in it for any length of time, and that only about 10% of these are benefited 
by it in the long run.? 


What is lacking in methadone maintenance programs is sufficient 
trained personnel for adequate follow-up and assistance with adjustment in 
the community. It is the same lack that we encounter in probation and parole. 
There are not enough people to give opiate dependents the close attention 
they require. Moreover, there is a need for smaller caseloads. 


In the Vancouver methadone maintenance unit of the Foundation there 
are two full-time medical practitioners, two full-time pharmacists, lab tech- 
nicians and pharmacy technicians, and four full-time social workers, each 
with a caseload of 80 or 90 patients. The regional units at Victoria, Nanaimo, 
Prince George, Trail, and Coquitlam are each staffed with one medical prac- 
titioner on half-time, two counsellors and a receptionist. All clinical laboratory 
analysis is done at the Vancouver unit. Samples are mailed in from the 
regional units. 


A major drawback of the treatment program at the Foundation is that 
it is not sufficiently comprehensive and it lacks an effective research and 
evaluative component. The present approach is almost exclusively pharma- 
cological. The Foundation is funded by seven different government agencies, 
federal and provincial, and the frame of reference for funding purposes is 
the medical model. What is required is a much more comprehensive or 
multi-modal approach to treatment which, in addition to methadone main- 
tenance, would include residential treatment in therapeutic communities, 
detoxification in a highly supportive setting, a wide range of adjunctive serv- 
ices—workshops, recreational activities, and the like—and a research and 
evaluation component. The lack of such a component is seen by Foundation 
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staff to be a major weakness of their program at the present time. Without 
such a component there can be little hope of development of treatment 
efficacy. 


The Foundation has operated some other therapeutic or rehabilitative 
facilities. The House was organized as a drop-in centre for persons with 
problems with drugs other than opiate narcotics. As it became apparent 
that one could not separate types of drug use in this way, The House 
became a crisis intervention centre for all types of drug use. It has three 
crisis beds, but it is not a residential centre. There is no follow-up in the 
community, with the result that once an individual leaves the premises he may 
have no further contact with The House. 


In Touch, the outreach component of The House and the clinic, was 
a one-year experimental project funded by matched contributions from a 
philanthropist and the federal and provincial governments. It was closed, 
for lack of further financial support, towards the end of 1972. 


Facilities for urinalysis. The Foundation would appear to have ade- 
quate equipment and staff for urinalysis. It carries out approximately 6,000 
urinalyses a month. The Foundation has been using thin-layer chromatog- 
raphy (TLC), which permits qualitative but not quantitative analysis. In the 
fall of 1972 it received a provincial government grant to permit it to establish 
a clinical laboratory, with gas liquid chromatography equipment (which 
permits quantitative analysis), for the analysis of street drugs. 


Equipment for qualitative TLC tests costs about three hundred to four 
hundred dollars and has been installed at the Royal Jubilee Hospital in 
Victoria, the Royal Columbia Hospital in New Westminster, and in Vancouver 
at the Biomedical Laboratory, the Provincial Medical Laboratory, the Van- 
couver General Hospital, the Children’s Hospital, the Federal Food and Drug 
Laboratory, and the Narcotic Addiction Foundation treatment unit. The 
quantitative GLC testing equipment costs about ten thousand dollars, and 
facilities for this exist at the Royal Jubilee Hospital in Victoria, the Royal 
Columbia Hospital in New Westminster, and in Vancouver at the Vancouver 
General Hospital and the University of British Columbia, as well as the 
Foundation. 


There is a concensus of opinion in British Columbia that adequate 
facilities now exist to handle qualitative analysis for the entire opiate-de- 
pendent population in the province, and that with the expansion of the 
Foundation’s laboratory there will be adequate facilities for quantitative 
analysis as well. 


Therapeutic communities and other residential treatment units. The 
total capacity of residential treatment programs in British Columbia is rela- 
tively small. X-Kalay Foundation Society, one of the oldest and largest 
therapeutic communities in Canada, has a capacity in its various facilities 
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in British Columbia of about 65. X-Kalay’s facilities are not exclusively re- 
served for opiate dependents. X-Kalay’s capacity may increase to approxi- 
mately 125 upon execution of a proposed expansion to a farm location in 
Langley, British Columbia. (A survey conducted by the Commission to 
determine the residential capacity of therapeutic communities in Canada is 
described in detail, and the results of the survey presented in tabular form, 
in the Annex to this Appendix on pages 1000 to 1003.) 


In Vancouver X-Kalay maintains a variety of premises—a residence 
which is a former private hospital and accommodates a maximum of 40 per- 
sons, an office and two private homes. In the fall of 1972 there were about 
30 persons in residence in X-Kalay in Vancouver. Operating expenses were 
running at about $10,000 per month, or about $4,000 per resident per year. 


X-Kalay rents a small hotel and five cabins on Salt Spring Island, which 
accommodate approximately 25 persons. The Foundation operates a dining 
room and a coffee shop in the hotel. The facilities are used primarily by 
X-Kalay therapy groups, and are occasionally loaned or rented to other com- 
munity organizations and associations. During the winter, Salt Spring Island: 
is managed by a skeleton staff of three to four people. It is used to a greater 
extent during the summer. 


By the fall of 1972 plans for the X-Kalay mini-village had been revised 
to locate the facility on a six-acre farm near Langley, British Columbia, with 
a capacity of about 60 residents. The estimated cost was $700,000, and 
negotiations for financial assistance were being conducted at both levels of 
government. The new building would reduce operating expenses to about 
$9,000 per month, or about $1,800 per resident per year if the facilities were 
operated at full capacity. 


The three businesses which X-Kalay operated (a service station, a 
beauty salon, and an advertising service industry) were closed in the spring 
of 1972, primarily because their operation interfered with treatment. David 
M. Berner, Executive Director of X-Kalay, is now of the opinion that it is 
not advisable to operate a commercial enterprise for therapeutic purposes, 
and that some kind of sheltered industry should be established instead. 


The Director provided the Commission with the following percentages 
of persons treated at X-Kalay during the period January 1969 to June 1972 
for various problems (classified as “drugs”, ‘‘alcohol” and “other’) who 
remained drug-free and gainfully employed, which are the essential criteria 
of “success” in the program: 


Problem Male Female Average 
Drugs 42.1% 36.8% 39.3% 
Alcohol 46.8% ; 33.3% 43.6% 
Other 11.1% pt he Ne 20.5% 
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Although the number of residents in the Vancouver facility of X-Kalay 
remains fairly constant at about 30 persons, the population is fluid. The 
Director estimates that about three persons enter or leave the community each 
week. Of the 30 persons at X-Kalay in the fall of 1972, about half had been 
there a considerable time, and about eight to ten for several months. In talk- 
ing with the Commission, the Director spoke of the same “split rate” phenom- 
enon described by American authors who have commented on the experience 
of therapeutic communities: the greatest number of persons leave the first 
day; the next largest number leave after about three weeks; those who remain 
longer than three weeks generally remain for three to six months; if they 
remain at the end of that period, they will likely remain one and one-half 
years, which the Director estimates to be the optimum treatment period. In 
the Treatment Report we stated that X-Kalay does not aim to return its 
people to society, (p. 87). The Director states that this is not the case: that 
residents do enter the community at large after a period of treatment in 
X-Kalay, and that X-Kalay encourages them to do so. 


The Director has expressed the opinion that between 200 and 300 resi- 
dents is the optimum number for a therapeutic community like X-Kalay, and 
that several such communities could be established if there were sufficient 
funds available, administrative staff was supplied, and some agency would 
contract to fund a training program of approximately six months for thera- 
peutic community leaders. 


There is one other therapeutic community in British Columbia, a resi- 
dence operated by Teen Challenge (a Christian organization) in Richmond. 
The total number of opiate dependents accommodated by this program is 
comparatively small. 


ALBERTA 


Early in 1972 Calgary experimented with a program of withdrawal 
for opiate dependents. It proved to be unsuccessful. Few presented them- 
selves for detoxification, and of those who did, few completed the five-day 
withdrawal program. Later in the year interested physicians were urging the 
establishment of a methadone maintenance clinic, and a proposal was being 
considered by the Methadone Evaluation Committee of the Alcoholism and 
Drug Abuse Commission. A protocol was approved by the Department of 
National Health and Welfare for the Foothills Hospital in Calgary to carry 
on a limited withdrawal inpatient facility and a limited methadone mainte- 
nance program. At the time of approval the program was still in an “embry- 
onic” state and was looking for financial support. 


A methadone clinic began operation in Edmonton in January 1972 
under the direction of'a joint committee of the Alberta Medical Association 
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and the Alcoholism and Drug Abuse Commission. As of June 30th the 
clinic had seen approximately 190 patients. In October there were 79 patients 
in methadone maintenance. Of these, 52 received methadone at the clinic 
and 27 obtained it on prescription at pharmacies in Edmonton.* The protocol 
of the Edmonton Methadone Clinic has been approved by the Department 
of National Health and Welfare. 


As of November 1972, 13 physicians affiliated with approved treatment 
programs had been authorized to use methadone maintenance in the treat- 
ment of opiate dependence in Alberta, and 16 physicians were authorized 
who were not affiliated with a program. Of these, six were authorized to use 
methadone in maintenance, as well as withdrawal, and ten in withdrawal 
only. 


It is estimated that there were about 750 opiate dependents in Alberta 
in the fall of 1972, with about 120 in methadone treatment. 


There are currently three therapeutic communities operating in Alberta 
with a combined residential capacity of 50. As one of these programs 
has only recently begun, the overall capacity of therapeutic communities in 
the Province can be expected to increase in the near future. 


SASKATCHEWAN 


On October 20, 1972 there were 12 persons being maintained on 
methadone at the Alcoholism Rehabilitation Centre in Regina. During the 
previous two months there had been an average of 18-20 methadone patients 
at the Centre. At that time, methadone was being employed by physicians at 
the Centre in the following ways: (1) high dose administration (85-120 mg) 
decreased after six to eight weeks; (2) medium dose (80 mg) maintenance 
for an indefinite period—particularly for patients between the ages of 25 and 
30; and (3) high dose (85-120 mg) maintenance for patients 40 years 
and older.* 


As of November 1972 there were no methadone programs in Saskatch- 
ewan formally approved by the Department of National Health and Wel- 
fare; and hence, no physicians were authorized to use methadone on a 
permanent basis through affiliation with an approved program. However, 
five unaffiliated physicians in Saskatchewan were authorized by the Depart- 
ment to use methadone in both withdrawal and maintenance therapy. 


On the basis of a survey of methadone prescriptions in Saskatchewan, 
the Bureau of Dangerous Drugs recorded 53 individuals who had received 
methadone in the Province during the period May 1st to July 31, 1972. 
The opiate-dependent population in Saskatchewan was estimated at 125 in 
the fall of 1972. 
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MANITOBA 


In Manitoba there are two approved methadone programs: the St. 
Boniface Hospital Drug Rehabilitation Program and the program at the 
Brandon Hospital for Mental Diseases. In October 1972, there were approxi- 
mately 60 opiate dependents in the St. Boniface program: 5 were “medical 
addicts”; the remaining 55 were all regular heroin users of whom 33 were 
being maintained on methadone, some were being detoxified with metha- 
done, and some were being treated without the aid of any drug. Six of 
the methadone maintenance patients were permitted to take home daily 
supplies; the remainder were obliged to consume their medication at the 
clinic and to present a urine sample each day. The five “medical addicts” 
were given weekly supplies of the drug. Of the 60 patients at the clinic 40 
were either employed, going to school or housewives with children.° 


As of November 1972, 16 physicians who were affiliated with an ap- 
proved treatment program had been authorized to use methadone and three 
who were not affiliated had been authorized. The latter were authorized to 
use it in withdrawal only. 


It is estimated that there were about 450 opiate dependents in Manitoba 
in the fall of 1972, of whom 70 were receiving methadone treatment. 


X-Kalay Foundation Society operates a therapeutic community at St. 
Norbert, Manitoba, in which 51 drug-dependent persons are in residence. 
This community, located on a farm, has a maximum capacity of 80. An 
urban-based group called Kiazam operates a residential facility for opiate 
dependents in Winnipeg with a capacity of ten. 


ONTARIO 


As of November 1972 there were five approved methadone treatment 
programs in Ontario: the Narcotic Dependence Program Clinical Institute of 
the Addiction Research Foundation, in Toronto; the Charlton Project, 
Hamilton; the IODE Hospital Methadone Clinic, Windsor; the St. Catherines 
Methadone Clinic, St. Catherines; and the Ottawa General Hospital, Ottawa. 
Twenty-seven physicians who were affiliated with approved programs were 
authorized to use methadone in treatment and 66 who were not affiliated. 
Of the latter, 39 were authorized to use methadone in maintenance, as well 
as withdrawal, and 27 in withdrawal only. 


The prescription records of the Bureau of Dangerous Drugs indicate 
that 230 persons received methadone in Ontario during June and July 1972. 
The active caseload of patients on methadone at the Addiction Research 
Foundation is between 100 and 110 at any one time. The Director of the 
Foundation’s program indicated to the Commission that in the past three 
years there were close to 500 applicants for methadone maintenance of 
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whom about 260 were accepted. How many of the remainder were suitable 
candidates for methadone maintenance but could not be handled because 
of the Foundation’s limited facilities is not clear. It is clear, however, that 
the Foundation has deliberately limited its caseload to about 100, as the 
optimum number which it feels it can manage effectively with its limited 
staff and the follow-up that is required. Thus its capacity is severely limited 
in relation to the probable potential for methadone maintenance in the 
Toronto area. 


The Foundation operates an outpatient clinic for addicts on Yonge 
Street and a 100-bed clinical institute on Russell Streets, in Toronto. The 
Foundation operates three types of methadone programs: short-term with- 
drawal, prolonged withdrawal and methadone maintenance therapy. The 
protoco] submitted by the Foundation to the Drug Advisory Bureau of the 
Department of National Health and Welfare states that short-term withdrawal 
is used as a last resort for long-term addicts when no other course is feasible. 
It is also the primary course to be used for neophyte users and persons under 
18 years. The short-term withdrawal program takes about 18 days. The pro- 
tocol states that the prolonged withdrawal program is used primarily where 
longer therapeutic endeavour is indicated but commitment to methadone main- 
tenance is lacking, patients display some degree of motivation to achieve a 
drug-free state, their addiction history does not indicate a long-term involve- 
ment with heroin, and unsuccessful withdrawal attempts have been carried 
out. The prolonged withdrawal program is aimed at achieving a drug-free 
state within four to six months. 


An evaluation of the Foundation’s methadone maintenance program 
indicated a drop-out rate of 56.7% (51 out of 90) within one year.’ 


Ontario has the largest number of therapeutic communities for drug- 
dependent persons in Canada, although the residential capacities of these 
communities is comparatively small. Thirteen residential programs had a 
combined total of 136 residents in February 1973, with a maximum capacity 
of about 200. Only a few of these programs were exclusively concerned 
with opiate or amphetamine dependence. The Twin Valley program in Lon- 
don, Ontario, is planning to develop an 800-acre rural community to ac- 
commodate several hundred drug-dependent persons. 


QUEBEC 


There are six approved methadone programs in Quebec: Royal Victoria 
Hospital, Montreal; the Jewish General Hospital, Montreal; Département de 
réadaptation pour alcooliques et autres toxicomanes, Hépital St. Charles de 
Joliette, Joliette; Programme d’entretien 4 la méthadone (Deuxiéme Ligne), 
Montréal; Unité d’alcoolisme et de toxicomanie de l’H6pital St. Michel 
Archange, Mastai; Clinique de réadaptation pour toxicomanes au Centre 
hospitalier universitaire de Sherbrooke, Sherbrooke. 


996 


Treatment Capacity in the Provinces 


As of November 1972, 23 physicians who were affiliated with approved 
treatment programs were authorized to use methadone, and 36 who were not 
affiliated. Of the latter, 31 were authorized to use methadone in maintenance, 
as well as withdrawal, and five in withdrawal only. 


In the fall of 1972 the Royal Victoria Hospital had about 25 patients 
in its methadone program. The protocol which it submitted to the Federal 
Government stated that a maximum of 150 patients will be accepted in the 
program. 


In the fall of 1972 there were six patients on methadone maintenance 
in the program of the Jewish General Hospital. The Commission was in- 
formed that because of limitations of staff and funds a limit of 12 patients 
had been set for this program.’ In the protocol submitted to the Federal 
Government it was stated that between June and September 1972, 53 patients 
had contacted the clinic and that it was “likely that as the program develops 
and expands this rate will increase significantly”. 


In the fall of 1972 there were 15 patients in the methadone program of 
Deuxiéme Ligne, in Montreal. The program has applied for government 
financial support to permit it to accommodate as many as 150 patients.® 


As of February 1973 there were three therapeutic communities in Que- 
bec caring for 65 drug-dependent persons. At the time of the Commission’s 
survey (see the Annex on page 1000) two additional therapeutic com- 
munities were in advanced planning stages. The overall capacity of therapeutic 
communities in Quebec is likely to increase with the proposed expansion of 
the “Portage” program, which may eventually accommodate as many as 100 
drug-dependent persons. 


MARITIME PROVINCES 


There have been two methadone programs approved for Nova Scotia; 
the Nova Scotia Hospital at Dartmouth, and the Victoria General Hospital 
at Halifax. As of November 1972, five physicians who were affiliated with 
approved treatment programs had been authorized to use methadone and 13 
physicians who were not affiliated. Of the latter, 11 were authorized to use 
methadone in maintenance, as well as withdrawal, and two in withdrawal 
only. The Nova Scotia Hospital at Dartmouth uses methadone for withdrawal 
therapy only. In November 1972, it had one patient in treatment. 


Therapeutic communities in the Maritimes have an overall capacity of 
approximately 50. These programs include two residences in Halifax, Nova 
Scotia, which have been seeing problems associated primarily with amphet- 
amine and multi-drug use, a community located on a farm near St. John, 
New Brunswick, and a residence in Charlottetown, Prince Edward Island. 
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HOSPITAL FACILITIES IN CANADA 


On the suggestion of the Department of National Health and Welfare 
and the Canadian Hospital Association, Statistics Canada incorporated into 
its Quarterly Hospital Information System for the fourth quarter of 1971 a 
questionnaire to identify “those hospitals that considered they were making | 
some provision for the treatment of persons having problems with ‘alcohol’ 
and/or ‘drugs’ on an ambulatory or inpatient basis.”!° Since the terms “pro- 
vision” and “treatment” as employed in this questionnaire were purposely 
not defined, the responses to the survey served only to determine “the uni- 
verse of general and allied special hospitals that, in their opinion, are pro- 
viding some kind of hospital service to patients on an ambulatory or impatient 
basis. Obviously, the scope and quality of the services provided by the re- 
sponding hospitals would vary greatly.”™ 


As of December 31, 1971, there were 1,234 general and allied special 
hospitals in operation in Canada, all of which received the above-mentioned 
questionnaire from Statistics Canada. One thousand and forty-five, or almost 
85%, of these hospitals returned completed questionnaires. 


In an analysis of the data contained in these completed questionnaires, 
the Health Economics and Statistics Directorate, Health Program Branch, 
Department of National Health and Welfare, noted a further qualification of 
the results of this hospital survey in the following words: 


. . as ‘alcohol’ and ‘drugs’ are not necessarily exclusive categories there is 
likely to be some overlapping in the reporting by hospitals. Also, because of 
the prevalence of multiple drug problems, treatment of addiction may be 
integrated in a single program.!? 


Statistics Canada’s survey indicated that on the whole the provision in 
hospitals in Canada for the treatment of persons having problems associated 
with “drugs” is less common than the provision for the treatment in hospi- 
tals of persons experiencing problems with alcohol. (See Table H.1.) Of the 
1,045 reporting hospitals, 309 (29.6%) provided inpatient treatment and 
313 (29.9%) provided outpatient treatment for persons experiencing 
problems with “drugs” as of December 31, 1971. 


The number and proportion of reporting hospitals providing inpatient 
and outpatient treatment for persons having problems with “drugs” and 
alcohol are presented by province in Table H.1. While the results of this 
survey are limited for the reasons mentioned above, they do, however, sug- 
gest that there may not be sufficient capacity for ambulatory and inpatient 
treatment of problems primarily associated with non-medical drug use in 
hospial facilities in Canada generally. 
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TABLE H.1 


HOSPITALS REPORTING TREATMENT SERVICES FOR DRUG AND ALCOHOL PROBLEMS 


BY TYPE OF SERVICE AND BY PROVINCE, DECEMBER 31, 1971 








No. of Drugs Alcohol 
Hospitals Hospitals 


Province Surveyed Reporting In-Pt. | Out-Pt. In-Pt. Out-Pt. 





Source: 
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This table was prepared by the Health Economics and Statistics Directorate, Health 
Programs Branch, Department of National Health and Welfare, on October 5, 1972 from 
the Institutions Section, Health and Welfare Division of Statistics Canada, Summary Tables 
for Canada 1971, and each province and territory based on listing of responses by individual 
hospitals to questionnaire survey, December, 1971. 
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ANNEX 


CAPACITY OF DRUG-ORIENTED THERAPEUTIC COMMUNITIES 
IN CANADA (AS RECORDED TO FEBRUARY 9, 1973) 


On the basis of information gathered in the course of its previous studies 
of innovative services in Canada (see Appendix M Innovative Services) 
and from discussions with the headquarters and five regional offices of the 
Non-Medical Use of Drugs Directorate, Health Protection Branch, Depart- 
ment of National Health and Welfare, the Commission conducted a telephone 
survey in February 1973 to determine the capacity of drug-oriented thera- 
peutic communities in Canada. For the purpose of this survey, therapeutic 
community was defined as a residential treatment program offering voluntary 
commitment to various individual and group therapy processes, within 
a drug-free milieu, to treat persons dependent on opiate narcotics, amphet- 
amines and/or multiple non-medical drug use. So defined, these programs 
are distinguishable from a variety of other residential programs in Canada 
dealing with such programs as adolescent emotional and family disturbances 
and delinquency, on the one hand, and from methadone maintenance and 
other outpatient programs for the treatment of drug dependence, on the 
other. Only those residential programs with a stated policy of providing 
treatment for drug dependence within a drug-free setting are included in the 
listing of therapeutic communities in Table H.2 on page 1002. In cases 
where program emphasis was uncertain, programs were included only upon a 
finding that at least one-third of their residents were coping with a drug 
problem. 


There appears from this survey to be a growing tendency among thera- 
peutic communities and other residential programs to deal with a drug- 
related problem, other than long-term opiate narcotic dependence, as part 
of a broad spectrum of personal and social problems and, as such, a problem 
amenable to therapeutic methods not specifically drug-related through prac- 
tised in a drug-free setting. Only a few of the programs listed in Table H.2, 
among them, “X-Kalay”, “Portage”, “414”, “Spera” and ‘“Narcanon”, are 
almost exclusively concerned with drug rehabilitation. 


It was determined from this survey that a total of 28 drug-oriented 
therapeutic communities were operating in Canada as of February 9, 1973. 
It should be noted that these therapeutic communities are greatly outnumbered 
by non-residential programs for drug users, such as outpatient counselling 
programs, workshops and cooperatives, communal living projects and metha- 
done maintenance programs. 


When considering the residential capacity of therapeutic communities 
in Canada at any one time, it is important to bear in mind that at the present 


1000 


Treatment Capacity in the Provinces 


time most therapeutic community programs are in part, or wholly, dependent 
on one or more (usually federal) short-term grants. Until such time as long- 
term funding arrangements are worked out with these programs, the overall 
treatment capacity of therapeutic communities in Canada will be subject 
to rapid fluctuation. 


This survey revealed that within the 28 therapeutic communities oper- 
ating in Canada as of February 1973 there were 178 salaried staff, 
379 residents and a maximum residential capacity (given present staff and 
facilities) of 634. (See Table H.2 on the following page.) 
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TABLE H.2 


RESIDENTIAL THERAPEUTIC COMMUNITIES IN CANADA 
(As Recorded to February 1973) 


Region/ Name Current 
Province of Program Location Staff* 
Maritime 1. Dirnan House Halifax, 
Provinces N.S. 5 
2. New Options Halifax, 
N.S. 8 
3. Aware House St. John, 
N.B. 4 
4. Christian Charlotte- 
Challenge town, 
Home P.E.T. 8 
ESTA Lo 2er. cesses ietiiad tactoy ce See 25 
Quebec 5. Spera Rawdon 10 
Foundation 
6. Portage Montreal 13 
7,.ka. Terre Wotton 6 
UT ARs certs conc cnccis sanncdtotare eeoeeeettte Lee 29 
Ontario 8. “GYATE” Ottawa 9 
(Get Your Act 
Together 
Enterprises) 
9. Stonehenge Guelph 5 
10. Oolagen Toronto (i 
House 
11. Western London 10 
Ontario 
Therapeutic 
Comm. Hostel 
12. ‘*414” London 5 
Dufferin 
13. 56 Colbourne Oshawa 6 
14, Crossroads Windsor 6 
Farm 
15. Friendship London B) 
House 
16. Delisle Toronto 6 
House 
17. Spera Welland 3 
Niagara 
18. Twin Valley London 6 
19. Narcanon Toronto 4 
20. Oasis Sudbury 6 
TOPALH. Ah.0000. ie UE AR Aa 76 


Resi- 
dents 


13 


12 


38 


25 


10 
30 


65 


Maximum Average 


Resi- 

Current dential 

Capac- Residential 
ityt 


20 


12 


10 


51 


30 


100 
35 


165 


10 


14 


36 
16 


205 


Duration 
of 


Stayt 


1 month 
3 months 


6 months 


2 months 


9 months 


12 months 
3 months 


3 months 


3 months 
5 months 


4 months 


12 months 


4 months 
4 months 


3 months 
6 months 


9 months 


3 months 
3 months 


Drug 
Problems 
Dealt 
With 


M§ 
O/A|| 
M 


M/A# 


M/A 
O/A 
O/A 
M/A 


M/A 


O/A 


O/A 


M/A 
O/A 


M/A 
M/A 
O/A 


O/A 
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TABLE H.2 — (Continued) 








Region/ 
Province 


Name 
of Program 


Maximum Average 


Resi- Duration Drug 

Current dential of Problems 

Current Resi- Capac- Residential Dealt 

Location Staff dents ity Stay With 


ee ee eb ee ee ee ees ee ee eee eee eee 


} 





Prairie 21. X-Kalay St. Norbert, 
Provinces Man. 10 51 80 6months O/A 
22. Kiazam Winnipeg, 
Man. 6 8 10 2months O/A 
23. Point III Edmonton, 
Alta. 8 20 24 2months O/A 
24. Help House Calgary, 
Alta. 6 8 14 6months O/A 
25. ADAPT Lamont, 
Alta. 3 3 12 — M 
ET Mes os tae cient nip Lid eset 33 90 140 
British 26. X-Kalay Vancouver 7 30 40 12months O/A 
Columbia 
27. X-Kalay Salt Spring 4 15 25 3months O/A 
28. Richmond Richmond 4 5 8 4months O/A 
Residence 
(Teen 
Challenge) 
CIN Toren sat Pred mrn st i WM ayeIe 15 50 73 
Be PRET ADS castes cecathlnsceysss-i vest face nes tess 178 379 634 


* Staff refers to salaried positions only, including both those who work directly with resi- 
dents and the administrative and support staff. (In practice, these distinctions tend to blur, 
with the same person often filling roles in each group.) In programs where residents “grad- 
uate” to positions of junior staff or assistants, such persons are not counted as staff unless 
salaried. 

+ Maximum Capacity refers to residential capacity only, based on current staff and physi- 

cal plant. Many of the organizations listed here provide outpatient service (including post- 

resident, follow-up counselling) to as many or more persons as those in residence. 

Duration of Stay refers to a rough average only, not to a statistically weighted one. 

Most people who leave these programs do so within the first few weeks, while a very few 

stay on for the maximum allowable time—usually around 12 to 18 months. A minority of 

therapeutic communities have fixed lengths of stay which are contracted by the residents. 


+ 


§ M -multiple youthful problems, including drug dependence. 
|| O/A — opiates/amphetamines. 
# M/A - multiple drug use/amphetamines. 
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Treatment of Opiate Dependents 
in Federal Penitentiaries in Canada 


Canadian experience with a special treatment program in a prison setting 
in which drug addicts are segregated from other offenders has not been very 
encouraging. The Fauteux Report on Remissions in 1955 recommended 
specialized institutions for the treatment of narcotic addiction. In accordance 
with this recommendation the Federal Government constructed Matsqui 
Institution, a medium security penitentiary, at Abbotsford, about 45 miles 
from Vancouver, British Columbia. It opened in March 1966. It was designed 
to accommodate 312 male and 128 female inmates. The planning called for a 
staff of 333. 


A special treatment experiment with a research and evaluation compo- 
nent was begun at Matsqui in January 1967. Its object was to evaluate the 
effectiveness of an experimental treatment program developed in the Pilot 
Treatment Unit (PTU), a special treatment-research unit at Matsqui.1 The 
effectiveness of the PTU treatment program was to be determined by com- 
paring it with a Limited Control (LC) group which underwent the treatment 
program in the main institution.? The PTU treatment was more intensive and 
more enriched than LC treatment: it involved living together in small dormi- 
tories rather than in individual cells, as in the LC treatment, a more intensive, 
and presumably more effective use of group therapy than in the LC program, 
and a greater participation in educational courses. 


The experimental program consisted of treatment periods of seven 
months followed by release on parole. The relative effectiveness of the PTU 
and LC programs was judged on the basis of a comparison of the offenders’ 
behaviour during the two years prior to incarceration with their behaviour 
during the period of one and a half years following release on parole, with 
reference to the following matters: per cent of time legally employed; per 
cent of time illegally employed; and mean monthly frequency of opiate use.* 


It is important to note that the comparison was between two treatment 
programs at Matsqui Institution, and not between prison with a treatment 
program and prison without one. 
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Brian C. Murphy, Research Officer who reported on the treatment exper- 
iment, summarized the results as follows: 


1. Neither PTU nor LC treatment was significantly more effective than the 
other in increasing percent of time legally employed or $value of legal 
earnings. 

2. LC treatment was significantly more effective than PTU treatment in 
decreasing percent of time illegally employed and $value of illegal 
earnings. 

3. LC treatment was significantly more effective than PTU treatment in 
decreasing monthly frequency of opiate use. When opiate use was broken 
down into its two components, prescription opiate use and non-prescrip- 
tion opiate use, LC treatment was found to be significantly more effective 
than PTU treatment in decreasing non-prescription opiate use. However, 
neither PTU nor LC treatment was significantly more effective than the 
other in decreasing prescription opiate use.* 


It is not clear why inmates who went through the more intensive PTU 
treatment had a more unsatisfactory record on release, with respect to ille- 
gal earnings and illegal opiate use, than those who went through the general 
or LC treatment. The results are attributed to the treatment in the institution 
rather than the parole supervision, which is assumed to have been more or 
less the same for all parolees. Murphy suggested the following hypothesis: 
that inmates in tne more intensive PTU program acquired, as a result of the 
better program of group therapy and academic training, “superior applied 
communication and applied academic abilities”® which made them more ef- 
fective in illegal activity. The research officer concluded that they applied 
these new skills to illegal activity because they “did not have the skill, ex- 
perience, and social contacts necessary to compete effectively with ‘square 
johns’ for scarce legal employment opportunities or scarce ‘straight’ recrea- 
tional and social opportunities” .® 


A comparison of the behaviour of PTU and LC inmates before and 
after incarceration suggests a measure of improvement among both groups. 
The percentage of time legally employed increased for the LC group from 
42.5% before incarceration (as compared to 33.6% for the PTU) to 
61.4% after incarceration (as compared to 67.1% for the PTU). The per- 
centage of time illegally employed dropped for the LC group from 43.7% 
before incarceration (as compared to 47.1% for the PTU) to 5.3% after 
incarceration (as compared to 22.9% for the PTU). With the LC group, the 
mean frequency of opiate use per month dropped from 62.3 times before 
incarceration (as compared to 61.9 for the PTU group) to 12.6 times after 
incarceration (as compared to 41.6 for the PTU).” 


While these comparisons suggest a measure of improvement in the 
behaviour of the PTU and LC groups, they cannot be regarded as significant, 
nor the experimental treatment program as successful, in light of the number 
of these inmates who were returned to custody following their release on 
parole. The Research Officer at Matsqui informed the Commission that of 
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36 delinquent opiate addicts treated at /Matsqui (including the 26 inmates 
who comprised the PTU and LC groups discussed above), 31 or 86% were 
returned to custody within a five-year period after their release on parole. 
Of the five who were not returned to custody, two were deceased due to ac- 
cidents within one year of their release on parole, so that the rate of recidi- 
vism approached 100%.8 


As mentioned above, the parole supervision was assumed by the treat- 
ment-research team at Matsqui to have been more or less the same for all 
parolees. The experimental treatment program was not designed to evaluate 
the effects of parole and other post-release treatment,® nor was the 
Special (Parole) Narcotic Addiction Project, which involved these PTU 
and LC inmates, designed with an evaluative component. (See Appendix K 
Parole of Heroin Dependents in Canada.) Consequently, there is no way of 
determining how far the results of this treatment experiment should be at- 
tributed to the treatment program in the institution and how far to the parole 
supervision. Brian C. Murphy, Research Officer at Matsqui, suggested 
that much more could have been done to assist inmates with the process of 
social rehabilitation and reintegration during the parole period. He emphasized 
this point as follows: 


If institutional training had been followed by a carefully engineered, well 
staffed, active programme of intervention, immediately upon release and con- 
tinuing for some months thereafter, to make non-delinquent, non-addict 
vocational, recreational, and social opportunities readily available to parolees 
(including the restructuring of friendship circles around ‘square johns’), the 
PTU subjects would probably have earned more legally, earned less illegally, 
and used non-prescription opiates less frequently than the LC subjects. 
A series of formal treatment experiments, with that kind of carefully engi- 
neered post-release intervention, would appear to be a most worthwhile 
enterprise.” 


It should be noted that the “specialized caseload approach” to the 
parole of opiate dependents, which was applied throughout the treatment 
research programs conducted at Matsqui and was intended to provide the 
kind of active post-incarceration follow-up envisaged by Murphy, was dis- 
continued without evaluation by the National Parole Service early in 1972. 
(See Appendix K Parole of Heroin Dependents in Canada.) 


Although a number of the inmates in the PTU and LC groups received 
regular doses of methadone following their release from Matsqui on parole, 
the goal of the program and the criteria of success were essentially those of a 
drug-free program. From the data available to the researchers it was found 
that “. . . illegal employment is strongly, positively and significantly asso- 
ciated with consumption of illicit opiates, but illegal employment is not 
significantly associated with consumption of legally prescribed opiates.”" 
This finding led Murphy to hypothesize that: 
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1. Most economic crime committed by addicts is committed mainly because 
the supply of satisfactory opiates is restricted to high priced bootleg 
supplies. 


2. If opiates were made readily and cheaply available to addicts, the amount 
of economic crime committed by them would be sharply reduced.” 


Not having tested these hypotheses, the Matsqui treatment experiment does 
not demonstrate the results that could be obtained using an institutional 
program and methadone as a stabilizing and transitional factor during a con- 
trolled post-release period. To date, neither the Penitentiary Service nor 
the National Parole Service has tested the effectiveness of a methadone 
maintenance program for former opiate dependents reieased from peniten- 
tiary. However, the Penitentiary Service is currently developing a multi-modal 
treatment program (described in more detail below) which may include a 
methadone maintenance component as suited to inmates being considered 
for release on temporary absence or parole; and, as we point out in Ap- 
pendix K, a number of parolees are currently in methadone maintenance 
programs in Canada, who either entered voluntarily or were presented with 
the alternative of entering a methadone program or being returned to custody. 


Matsqui continues as a medium security institution for opiate-dependent 
offenders and as a treatment unit; but its inmate population is now composed 
of non-addicts as well as addicts, and the experimental evaluation of its 
treatment programs is being done under the auspices of the regional research 
unit at New Westminster, British Columbia. In the fall of 1972 Matsqui had 
330 inmates (or virtually 98% of its capacity),’’ of whom approximately 
100 were “addicts”.1* It continues to employ group therapy, but this is now on 
a voluntary basis. There has been an increasing emphasis on short-term 
release into the community in the form of day parole (see Appendix K 
Parole of Heroin Dependents in Canada) or temporary absence,!° but there 
has been a reduction in the amount of such releases in accordance with a 
departmental re-examination of policy on this matter. To date, there has not 
been an evaluation of these programs as forms of correctional treatment of 
delinquent opiate dependents. 


The majority of federal penitentiaries in Canada use the services of 
community-based self-help programs which employ counselling and individual 
and group therapy techniques to bring about a change in the life style of delin- 
quent opiate dependents. Among the self-help programs operating in peniten- 
tiaries in Canada are: the “Centre Group” in Kingston, Ontario; the “Circle 
Group”, an organization of 15 former drug dependents incarcerated in Collins 
Bay Institution, Kingston, Ontario; the Alcoholism and Drug Foundation 
of Manitoba working with inmates in Stony Mountain Institution near Win- 
nipeg; “ADCON”, an organization working with inmates in the Saskatchewan 
Institution in Prince Albert; and “Transcendental Meditation” and the 
“Seven Step Movement”, both groups working in British Columbia Peni- 
tentiary at New Westminster. 
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At the present time at least one physician in each federal penitentiary 
is authorized by the Minister of National Health and Welfare to administer 
methadone as an aid in withdrawal of inmates dependent on an opiate 
narcotic at the time of their admission to a penitentiary. 


The Canadian Penitentiary Service is currently developing a multi- 
modal program for the treatment of delinquent opiate dependents incar- 
cerated in the Regional Medical Centre at Abbotsford, British Columbia—a 
138-bed, maximum security penitentiary adjacent to Matsqui Institution. 
This program, a developmental project to include individual and group 
therapy and possibly a methadone and opiate antagonist maintenance com- 
ponent as suited to individual inmates being considered for release on tem- 
porary absence or parole, will be developed in consultation with the Depart- 
ment of National Health and Welfare. It is expected that the program will be 
operational by the fall of 1973. It should be noted, however, that the 
Regional Medical Centre is primarily concerned with the treatment of acute 
psychiatric problems of adjustment to the custodial setting, and that as a 
result, only a small number of incarcerated drug dependents will be affected 
by this program. 
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Temporary absence is provided for inmates of federal penitentiaries in 
section 26 of the Penitentiary Act, R.S.C. 1970, c. P-6 as follows: 


Where, in the opinion of the Commissioner [of Penitentiaries] or the officer 
in charge of a penitentiary, it is necessary or desirable that an inmate should 
be absent, with or without escort, for medical or humanitarian reasons or to 
assist in the rehabilitation of the inmate, the absence may be authorized from 
time to time 

(a) by the Commissioner, for an unlimited period for medical reasons and 

for a period not exceeding fifteen days for humanitarian reasons or to 
assist in the rehabilitation of the inmate, or 

(b) by the officer in charge, for a period not exceeding fifteen days for 

medical reasons and for a period not exceeding three days for human- 
itarian reasons or to assist in the rehabilitation of the inmate. 


Temporary absence for inmates of provincial penal institutions is provided 
for in section 36 of the Prisons and Reformatories Act, R.S.C. 1970, c. P-21 
as follows: 

Where, in the opinion of an official designated by the Lieutenant Governor 
fin Council] of the province in which a prisoner is confined in a place other than 
a penitentiary, it is necessary or desirable that the prisoner should be absent, with 
or without escort, for medical or humanitarian reasons or to assist in the 
rehabilitation of the prisoner at any time during his period of imprisonment, the 
absence of the prisoner may be authorized from time to time by such official for 
an unlimited period for medical reasons and for a period not exceeding fifteen days 
for humanitarian reasons or to assist in the rehabilitation of the prisoner. 
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Probation for Heroin Dependents 
in Canada 


THE LAW AND ADMINISTRATION WITH RESPECT TO PROBATION 


Probation is provided for in the Criminal Code of Canada,} but it is 
administered by provincial probation services.” Unlike the case of parole, 
there is no federal probation service. 


THE CANADIAN COMMITTEE ON CORRECTIONS 


The Canadian Committee on Corrections spoke strongly in favour of 
probation, which it defined as follows: 

...a disposition of the court, whereby an offender is released to the com- 

munity on a tentative basis, subject to specified conditions, under the super- 

vision of a probation officer (or someone serving as a probation officer) and 

liable to recall by the court for alternative disposition if he does not abide by 

the conditions of his probation.’ 


“The use of probation”, said the Committee, “should be expanded as 
widely as possible.” The Committee noted, however, that “there is a serious 
shortage of qualified officers in probation.”® 


PROVISIONS OF THE CRIMINAL CODE 


Probation is provided for in section 663 of the Criminal Code as 
follows: 

663. (1) Where an accused is convicted of an offence the court may, having 

regard to the age and character of the accused, the nature of the offence and 

the circumstances surrounding its commission, 

(a) in the case of an offence other than one for which a minimum 
punishment is prescribed by law, suspend the passing of sentence and 
direct that the accused be released upon the conditions prescribed in a 
probation order; 
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(b) in addition to fining the accused or sentencing him to imprisonment 


(c) 


whether in default of payment of a fine or otherwise, for a term not 
exceeding two years, direct that the accused comply with the conditions 
prescribed in a probation order, or 


where it imposes a sentence of imprisonment on the accused that does 
not exceed ninety days, order that the sentence be served intermittently 
at such times as are specified in the order and direct that the accused, 
at all times when he is not in confinement pursuant to such order, 
comply with the conditions prescribed in a probation order. 


The conditions which are deemed to be included in a probation order, 
and those which may be included, in the discretion of the court, are provided 
for in subsection 2 of section 663 as follows: 


(2) The following conditions shall be deemed to be prescribed in a 


probation order, namely, that the accused shall keep the peace and be of 
good behaviour and shall appear before the court when required to do so by 
the court, and, in addition, the court may prescribe as conditions in a proba- 
tion order that the accused shall do any one or more of the following things 
specified in the order, namely, 


(a) 
(b) 
(c) 


(d) 
(e) 


report to and be under the supervision of a probation officer or other 
person designated by the court; 


provide for the support of his spouse or any other dependents who he is 
liable to support; 

abstain from the consumption of alcohol either absolutely or on such 
terms as the court may specify; 

abstain from owning, possessing or carrying a weapon; 

make restitution or reparation to any person aggrieved or injured by the 


commission of the offence for the actual loss or damage sustained by 
that person as a result thereof; 


(f) remain within the jurisdiction of the court and notify the court or the 


(g) 
(h) 


probation officer or other person designated under paragraph (a) of 
any change in his address or his employment or occupation; 


make reasonable efforts to find and maintain suitable employment; and 
comply with such other reasonable conditions as the court considers 
desirable for securing the good conduct of the accused and for prevent- 


ing a repetition by him of the same offence or the commission of other 
offences. 


TREATMENT AS A CONDITION OF PROBATION 


It is to be noted that paragraph (c) above refers to alcohol but not to 
other drugs, and that the subsection does not explicitly contemplate sub- 
mission to medical treatment as a condition of a probation order. A condi- 
tion to abstain from the use of other drugs, including submission to regular 
testing for the presence of such drugs in the body, would appear to fall within 
the general terms of paragraph (h). It could also be argued that attendance 
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at a treatment facility and submission to;some treatment of choice would be a 
reasonable condition for securing the good conduct of the accused and pre- 
venting a repetition by him of the same offence or the commission of other 
offences. There may be some question as to whether a condition calling for 
submission to a specific form of treatment, such as methadone maintenance, 
without the consent of the accused, could be considered reasonable within 
the meaning of paragraph (h), since it involves the very serious decision 
to persist with and confirm the dependence on an opiate narcotic. 


The extent to which treatment may be validly imposed as a condition 
of a probation order raises the question of how far the Parliament of Canada 
may provide for medical treatment as an incident of its criminal law juris- 
diction. This issue is considered to some extent in Appendix F.1 The 
Constitutional Framework. The discussion there is directed particularly 
to the implications of the sentence to custody for treatment for an inde- 
finite period which is provided for by Part II of the Narcotic Control Act, 
but which has never been put into force. A question is raised as to whether 
these provisions are sufficiently related to the issue of criminal responsibility 
to be a valid criminal law disposition of a case. The indeterminate nature of 
the sentence, which, in a case of simple possession (the offence most closely 
related to “addiction”), could end up being considerably longer than the 
maximum which could have been imposed for the offence under Part I, is 
clearly not directed to the nature of the particular offence of which the ac- 
cused has been convicted, nor to his rehabilitation qua criminal offender, 
but rather to the cure of the medical condition of “addiction”. Nor do the 
provisions for compulsory treatment suggest any necessary relationship 
between the “addiction” and the crime of which the accused is convicted. 
The “addiction” could be to the use of a kind of drug different from the 
one involved in the offence of which the accused was convicted. An attempt 
might be made to justify the provision for sentence to custody for treatment 
for an indeterminate period as a kind of preventive detention, but in fact 
Part II makes special provision for preventive detention where there has 
been a prior conviction for an offence of trafficking or importation. Part I 
clearly indicates that it does not consider preventive detention to be appro- 
priate for the offence of simple possession, much less a first offence of this 
kind. There is also doubt, despite the close connection between “addiction” 
and crime, that Parliament’s power to legislate for the prevention of crime 
would give it power to provide for compulsory treatment of “addiction”. This 
would amount to a general power to provide for compulsory treatment, inde- 
pendent of the existence of a criminal offence. The implications of such a 
power are very far reaching and would logically extend to compulsory treat- 
ment for certain kinds of mental disorder. 


Many of these points may simply be peculiarities of the provisions 
in Part IL of the Narcotic Control Act which render them particularly vul- 
nerable. There can be no doubt that Parliament may validly provide for the 
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kinds of treatment to which the inmates of federal penitentiaries may be sub- 
jected. If an offender is sentenced to imprisonment he can be validly sub- 
jected to a therapeutic regime such as that applied in the Matsqui Institution 
(see Appendix I). This is clearly a form of compulsory treatment within 
the jurisdiction of Parliament. The offender is sentenced to a term of imprison- 
ment which is considered appropriate in the particular case, and in the exercise 
of its jurisdiction with respect to penitentiaries, the Federal Government 
determines the particular regime which he shall undergo. In the course of 
imprisonment for a particular offence the correctional authorities attempt 
to deal with a condition that is related to the offender’s criminal behaviour. 
That condition, however, is not the basis of the sentence, and the total pos- 
sible length of the sentence is not determined by the possibility of success 
in treating that particular condition. It is not the notion of “treatment” as 
such that raises questions about Parliament’s jurisdiction. Clearly, Parlia- 
ment has jurisdiction to provide for medical treatment in federal peniten- 
tiaries and in certain other specific areas of federal jurisdiction, such as the 
armed forces and immigration. Moreover, all correctional disposition can 
be considered to be “treatment” in a broad sense. Imprisonment can be 
considered to be a form of “treatment”. (See Treatment Report, p. 10.) The 
real issue is whether the object that is sought by the disposition is a valid 
criminal law object, or at least one that is properly incidental to the criminal 
law jurisdiction, or whether it is an object that falls outside federal jurisdiction. 
Obviously, a strong case can be made for the argument that the treatment of 
the offender’s addiction is a necessary part of his rehabilitation qua criminal 
offender. We merely say there are some legitimate doubts as to how far this 
may be pressed so as to justify what could amount to a life sentence for a 
crime for which the ordinary maximum is seven years. Sentence must be ap- 
propriate not only to the offence but also to the offender. This is what 
justifies taking the previous record and other aspects of the offender’s char- 
acter and circumstances into account. At the same time, the fact that a 
person has been convicted of a criminal offence does not give Parliament the 
right to deal with any aspect of his condition to any extent it chooses. 


If probation for a certain limited period is considered to be appropriate 
in a certain case, having regard to the nature of the offence and the char- 
acter of the offender, there would appear to be no reason why a court should 
not be able to attach the condition that the offender shall submit to some 
treatment in an attempt to cure his dependence. 


In any event, one should not stress too much the compulsory character 
of such a condition, since in practice the offender should be asked to agree to 
follow a course of treatment as a condition of being placed on probation. In 
the opinion of treatment experts such agreement is essential if there is to be 
the proper motivation. The alternative of imprisonment undoubtedly exerts 
a certain compulsion, but the willing cooperation of the offender must be 
enlisted as much as possible. 
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The Canadian Committee on Corrections, which spoke of the probation 
“contract”, stressed the importance of obtaining the offender’s consent to 
probation in the following terms: 


There is some disagreement among correctional officials as to whether 
the consent of the offender should be required before a probation order is 
made. Offenders are not given a choice in relation to other dispositions by 
the court. It may be that some offenders who refuse probation would learn 
to accept it if it were imposed without their consent. However, the Com- 
mittee is of the opinion that probation can be most effective if the offender 
understands and accepts what is involved. When he signs the order he com- 
mits himself to cooperation. 


The Committee recommends that before issuing a probation order the 
judge or magistrate explain the implications and conditions of the order to 
the offender; that a copy of the probation order signed by the judge or 
magistrate be served on the offender; and that the offender be asked to 
endorse the original order to the effect that a copy has been served on him, 
that he understands its terms and conditions, and that he agrees to abide 
by them. 


SANCTION FOR FAILURE TO COMPLY WITH A PROBATION ORDER 


Wilful failure or refusal to comply with a probation order is an offence 
punishable on summary conviction by imprisonment for not more than six 
months or by a fine of not more than $500, or by both. If a probationer is con- 
victed of this offence or any other offence, he may in addition to the punish- 
ment for such offence, be required to appear before the court that made the 
probation order, and after hearing, such court may, if the probation order 
was granted on suspended sentence, revoke the order and impose any sentence 
that could have been imposed for the original offence, or make such changes 
in the probation order as are deemed desirable or extend the period for which 
the order is to remain.’ 


CANADIAN EXPERIENCE WITH OPIATE DEPENDENTS ON PROBATION 


The following review is based on a study by the Commission of the ef- 
fectiveness of a methadone maintenance program for probationed heroin 
users and discussions with correctional and treatment personnel in Canadian 
cities with a relatively high concentration of heroin use. 


British Columbia 


Probation, accompanied by urinalysis to monitor illicit drug use or metha- 
done maintenance, has been experimented with to some extent in Vancouver 
in cooperation with the Narcotic Addiction Foundation. Impressions of the 
results have varied considerably. 


In a submission to the Commission in April 1971, Mrs. Miriam Bent, 
Senior Probation Officer in Vancouver, spoke very favourably of the use of 
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probation to encourage opiate-dependent offenders to accept treatment.® 
She described the change in thinking in the late 1960s which influenced certain 
judges to try probation with treatment conditions as an alternative to a sen- 
tence to penitentiary so that the offender could be placed in the Matsqui 
Institution. (See Appendix I.) In many cases young offenders had been given 
sentences of two years or more so that they could be placed in Matsqui. 
Judges in Vancouver were pursuaded to consider the alternative of making 
use, on probation, of the local treatment facilities of the Narcotic Addiction 
Foundation. 


Mrs. Bent pointed out that the Foundation was at first reluctant to be 
involved in a cooperative relationship with law enforcement for two reasons: 
they feared that voluntary patients might cease to come to them if they were 
known to be cooperating with law enforcement agencies, and, secondly, as a 
treatment facility, they did not like the idea of having to play a role in the 
enforcement of the conditions of probation that might lead to criminal law 
sanctions against patients. 


The experiment consisted of placing certain offenders on probation on 
condition that they would report to the Foundation for urinalysis or accept 
treatment in the form of methadone maintenance. Mrs. Bent gave her impres- 
sion of the success of the experiment as follows: 


.,. Apparently the “success rate’ (remaining heroin-free) has been better 
with those individuals who are under Court order than the general population 
attending the Narcotic Foundation. 


The reasons for greater success amongst individuals attending the Foun- 
dation as a result of a Court directive appear to this writer as follows: 
Without any doubt the threat of Court action (incarceration) plays a role 
in the person’s initial adherence to the treatment program. Second, the fact 
that there is a concerned but authoritarian individual counselling the person 
(in this case a probation officer) seems to be valuable. The Narcotic Founda- 
tion has its counsellors, and these counsellors seem to be quite well accepted 
by the persons attending the Foundation, but the counsellors tend to be more 
lenient and less demanding of absolute adherence to the program than do 
the probation officers. The outcome of this type of controlled attendance at 
the Narcotic Foundation seems to either be immediate failure by the indi- 
vidual or success that is initially demanded from external bodies (Court, 
probation officer, Narcotic Foundation) but later internalized as the indi- 
vidual sees himself succeeding in the program plus having positive results in 
other aspects of his life (employment, marital situation, etc.).° 


Mrs. Bent estimated that the program was successful “with easily 80% 
of the individuals tried on it”. 


The manner in which offenders were referred to treatment was as follows. 
If the accused was before the court on a charge involving heroin, or if the 
judge learned that the accused was a heroin dependent, he would often 
advise the accused that he or she should go to the Narcotic Addiction Foun- 
dation immediately and refer the case to the Probation Service for a pre- 
sentence report. In other cases probation officers would often suggest to the 
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accused that it would be to his advantage to go to the Foundation, become 
admitted to their program, and show the court he was serious in his intention 
to come to grips with his heroin dependence by becoming heroin-free before 
his next court appearance. During the remand for pre-sentence report the 
accused would be able to show some attempt at rehabilitation. If some 
progress were indicated the courts would often adjourn the case for three 
or four weeks to allow the accused to show a positive pattern of compliance 
with the program. If the offender was able to become heroin-free during this 
remand, most courts would suspend sentence and place the accused on proba- 
tion.t° The probation order usually contained the condition: “Submit to urin- 
alysis at such times as required by your probation officer, a positive test to 
constitute a violation of the probation order.” 


The Commission made a study of the records of 75 heroin users placed 
on probation and referred to the Narcotic Addiction Foundation in this man- 
ner in Vancouver between September 4, 1968 and July 15, 1971.1! Of the 
total of 75, 23 had probation orders for a term of one year or less; 31 had 
orders for two years, and 21 had orders for three years. 


Conditions for termination of probation were as follows: commission of a 
new offence; numerous positive urinalyses (showing illicit drug use); and 
breach of one of the other conditions of the probation order. For probationers 
whose probation was terminated because of “numerous positive urinalyses” 
the mean number of positive urinalyses for the males was 4.73 and for the 
females 5.06. As of August 1971, four of the 75 probationers had success- 
fully completed their probation period. Probation had been terminated for 11 
of the probationers because they had committed a new offence. On three occa- 
sions probation had been terminated because the probationer had breached 
one of the other conditions of probation. On six occasions probation had been 
terminated solely on the basis of the probationer showing numerous positive 
urinalysis results. Finally, in six cases probation was terminated because the 
probationer had shown numerous positive urinalyses as well as violating 
one of the other conditions of probation. 


The Commission’s research staff drew the following conclusions from this 
study: 


1. We cannot conclude without further study that certain types of addicts 
are better disposed to the program or that they should be selected on 
the basis of certain criteria. We can say, however, that probationers who 
can be classified as “skilled” have a better chance for success with 
methadone treatment than those probationers who are “unskilled’’. 


2. It appears from our data that a probation order for a two-year period is 
the optimum duration for success on the program. The nature of the 
analysis and the type of data that was made available to us does not 
allow us to state why this should be the case but the author believes that 
this phenomenon is due, to a large extent, to the interaction that occurs 
between the probationer, the probaticn officers, and the NAF counsellors. 


3. What we can say in terms of overall success of the program is that 51, 
or 68%, of the addicts are responding successfully and are either con- 
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tinuing in the program or have successfully completed their probation 
period. From our data it appears that the “rate of success” is slightly 
lower than the estimated rate of success as reported by Mrs. Bent of the 
Vancouver Probation Service. A very significant proportion of the proba- 
tioners have remained out of jail, and have remained off heroin. 


4. It is important to note that both the probation officers of the Vancouver 
Probation Service and the judges of the Vancouver Provincial Court 
recognize the futility of incarcerating most heroin offenders. In order to 
give the methadone program a fair chance the courts have tolerated a 
substantial amount of “backsliding”’, allowing the probation officer a 
degree of discretion in not reporting every positive urinalysis test if other 
social indicators are satisfactory. In general they believe that the inno- 
vative methadone program for heroin users is a successful, if not superior, 
alternative to incarceration which merely involves the user in the classical 
“revolving door” situation. The results of our analysis tend to support 
this view.” 


Two observations are pertinent here: while 68% of the probationers 
are said to have been successful, only four of the 75 had successfully com- 
pleted their probation period; secondly, the success was a reflection in some 
measure of what Mrs. Bent referred to as a policy of “minimal leniency” 
towards abstinence as verified by urinalysis. Despite the stipulation in pro- 
bation orders that one positive test shall constitute a violation, the records of 
probationers whose probation was terminated because of “numerous positive 
urinalyses” show a mean of about five positive urinalyses. Thus the view 
which one takes of the relative success of the program depends upon how 
strictly one feels the conditions of probation should be enforced. 


Other probation officers have expressed a less favourable view of the 
experience with probationers on treatment at the Foundation. Mr. Larry 
Hoff, Senior Probation Officer in Vancouver, has expressed the opinion, on 
the basis of routine analyses of weekly urinalysis reports from the Founda- 
tion, that an almost constant 70% ‘“‘do not respond” to the treatment pro- 
gram at the Foundation. He further expressed the opinion that in the long 
run an even greater percentage would relapse to heroin use or be apprehend- 
ed for a subsequent offence. He estimated that at the very best the success 
rate of probationer addicts would not exceed seven or eight per cent.18 


It is clear that the correctional officers take a stricter view of positive 
urinalysis (at least as a measure of failure) than treatment personnel, al- 
though they are also obliged to show some leniency and flexibility in using 
it as a ground for termination of probation or parole. In the study made for 
the Commission of 75 probationers on methadone maintenance, success was 
determined by continuation in the treatment program and not by the actual 
degree of lapse which might justify termination of treatment or probation. It 
would appear that Mr. Hoff is talking about the percentage who comply 
strictly with a probation condition that makes one positive urinalysis a 
ground for termination. 
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The criteria of success applied by the Probation Service in British 
Columbia to heroin dependents on probation have been described as follows: 
“abstention from the use of heroin and any other illegal drug; curtailing of 
all criminal activity and undesirable associations; favourable progress towards 
becoming a productive member of society including such areas of responsibility 
as employment, family, and constructive leasure time activities; and general 
attitude conducive to rehabilitating oneself, and towards attaining adequate 
feelings of self-esteem.”** 


Probationers who “fail to respond to treatment” and who are dropped 
from the Foundation’s treatment program will be returned to court on a 
breach of probation if the conditions of the probation order permit and the 
necessary proof of a violation can be made, or they will be given a negative 
rating on the probation records and a reduced priority in the probation of- 
ficer’s caseload (referred to as “deadwood”’), with the consequence that if 
their probation terminates and they appear in court again on another charge 
the probation officer will give a negative report on them. The likelihood in 
such cases is that they will be sentenced to a term of imprisonment. 


The policy of placing probationers on urinalysis or methadone main- 
tenance at the Foundation has been a source of some dissatisfaction to both 
the correctional and treatment personnel. The Foundation is prepared to 
take on all probationers for urinalysis to monitor illicit drug use, but it 
chooses to be completely independent in the selection of persons for meth- 
adone maintenance. It does not wish to be obliged by a court decision to 
accept a person whom it considers unsuitable for methadone maintenance. 
On the other hand, probation officers who feel obliged to take a reasonably 
strict view of a violation of the conditions of probation are concerned not 
only by the extent of illicit drug use shown by the weekly reports of uri- 
nalysis from the Foundation but also by the unwillingness of the Foundation 
staff to testify in court to support the weekly report of urinalysis as a ground 
for termination of probation. 


The point of view of a treatment professional is expressed in the follow- 
ing statement to the Commission: 


The parole services and the probation services are law enforcement agen- 
cies. We are not. This distinction has to be very clearly understood. We ought 
not to try any kind of law enforcement with the patient in treatment, even 
though he is a probationer. 

A clinical therapist would find himself in conflicting roles if he had the 
power to return a person to prison at the same time as actually trying to 
keep him out....A patient-therapist relationship could go on for years 
given such conflicting roles without any success. 

Even though the courts, or probation services or parole services assign, 
or make a condition of release that a person attend the Foundation treatment 
centre, we are under no obligation whatsoever to accept the patient.” 


As of October 31, 1972 the Vancouver office of the British Columbia 
Corrections Service was aware of 194 cases of heroin dependence and an 
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estimated 50 non-dependent experimenters with heroin among its total case- 
load of 973 probationers. Of the total number of heroin users on probation 
in Vancouver, 24 were attending the Narcotic Addiction Foundation for 
methadone maintenance therapy. (Of these, 13 were judged by the Probation 
Service, on the basis of a weekly urinalysis report, to be responding favour- 
ably, and 11 to be not responding favourably—that is, an apparent success 
rate of 54%.) Of a total of 6,129 persons on probation in British Columbia 
on October 31, 1972, an estimated 325 were dependent heroin users and an 
estimated 100 were non-dependent experimenters with heroin.1¢ 


There has been a steady decrease over the last two years in the number 
of probationers in Vancouver attending the Narcotic Addiction Foundation 
for methadone treatment. During 1971 an average of 45 probationers at- 
tended the Foundation each day. That average dropped to 35 during the 
first half of 1972. Between June 1, and October 31, 1972, a total of 54 
probationers attended the Foundation, with an average daily attendance of 
28. Considered over the full five-month period, 13 of these were judged by 
the Probation Service, on the basis of weekly urinalysis reports, to have re- 
sponded favourably and 41 to have responded unfavourably to methadone 
treatment—an apparent success rate of 24%.1® During the last three months 
of 1972 the average daily attendance of probationers at the Foundation was 
reduced by the Probation Service to 23. 


The conclusion that we draw from our discussions concerning this 
reduction is that the Probation Service would rather have a heroin-dependent 
probationer on their rolls without methadone maintenance than continuing 
with a poor record of urinalysis on the rolls of the Foundation. Repeated 
evidence of illicit drug use in weekly urinalysis reports is an embarrassment 
to the Probation Service because it invites some action, particularly in view 
of the condition in probation orders stipulating that a positive urinalysis 
shall constitute a violation of probation. Probation officers also feel that 
they have less control over probationers when they come under the jurisdic- 
tion of treatment facilities. 


In an attempt to resolve this conflict, the Probation Service has recent- 
ly persuaded a number of courts in Vancouver to require, as a condition of 
probation, that a probationer surrender himself to the custody of any police 
officer who has reasonable and probable grounds to believe that he is en- 
gaging in illicit drug use contrary to the conditions of the order and to sub- 
mit to urinalysis testing by the police department. The Probation Service 
must be notified by the police of a positive analysis. A specimen of a pro- 
bation order containing this condition, as well as the instructions to the Van- 
couver City Police appear on pages 1026 and 1027, respectively. This 
procedure gives the Probation Service a means of monitoring and enforcing 
compliance with a probation order by urinalysis, the validation of which, for 
the purpose of enforcement of the condition by the Court, is not dependent 
on treatment personnel. 
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Special conditions of probation for persons convicted of simple posses- 
sion of heroin and placed on probation in Vancouver during 1971 and 1972. 
The British Columbia Corrections Service provided the Commission with the 
precise wording of special conditions of probation for 76 persons convicted 
of simple possession of heroin and placed on probation in Vancouver during 
1971 and 1972. A tabular analysis of these special conditions is presented 
in Annex 3 on page 1028. These 76 probation cases were selected at random 
from probation officers’ files in Vancouver and are considered to be a re- 
presentative sample. 


Forty of these 76 probation orders contained a condition with respect 
to treatment for drug dependence. In 18 (24%) of these cases, the court 
required the probationers to participate in, and cooperate with, a specific 
treatment program; in the remaining 22 cases, the degree of the probationer’s 
participation in a treatment program was left to the discretion of a Probation 
Officer. In no case was a probationer required by the courts to participate in 
a methadone maintenance program, per se. This may reflect an assumption 
on the part of the courts that probationers required to attend the Narcotic 
Addiction Foundation would be engaged in methadone maintenance therapy; 
it may reflect the courts’ deferral of judgment as to the suitability of individual 
probationers for methadone maintenance therapy to medical practitioners; 
or it may reflect doubt by the courts as to their authority to require as a 
condition of probation that an individual cooperate in a treatment regime 
involving dependence on an opiate narcotic. 


The most common conditions in these 76 probation orders were those 
requiring probationers to submit to urinalysis testing as directed by their 
probation officers (42 or 55.7%) and those forbidding probationers from 
associating with known drug users and sellers (34 or 44.8% ). These condi- 
tions clearly reflect the courts’ desire to control illicit drug use and possible 
criminal associations among probationed heroin users. 


Alberta 


In Edmonton the courts have not to date required as a condition of 
probation that a probationer known or suspected of using heroin submit to 
urinalysis testing, nor have they required as a condition of probation that a 
person enter a methadone maintenance program. 


In the fall of 1972 there was no special policy in the Edmonton Proba- 

tion Office for the control and treatment of heroin users on probation. A 

request had been made, however, for additional staff to constitute a special 

drug unit that could give closer attention to this problem. Mr. G. D. Fralick, 

the Chief Probation Officer in Edmonton, had diagnosed the need in the 
following terms: 

The drug problem offers no easy solution. Generally speaking, people 


addicted to heroin require a great deal of time and expertise to plan and 
assist in the treatment program. It becomes obvious that if the Courts con- 
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tinue to place drug offenders under our supervision, we must become either 
directly or indirectly involved in a treatment program.... 


...I feel that drug offenders can be very time consuming and if we are 
to become involved in intensive counselling, it becomes apparent that we 
must reduce our caseloads and to achieve this it is essential that we increase 
our staff. 


...I would hope that people assigned to the drug unit, so-called, would 
become specialists within their field and that we would be in a position to 
provide them with adequate training.” 


An increase in staff was granted, and it was contemplated that there would 
be consultations with the courts to determine on an effective policy for the 
use of probation in conjunction with local treatment services. 


At the end of October 1972 the probation office in Edmonton informed 
the Commission that of a total caseload of about 1,550 probationers con- 
victed of all types of offences, the estimated opiate narcotic involvement was 
as follows: on methadone maintenance—19; using heroin presently—45; past 
users of heroin—64; suspected users of heroin—35. It was also noted that 
of the total number of pre-sentence reports requested by the courts in Ed- 
monton, the proportion of those involving drug-related offences had steadily 
increased as reflected in the following percentages for a four-month period in 
1972: July—11.5%; August—13.1%; September—27.5%; October— 
BS ee 


Judged in terms of completion of probation without the intervention of 
a sentence for violation, the probation program in Alberta appears to be a 
successful one. As of December 31, 1972 there was a total of 4,049 adult 
probationers under active supervision in Alberta. During 1972, a total of only 
181 reported violations of probation were acted upon by the courts.1® For 
the reasons indicated above, we do not have a basis for estimating the rate of 
success with heroin dependents on probation in Edmonton; however, based 
on the results in other provinces, it is felt that the success with opiate depend- 
ents on probation in Edmonton would be much less than the success of the 
overall probation program in the Province. 


A probation officer in Edmonton estimated that 60-80% of officers’ 
time is spent in the preparation of reports, with insufficient time left for in- 
novation and effective casework, including adequate follow-up of probationers 
in the community. 


Manitoba 


In October 1972 the Assistant Director of Probation Services, Depart- 
ment of Health and Social Development, Manitoba, reported that of a total 
caseload of 1,250 adult and juvenile probationers in Winnipeg, only six ad- 
mitted to regular heroin use, and only twelve to occasional use. Because 
of the reluctance on the part of some probationers to admit to drug use, he 
believed that the actual number of users on probation is probably considerably 
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higher. It is not the practice of the Manitoba Probation Service to monitor 
suspected drug users by urinalysis. Of the six who admitted to regular use, 
two were in a federal institution, two were on a regular methadone program, 
and two were on a somewhat irregular methadone program.”° 


Ontario 


At the end of October 1972, the Probation and Aftercare Service of 
Ontario was aware of 24 regular heroin users and 42 occasional heroin 
users among its total active caseload of 3,778 probationers in Metropolitan 
Toronto. Seventeen of the regular users were in a methadone maintenance 
program, 16 of them at the Addiction Research Foundation of Ontario. 
Three probationers attended the Foundation for urinalysis at the direction of 
a probation officer. 


The Director of the Narcotic Dependence Program, Clinical Institute, 
Addiction Research Foundation, estimated that in the past three years there 
had been approximately 12 to 15 opiate dependents referred to the Foun- 
dation by courts in the Toronto area. The probation order in these cases 
usually requires that the person “attend the Addiction Research Foundation 
and cooperate with its program”’. 


The Foundation does not routinely report the results of urinalysis to 
probation officers in Toronto. They do, however, cooperate with the proba- 
tion office and the courts on behalf of persons whom they feel have benefit- 
ted or would benefit from methadone maintenance. They will use urinalysis 
reports on behalf of dependents in court. The Director could not recall any 
court referrals to the Foundation for urinalysis alone. 


The courts in Metropolitan Toronto do not request a pre-sentence 
report on as many as 50% of the individuals placed on probation. The vast 
majority of probationers are ordered to report to their probation officer only 
once a month, so that a probationer could be using heroin for long periods 
without detection. The probation service doubted that they knew anything 
like the full number of opiate dependents or occasional users on their rolls 
in Toronto. 


If heroin use is definitely established in the course of a pre-sentence in- 
vestigation, a probation officer will bring it to the attention of the court. How 
the court will respond will depend on the attitude of the particular judge. 
There is no unanimity among the judges as to how to deal with heroin use. 
Because heroin use necessarily involves the criminal conduct of simple pos- 
session, judges are sometimes reluctant to make a finding of such use or 
dependence without very clear evidence. 


Probation officers in the Toronto area expressed the opinion that most 
of the police and the courts are not treatment oriented. To their knowledge 
there had never been a probation order containing a condition that the pro- 
bationer submit to daily urinalysis. They would not recommend to the courts 
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a condition of attendance at the Addiction Research Foundation in the ab- 
sence of an agreement by physicians at the Foundation to accept the in- 
dividual for treatment. To date, however, there has not been consultation at 
the official level between the Probation Service and treatment officials to 
determine the kind of cooperation that can be developed. The Probation 
Service was able to provide little information on the results with heroin 
dependents on probation because they have not had specialized caseloads 
for dealing with such offenders. 


Probation officers in Toronto said that they lacked the funds and the 
staff for a proper use of probation in conjunction with treatment services to 
deal more effectively with heroin dependence among probationers. They 
expressed a need for a more intensive diagnosis of individuals at the court 
level. Pointing out that the Probation Service is not involved until a person 
has come into contact with the law, and that probation officers ordinarily 
have two weeks, at most a month, to prepare a pre-sentence report, they 
felt that if heroin dependence were disclosed during the pre-sentence inves- 
tigation, ideally that would be the time for bringing the offender into con- 
tact with treatment facilities for medical diagnosis. This would require close 
consultation and collaboration between the court, the Probation Service and 
the treatment professionals. The pre-sentence report would contain not only 
the social and criminal background of the individual but, where indicated, a 
medical diagnosis as well, answering such questions as “Should the offender 
be hospitalized? Should he be placed on methadone maintenance?” 


The terms of the probation order determine the kind of behaviour that 
can be invoked as a violation of probation. Most offenders who are returned 
to court for a breach have failed to report to their probation officer as 
required or have been convicted of another offence. Other grounds are seldom 
invoked. The probation officers stress that unlike the case of parole, in 
which suspension or revocation is determined by the National Parole Board 
without appeal to the courts, a violation of probation must be brought before 
a court as a formal charge to which the probationer may plead not guilty 
and submit a defense. As probation officers put it, the procedure is more 
“legalistic” than it is in the case of parole and requires more care in the 
choice of grounds and the submission of proof. Of a total of 29,211 pro- 
bationers under supervision in Ontario during 1971, 2,920 (10%) were 
reported for a violation of probation. An undetermined proportion of these, 
believed to be comparatively small, were permitted to conclude their proba- 
tion without sentence. 


Special conditions of probation for persons convicted of simple posses- 
sion of heroin and placed on probation in Toronto during 1971 and 1972. 
The Ontario Ministry of Correctional Services provided the Commission 
with the precise wording of special conditions of probation for 38 persons 
convicted of simple possession of heroin and placed on probation in Toronto 
during 1971 and 1972. A tabular presentation of these special conditions 
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is contained in Annex 3 on page 1028. These 38 probation cases, selected 
at random from the files of the Probation Service in Metropolitan Toronto, are 
considered to be a representative sample. 


Twenty-eight of the 38 probation orders contained a condition with 
respect to treatment for drug dependence. In only seven of these orders, 
however, did the court require attendance at, and cooperation with, a specific 
treatment program. In 15 of these cases the degree of participation in a treat- 
ment program (and in 11 of these, the program itself) was left to the discre- 
tion of the probation officer; and in the remaining six cases, neither the treat- 
ment program itself nor the expected degree of participation on the part of 
the probationer was specified by the court. 


In sharp contrast to judicial practice in Vancouver, British Columbia, 
none of these probation orders contained a condition requiring submission 
to urinalysis testing for illicit drug use. 


Quebec 


In November 1972, of a total of approximately 700 probationers under 
supervision of the Adult Probation Service in Montreal, three were known to 
be using heroin regularly. One of these was attending a treatment clinic once 
or twice a month. Probationers were not required by the courts or the 
Probation Service to submit to urinalysis testing. 


It is estimated that less than 50 per cent of persons placed on probation 
have been investigated by the Probation Office in Montreal prior to sentence. 
At least 80 per cent of the probationers in Montreal are required to report 
once a month. The remainder report more or less often.” 


Nova Scotia 


In January 1973 the Adult Probation Service in Halifax informed the 
Commission that of a total caseload of approximately 500 probationers, 
three were known to have used heroin in the past but were not, to their 
knowledge, using at that time. The Probation Service could recall only one 
person being placed on probation following conviction for simple possession 
of heroin; and although there were no special conditions in his Probation 
Order, the Court instructed him to take treatment at the Nova Scotia 
Hospital.”8 


The present policy of the Adult Probation Service with respect to 
probationers who have drug-related problems (including drug dependence) 
is to refer them to the Nova Scotia Commission on Drug Dependency. In 
certain cases, a “case conference” will be held to develop a suitable program 
of treatment for probationers having a drug-related problem. A case con- 
ference will involve a representative of the Commission on Drug Dependency 
and an officer in the Adult Probation Service, and could also involve a 
psychiatrist, a family doctor, a member of the police force or a social worker. 
The first conference of this kind was held in Halifax on January 26, 1973.* 
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ANNEX 1 


Specimen Probation Order 
Form 44(b) Information No. 
PROVINCIAL COURT OF BRITISH COLUMBIA 
PROBATION ORDER 
CANADA 


PROVINCE OF BRITISH COLUMBIA 
CITY OF VANCOUVER 


WHEREAS on the day of A.D., 19 , at the City 
of Vancouver, 


hereinafter called the “accused” (pleaded guilty to the charge that) 


at the City of Vancouver on the day of March, A.D., 19 , did unlawfully 
possess a narcotic, to wit, Diacetylmorphine (Heroin), CONTRARY TO THE PRO- 
VISIONS OF THE NARCOTIC CONTROL ACT 


contrary to the form of the Statute in such case made and provided: 


AND WHEREAS on the day of A.D., 19 , the court adjudged 
that the passing of sentence upon the accused be suspended and that the said accused 


be released upon the conditions hereinafter prescribed: 


NOW therefore the said accused shall, for the period of ........................ from the 
date of this order, comply with the following conditions, namely; THAT the said 
accused shall keep the peace and be of good behaviour and appear before the court 
when required to do so by the court, and in addition, 


1. Report in person to the probation office at least one a month or in such manner 
as directed by his probation officer. 

2. Notify his probation officer within 24 hours of any change in address or em- 
ployment. 

3. Make reasonable efforts to find and maintain employment or attend a bona fide 
educational or vocational training program. 


4. Attend the Narcotic Addiction Foundation and co-operate with the program. 
5. Obey the reasonable and proper orders of probation officer. 


6. The probationer will surrender himself into the custody of any peace officer 
who has reasonable and probable grounds to believe that he is on drugs and 
submit a sample of his urine on demand. 


7. You do not use any drugs other than those prescribed by a doctor. 
DATED this day of A.D., 19 , at the City of Vancouver. 


I hereby acknowledge that the above- 
mentioned order has been read over 
to me and I understand the terms 
and conditions and I have received 
a copy of the above-mentioned order. 
I have been informed of the provi- 
sions of subsection 4 of section 664 
and the provisions of section 666 of 
the Criminal Code. 


COCR re ceeeeesrcereseseeeeereseserecereedenrancerceseesesesece 


Pee eee eee ee ee ee es 


A Justice of the Peace in and 
for the Province of British 
Columbia 

His sHonoun Judger. hk...) dal eli edesn, ely tetova 


Source: British Columbia Corrections Service. 
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ANNEX 2 


VANCOUVER CITY POLICE INSTRUCTIONS 
REGARDING URINALYSIS TESTING OF PROBATIONED HEROIN USERS 


CONDITIONS OF PROBATION INVOLVING URINALYSIS 


Recently the courts have imposed conditions of probation in probation orders that 
pertain to drug users where urine samples are required as proof of abstinence from the 
use of heroin. 


The order directs that, “The probationer will surrender himself into the custody of any 
peace officer who has reasonable and probable grounds to believe that he is on drugs 
and submit a sample of his urine on demand.” 


Discretion must be used when enforcing such an order; reasonable and probable grounds 
would probably involve—immediate needle marks, being on the nod, or habitually in 
the company of addicts. 


Should a probationer qualify for the test, the following procedure will apply: 

1. Escort to the Detention Annex area. 

2. Obtain sterile container from Matron’s office (4th floor). 

3. Secure exhibit and release probationer. 

4. Deposit exhibit and copy of report in Analyst’s Locker in Report Centre. 

5. Direct a report to Analyst advising that exhibit was deposited. 
The reporting member will be notified by the City Analyst of the result. In all cases of 
positive results, the member must notify the Provincial Probation Office, 193 E. Hastings 


Street, 683-6955, between 09:00 and 17:00 hrs. A copy of the Analyst’s report plus 
member’s original report to be forwarded to Probation officer. 


Failure of a Probationer to Comply: Release him and submit report to probation officer. 





Source: British Columbia Corrections Service. 
Note: The probation officer deals with any breach of the order. 
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ANNEX 3 


TABLE J.1 


SPECIAL CONDITIONS OF PROBATION FOR PERSONS CONVICTED OF SIMPLE POSSESSION OF 
HEROIN AND PLACED ON PROBATION IN VANCOUVER AND TORONTO DuRING 1971 AND 1972 





Vancouver Toronto 
Total—76 Total—38 
Special Conditions No. or No. oie 


Attend the Narcotic Addiction Foundation (Van- 
couver) or the Addiction Research Foundation 
(Toronto) and cooperate with the program............ 14 18.4 7 18.4 


Submit to urinalysis testing as directed by Proba- 
tion Officer; a positive test constitutes a violation 


OL Probation Cele ..ccccsicses.chavcene debi ale 42 > ee | 0 0 
Do not associate with drug users or sellers............ 34 44.8 12 31.6 


Restricted from being in a specific geographical 
area. of the cityiidas...cosusie- tis eee ee 6 7.9 0 0 


Attend the Narcotic Addiction Foundation (Van- 
couver) or the Addition Research Foundation 
(Toronto) as directed by your Probation Officer.... 18 Chet | 3 7.9 


Do not use illegal (narcotic, restricted or control- 
led) drugs without a prescription...........0...000ccce. 14 18.4 14 36.8 


Take psychiatric therapy as directed by your Pro- 


bation: OMcer. 2a, See. cee eee 4 Seo 4 10.5 
Reside at X-Kalay or other therapeutic community 

and obey its rules and regulations. ..........0...00..0.000... 1 1.3 0 0 
Take treatment from a named physician................ Z 2.6 0 0 
Reside at the Elizabeth Fry Society.............0..000.... 1 be 0 0 


The probationer will surrender himself into the 
custody of any peace officer who has reasonable 
and probable grounds to believe that he is on drugs 
and submit a sample of his urine on demand........ 1 bra 0 0 


Attend psychiatric hospital for addiction................ 0 0 1 2.6 
Keep in contact with Salvation Army.................... 0 0 1 2.6 
Attend ‘‘Narcanon’”’ and any further treatment as 


directed by Probation’ Officers)... cei ae 0 0 1 2.6 
Involve yourself in Narcotic Rehabilitation Pro- 
gram as approved by Probation Officer.................. 0 0 7 18.4 
Attend clinic for drug addiction...........0000.0ccee 0 0 1 ZO 
Attend as an outpatient a clinic for treatment of 
driig addiction 06.1. a aan ee 0 0 1 2.6 
Attend drug ‘addiction tentfe2. ies. itd. 0 0 1 2.6 
Continue medical treatment in relation to his drug 
problem. ...0 21S oy. ces 3 eee ane ee 0 0 1 2:6 
Attend as an outpatient at a clinic for the reclama- 
tion ‘of drug addicts..; 225. deess ae i 0 0 1 Pe & 
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NOTES 


Criminal Code, section 662 and following. 
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Parole of Heroin Dependents in Canada 


THE MEANING OF “PAROLE” 


As defined in the Parole Act of Canada, “parole” means the authority 
granted to an inmate to be at large during his or her term of imprisonment. 
The Government of Canada has vested the power to grant this authority in a 
National Parole Board? as well as a provincial parole board in Ontario and 
British Columbia.’ 


Parole is understood to have two fundamental purposes, described by 
the National Parole Board as follows: : 


The dual purpose of parole is the reformation and rehabilitation of the inmate, 
and the protection of society. 


Offenders who have made good use of their time in custody and who have 
shown a desire to lead a law abiding life in the future are given the oppor- 
tunity of living in their community, under supervision. 

This supervision and counselling assists them in becoming useful, law-abiding 
citizens while at the same time ensuring they do not misbehave or return 
to crime.* 


JURISDICTION WITH RESPECT TO PAROLE 


The National Parole Board, a nine-member administrative body, makes 
decisions regarding the parole of all adult offenders who have been sentenced 
to a definite term of imprisonment for offences under federal law, whether the 
offender is imprisoned in a federal penitentiary or a provincial penal institu- 
tion. The provincial parole boards in Ontario and British Columbia make 
decisions concerning the parole of offenders who have been sentenced to an 
indeterminate period of imprisonment as provided for in the Prisons and 
Reformatories Act.® 


National Parole Board decisions are ordinarily taken by two-member 
panels sitting at the correctional institutions throughout the country. The 
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decisions of the Board, and of persons designated by it to act on its behalf in 
certain matters, are not subject to appeal, either to administrative authority 
or to the courts. The Board is presumably subject, however, like other fed- 
eral administrative bodies, to judicial review to assure that it does not exceed 
its jurisdiction or act irregularly. 


The balance of this appendix deals only with persons subject to the 
authority of the National Parole Board. 


ELIGIBILITY FOR PAROLE 


Under the federal Parole Regulations, the following are the minimum 
terms which inmates must serve before they can be eligible for parole by 
the National Parole Board: on a sentence of less than two years (which 
must be served in a provincial institution )—one-third of the sentence; on a 
sentence of two years or more (all sentences of two years or more must be 
served in a federal penitentiary) but less than three years—nine months; on 
a sentence of three years or more—one-third of the sentence or four years, 
whichever comes first (although it has recently been proposed that the Parole 
Regulations be amended so that the term to be served in this case would be 
one-third of the sentence or seven years, whichever is the lesser); on a life 
sentence—seven years, except on a life sentence for non-capital murder or a 
commuted death sentence, in which case the minimum to be served before 
being considered for parole is ten years less time spent in custody before the 
term of imprisonment. In the latter cases parole must be approved by the 
Governor in Council—in other words, the federal cabinet. The National 
Parole Board may, under exceptional circumstances, grant parole before the 
expiry of these minimum terms. The case of an inmate who is serving a 
sentence of two years or more is automatically reviewed within six months 
of his admission to an institution, and a date for his parole eligibility is set. 
Unless the National Parole Board is informed in writing that an inmate does 
not wish to be paroled, his case is automatically reviewed every two years 
until parole is granted or his sentence is terminated. 


THE EFFECT OF PAROLE 


Release from custody on parole does not shorten an inmate’s sentence; 
it is meant to shorten the period of imprisonment which he would otherwise 
have to serve. The National Parole Board does have the power to discharge 
an offender before the expiration of his sentence, but this power is seldom 
exercised, and then usually only in the case of very long sentences. As a 
general rule, parole lasts, in the form of supervision in the community, for 
the full unexpired portion of the sentence (unless, of course, there is prior 
parole suspension, forfeiture or revocation—described in detail in the 
following section), including the period of remission, statutory or earned, 
with which the inmate was credited while in prison. Formerly an inmate 


1032 


Parole of Heroin Dependents in Canada 


who was not paroled would have his sentence reduced by the period of 
Statutory and earned remission, and this sometimes led inmates to decline 
the opportunity for parole. However, there is now a period of mandatory 
supervision in the community following release for prisoners who have not 
been paroled but have at least sixty days of statutory and earned remission 
to their credit at the time of release. The, period of mandatory supervision 
is for the length of such remission.” | 


PAROLE SUSPENSION, REVOCATION AND FORFEITURE 


Any member of the National Parole Board or any person designated by 
it may suspend any parole and authorize the apprehension of a paroled 
inmate, 


... whenever he is satisfied that the arrest of the inmate is necessary or de- 
sirable in order to prevent a breach of any term or condition of the parole or 
for the rehabilitation of the inmate or the protection of society.® 


In practice, the District Representatives and their Assistants in the National 
Parole Service have been designated to suspend parole and authorize the 
apprehension of a paroled inmate. The paroled inmate must be brought, 
as soon as is conveniently possible, before a magistrate who must remand 
him in custody until the suspension of his parole is cancelled or his parole 
is revoked or forfeited. Within 14 days of such remand the person who 
ordered the suspension, or some other person designated by the Board for 
that purpose, must review the order and either cancel the Suspension or 
refer the case to the Board. Upon such referral, the Board reviews the case, 
and after such investigation as it considers necessary, either cancels the 
suspension or revokes the parole. An inmate who is in custody as a result of 
parole suspension is deemed to be serving his or her sentence. 


The National Parole Board has absolute discretion to assign “any 
terms or conditions it considers desirable” to a grant of parole and to 
revoke a person’s parole and require his reincarceration on its determination 
that it is “necessary or desirable in order to prevent a breach of any term or 
condition of the parole, or for the rehabilitation of the inmate or the protec- 
tion of society.’”® 


Parole is automatically forfeited when a paroled inmate is convicted 
of an indictable offence which was committed after the grant of parole and 
which is punishable by imprisonment for two years or more. If the paroled 
inmate is sentenced for this new offence, he will be sentenced to a term to be 
served in addition to the unexpired portion of his original sentence; the 
courts have no discretion to require that these terms be served concurrently.1° 
By virtue of a policy adopted by the National Parole Board in the fall of 
1970, a paroled inmate whose parole is forfeited is now eligible for “re- 
parole”’.11 
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The effect of recommitment resulting from revocation or forfeiture of 
parole is that the period spent on parole does not count towards the paroled 
inmate’s sentence; he must serve in custody the entire portion of his sentence 
that was unexpired at the time he was granted parole (assuming that re- 
parole is not granted in the case of parole forfeiture), including any period 
of statutory or earned remission which stood to his credit.1” The parolee whose 
parole is revoked or forfeited may spend a longer period in prison than he 
would have spent had he not been paroled.4? For example: an offender 
who is given a three-year sentence, is paroled after serving one year in 
custody, and is recommited for revocation or forfeiture one year after his 
release on parole, will be returned to prison to serve the full two years of 
his original sentence that remained unexpired at the time his parole was 
granted. His statutory and earned remission for this two-year “remanent” 
sentence will be calculated from the time of his recommitment. Assuming 
that he was entitled to the maximum statutory and earned remission during 
this remanent sentence (approximately one-third of the sentence, or eight 
months in this example), he would be released after serving an additiona’ one 
year and four months in confinement. Thus, as a result of his loss of parole 
he would have served a total of two years and four months in confinement, 
comprised of the one year prior to the grant of parole and the one year and 
four months following revocation or forfeiture of parole. Had the same 
offender not been paroled and had he been entitled to the maximum statutory 
and earned remission he would have been released upon maximum expiration 
of this three-year sentence after serving only two years in confinement. (With 
the institution of mandatory supervision, however, the offender who was not 
paroled in this example would today be subject to the authority of the 
National Parole Board for the one-year period of his earned and statutory 
remission. During the period of mandatory supervision he would be subject 
to suspension, revocation and forfeiture as though he had been granted parole 
by the National Parole Board, regardless of whether or not he had applied 
for parole prior to his release from custody.**) 


The impact of parole revocation and forfeiture on the overall amount of 
imprisonment of persons who have lost their parole in these ways is not 
known. One of the questions in this regard is the extent to which the parole 
of inmates, in view of the effect of parole revocation and forfeiture, actually 
reduces the amount of time they will spend in prison below that contemplated 
in their original sentence. A researcher at the University of Toronto Centre 
of Criminology determined from his study of 399 penitentiary parole appli- 
cants in whose cases the Parole Board took a final decision during the period 
1962-1964 that there was a net reduction of 10% (or 36 days a year per 
inmate) of the time that would have been spent in prison had parole not 
been granted.15 We are not aware of a more recent study of this kind in 
Canada. 
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The additive effect of parole revocation and forfeiture on the overall 
amount of imprisonment of parolees has very serious implications for the 
former heroin dependent who is granted parole considering, as we indicate 
below, that a limited number of such persons have successfully completed 
parole in Canada. 


Table K.2 on page 1047 presents parole statistics compiled by the 
National Parole Board from its first year of operation in 1959 to 1972. 


THE “SPECIALIZED CASELOAD APPROACH” TO THE PAROLE OF 
HEROIN DEPENDENTS IN CANADA: 1962-1972 


Until 1953 it was the unwritten policy of the Remission Service in the 
Federal Department of Justice not to grant parole, or ticket of leave as it 
was then called, to inmates with a history of opiate narcotic dependence. 
During the period 1953 to 1958 the Remission Service, under the direction 
of Mr. A. J. MacLeod, granted perhaps five or six tickets of leave to opiate 
dependents found by the courts to be “habitual criminals” and placed under 
preventive detention for indeterminate periods.*® 


The National Parole Board and the Canadian Penitentiary Service set 
up a Special Narcotic Addiction Project (commonly referred to as “SNAP”’) 
in 1961. Throughout SNAP, which was carried out in British Columbia, 
the National Parole Service applied the so-called “specialized caseload 
approach” to the parole of inmates who had a history of opiate dependence 
prior to their incarceration. This approach involved intensive supervision of 
smaller than usual caseloads of opiate dependents by Parole Service Officers 
in the Vancouver and Abbotsford offices. of the National Parole Service who 
were specially trained in techniques of treatment and supervision of narcotic 
dependents. (The first major parole experiment in North America employing 
this approach was the Special Narcotic Project conducted by the New York 
State Division of Parole between November 1, 1956 and October 31, 
1959.17) The “specialized caseload approach” to the parole of opiate 
dependents was discontinued by the National Parole Service in January 
1972.18 The following description of the Canadian experiment with this 
approach is based on SNAP reports by the National Parole Service and 
discussions with the Parole Service Officers involved in these projects. 


The first phase of the Special Narcotic Addiction Project (SNAP I) 
began with the parole, between June 8 and December 5, 1962, of 16 inmates 
from the British Columbia Penitentiary who had a history of opiate de- 
pendence prior to their incarceration. A “treatment team”, consisting of a 
National Parole Service Officer, a part-time penitentiary consultant psychia- 
trist and a full-time penitentiary social worker, was appointed to work with 
these parolees during the period of their parole. The 16 parolees were 
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described by the Parole Officer on the treatment team in an interim report 
on this project as follows: 


Fourteen of them were aged between 30 and 40, all with very extensive 
criminal backgrounds, whilst the other two were aged 23 and 25 respectively. 
All members of the group were drug addicts of Many years standing, none 
had any skills to offer, a few had never worked at all in their lives, and the 
majority of them had been returned again and again to the Penitentiary after 
very short periods on the street, during which time they quickly became 
addicted again.” 


(Specialists in the parole field, given these characteristics, would describe 
SNAP I parolees as “bad risks”.) The program of treatment and supervision 
was described in the following passage in the final report on the project: 


Upon release [the parolees] attended weekly group therapy and individual 
case work sessions within the parole framework. They were periodically 
subjected to surprise Lorfan (narcotic detection) testing. There were special 
police agreements to report any suspicious associations or circumstances at 
once. Parolees were required to abstain from narcotics but remained in Van- 
couver which contains Canada’s largest addict community.” 


The status of SNAP I parolees at the end of January 1964 (that is, 
between one and one and one-half years after their release on parole) was 
reported to be as follows: 


(a), Parole completed: 012. ugh Sie duns niitocload taste See ene Sea v4 
(hy Active pparolees 7.3. Ailey. (eb ai Gln eS Ais Sa 4 
(c) Returned to prison for technical violations related to Tips ys eee 5 
(d) Returned to prison for technical violations related to alcohol .......... 1 
(e) Returned to prison for drug offences o0....0..0.00 cc occcecceceecece 1 
(ff) Retumed:to:prison foritheft’) Oa rae ORE Se Teer 3 


Of the ten SNAP I parolees who had been returned to prison by January 
1966, two had had their paroles suspended, five had had their paroles re- 
voked, and three had lost their paroles through forfeiture.2! (See Annex 2 
on page 1048.) 


The major problems among SNAP I parolees were described as fol- 
lows: gaining employment and restoring confidence that the men could find 
a place in normal society. The major long-range problem was that of estab- 
lishing meaningful relationships in the normal society and thus providing a 
narcotic substitute.?? Drug use by the parolees was described as follows: 


Thirteen of the sixteen men posed major drinking problems while at least 
eight also used barbiturates. Seven men had major narcotic relapses (requiring 
Methadone withdrawal) while two of these had partial relapses and five more 
are known to have had isolated injections. Two men abstained.” 
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The second phase of the Special Narcotic Addiction Project (SNAP IT) 
involved the parole, between June 1964 and January 1966, of 29 inmates 
with a history of opiate dependence. The “treatment team” during this project 
consisted of a National Parole Service Officer and a psychiatrist in the 
Canadian Penitentiary Service. The objectives of SNAP II were reported in 
an interim report on the project to be the same as those in SNAP I. 


As it was not possible to set up a control group, this project was to be con- 
sidered essentially experimental again as opposed to research. 


The aims continue to be staff training and experience and to learn as much 
as possible about the major problems presented in the treatment and rehabili- 
tation of criminal addicts so as to be able to make further recommendations 
as to staff, technique, facilities and other supportive measures necessary to 
work with success in the future anticipated large scale treatment program of 
narcotic addicts in the parole setting.” 


(The large-scale parole program referred to in this report was that which was 
to take place following the release on parole of former opiate-dependent in- 
mates who would be confined at Matsqui Institution in Abbotsford, British 
Columbia. See Appendix I Treatment of Opiate Dependents in Federal 
Penitentiaries in Canada.) 


Each of the 29 parolees in SNAP II was required to sign the standard 
Parole Agreement which contained essentially the following conditions: 


1. To remain until expiration of his sentence under the authority of a 
Regional Representative of the National Parole Board. 


2. To report immediately upon release, and at least once a month thereafter, 
to a designated Parole Service Officer. 


3. To accept the supervision and assistance of his Parole Service Officer. 


4. To remain in an area specified by the Parole Board or the Regional Repre- 
sentative of the Board and to obtain permission to leave that area when 
there was cause to do so. 


5. To endeavour to maintain steady employment and to report to the 
Regional Representative through his parole officer, any change or 
termination of employment or any other change of circumstance such 
as accident or illness. 


6. To secure advance approval from the Regional Representative, through 
his parole officer, if at any time he desired to: (a) purchase a motor 
vehicle; (b) incur debts by borrowing money or instalment buying; (c) 
assume additional responsibilities, such as marrying; and (d) own or carry 
fire-arms or other weapons. 


7. To abide by all instructions which may have been given by his parole 
officer or by the Regional Representative through his parole officer, and 
especially with regard to employment, companions, hours, intoxicants, 
family responsibilities, and court obligations. 
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8. To communicate at once with the Regional Representative, through his 
parole officer, if he were arrested or questioned by peace officers regarding 
any offence. 


9. To obey the law and fulfill all his legal and social responsibilities. 


In addition to these standard conditions, the parolees were required to agree 
to the following special conditions: that they would abstain from the use of 
“narcotics”; that they would remain within a twenty-mile radius of Greater 
Vancouver (and that they would stay away from an “out-of-bounds” area in 
downtown Vancouver); that they would attend weekly interviews with the 
Project Psychiatrist; that they would keep individual appointments with the 
Parole Officer; and that they would have no further association with any 
person known to be an addict or ex-addict, including one another, unless by 
special permission of the Parole Officer. (Sessions at the Narcotic Addiction 
Foundation of British Columbia and with the penitentiary psychiatrist were 
considered exceptions to this last condition. )25 


The interim report on SNAP II noted that the mental fitness of the 
SNAP II parolee had been impaired by the dependent state of mind created 
by prison discipline and routine. 


The maximum security situation where most movements are made by 
the bell and most decisions are made by the staff... tends to render him 
incapable of making decisions and ill-prepared to establish self-controls. 


The drastic sudden move to the open community leaves him bewildered, 
lost, fearful and often initially incapable of thinking out even the simplest 
steps necessary to prepare himself for a work day or to adapt himself to a 
family routine. The result is that he is highly inclined to seek out the com- 
forting acceptance of people he has known, principally in the criminal addict 
community, and the old synthetic relief from all stresses, principally alcohol, 
barbiturates and narcotics.” 


The most serious problem noted in the interim report of SNAP II was 
the inability of most of the parolees to break away from associations with 
the opiate-using community and to establish new relationships in conventional 
society. This point was made by the National Parole Service Officer who 
supervised the SNAP II parolees in the following passage of the report 
(letters have been substituted for the names of the parolees): 


This [inability to socialize] still poses the single main overall problem. Of the 
twenty-four men, originally released, apparently only A had made long-range 
plans prior to his release and was able to carry these out. On initial release, 
many of the rest of the men lived day by day. After approximately six 
months release, B and C had each settled down with healthy wives but only 
C was withdrawing from addict thinking and values and the general addict 
community, and was beginning to make social adjustment in the normal 
community, and was also formulating some long-range plans. B had returned 
to a healthy family as far as drugs of delinquency were concerned but he 
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essentially identified still with the addict community and was living day by 
day. D, E and F established relationships on the fringe of the underworld, 
while G, H, B, I, and J have made periodic half-hearted attempts and partial 
inroads into the normal community but have been essentially unable to find 
lasting and meaningful relationships there. K, L, M, and N have made prac- 
tically no progress in normal socialization.” 


Lorfan testing for the presence of drugs was not used as frequently 
during SNAP II as it was during SNAP I. The Project Parole Officer relied 
on a system of trust and admissions by parolees to determine whether they 
had relapsed to illicit drug use. (Tests were immediately ordered, however, 
following a report from a police officer that a parolee was suspected of using 


drugs.) Drug use by SNAP II parolees, to the extent that it could be ascer- 
tained in this way, was described as follows: 


... Of all the parolees, a few have abstained, some are unknown, and at least 
eight are known to have had periodic isolated fixes, some of these having full 
relapses, and some only partial relapses. However, most of them have come 
to the Treatment Team for help and have been withdrawn successfully 
without being returned to prison. Two, however, have been returned to prison 
after getting into the hands of the police through using narcotics.” 


When the interim report on SNAP II was written in January 1966, 18 
of the 29 parolees released between June 22, 1964 and January 12, 1966 
were still on parole. (See Annex 2 on page 1048.) Of these 18 parolees, 
four had undergone a previous period of confinement as a result of the 
suspension of their paroles, one had previously received a formal warning 
from the Parole Board, and one was awaiting the outcome of a pending 
Criminal Code charge. Six of the 29 parolees were in custody as a result 
of the revocation of their paroles. Three were in custody as a result of 
their paroles being suspended. One parolee had previously been charged 
with the commission of an indictable offence and was in custody following 
forfeiture of his parole. Only one of the 29 parolees had “successfully” 
completed his parole period.”® 


Speaking generally of the conditions required for the successful parole 
of opiate dependents, the report stated: 


... although the addict is a very psychologically and socially sick person with 
his primary problems dating from early conflicts with authoritatively and 
punitively oriented people; given: 

(a) Reasonable motivation, 

(b) A long parole period, 

(c) Some healthy family support, 

(d) Some personal stability, 

(e) Sufficient ability to establish normal relationships; 


he can be successfuliy rehabilitated. 


1039 


Appendix K 


...the essential role of the Parole Officer is to give support and guidance 
and to provide a firm but sympathetic authority figure with which the 
parolees can personally identify... the essential role of the Psychiatrist is 
to provide a secondary outlet by which the parolees can ventilate any 
hostility towards the Parole Officer and in the process, aid self-examination 
and examination of their status in life... the essence of treatment is to help 
guide the parolee towards correct decisions rather than to attempt to apply 


force.” 


The National Parole Service Regional Representative in Vancouver 
reported on the status of SNAP II parolees in August 1967.21 A comparison 
of the status of each of these parolees as recorded by the SNAP II Parole 
Officer in January 1966 and by the Regional Representative in August 1967 


is presented in Table K.1. 


a 2) Mae eS 


TABLE K. 1 


A COMPARISON OF THE STATUS OF SNAP ITI PAROLEES AS RECORDED IN 
JANUARY 1966 AND AuGusT 1967 


As of January 1966 


In custody (parole revoked) 
Parole completed 

In custody (parole suspended) 
Still on parole 

Still on parole 

Still on parole 

Still on parole 

Still on parole 

Still on parole 

Still on parole 


. Still on parole 
. Still on parole 
. In custody (parole forfeited) 


Still on parole 
Still on parole 


. In custody (parole revoked) 
. In custody (parole revoked) 
. Still on parole 


Still on parole 


. Still on parole 
. Still on parole 
. Still on parole 
. In custody (parole suspended) 


In custody (parole suspended) 


. Still on parole 
. Still on parole 
. In custody (parole revoked) 
. In custody (parole revoked) 
. In custody (parole revoked) 
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As of August 1967 


In custody (parole revoked) 
Parole completed 
In custody (parole forfeited) 
Parole completed 
In custody (parole forfeited) 
In custody (parole forfeited) 


. In custody (parole forfeited) 


In custody (parole forfeited) 
Still on parole 
Parole completed 


. In custody (parole forfeited) 


In custody (parole suspended) 


. In custody (parole forfeited) 
. Still on parole 
. Parole completed 


In custody (parole revoked) 


. In custody (parole revoked) 
. Parole completed 
. Still on parole 


Still on parole 


. Still on parole 
. Parole completed 
. In custody (parole revoked) 


In custody (parole forfeited) 


. Parole completed 
. Parole completed 
. In custody (parole revoked) 
. In custody (parole revoked) 
. In custody (parole revoked) 
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Thus, as of August 1967, five (17%) of the 29 SNAP II parolees 
were still on parole. Sixteen (55%) had been returned to custody (one 
following suspension of his parole, seven following revocation of their paroles, 
and eight following forfeiture of their paroles), and eight (28%) had com- 
pleted their parole periods. 


The third phase of the Special Narcotic Addiction Project (SNAP III) 
involved the release on parole of ten inmates between November 18, 1966 
and December 16, 1966. Each of these inmates had had previous histories 
of opiate dependence, and each of them had participated in the first Treat- 
ment-Research Program (TRP I) at Matsqui Institution during the seven 
months prior to their release on parole.*? (See Annex 2.) Eight of these 
inmates were subject to supervision by the Vancouver Office of the National 
Parole Service during their parole periods; and two of them were subject 
to supervision by the Abbotsford Office. 


A report by the Project Parole Officer in the Vancouver Office on 
the status of the eight parolees under his supervision emphasized again the 
difficulty experienced by the parolees in breaking away from associations 
with the opiate-using community and establishing new relationships in conven- 
tional society. This point was made in the following passage of the report: 


Many things plague the addict, who is attempting to change his ways. In 
his earlier years, he did not acquire the education or develop the social skills 
required for a different way of life. Consequently, he is often faced with 
loneliness, depression and boredom. He really makes limited use of the enter- 
tainment media available. For instance, there seems to be a general interest 
in sports [among addict parolees], but it takes time to develop a taste for 
other interests and the desirable social contacts that go along with them. 
In the group, there was almost general concern about how one goes about 
mixing with non-addicts, and non-criminals.” 


When this report was written on May 2, 1967, five of the eight parolees 
were still on parole. One of these five had experienced a previous period of 
confinement as a result of the suspension of his parole. The remaining three 
parolees were in custody as a result of their paroles being suspended. Two 
of the latter were awaiting the outcome of a pending Criminal Code charge 
which could have resulted in the forfeiture of their paroles.*4 


A report on the status of SNAP III parolees in August 1967 by the 
National Parole Service Regional Representative in Vancouver revealed a 
change in the status of only one of the eight parolees discussed above. This 
individual, who was in custody on May 2, 1967 awaiting the outcome of a 
pending Criminal Code charge, was subsequently convicted on this charge, 
and his parole was thereby automatically forfeited.*° 


In his brief to the Commission the Solicitor General of Canada describes 
the status as of October 1969 of parolees released during SNAP I, I and II 
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(see Annex 3 on page 1050). This description appears to have been based in 
part on a summary prepared by the National Parole Board in October 1969, 
which also refers to a phase IV, V and VI of the Project (see Annex 4 on 
page 1052). The National Parole Board permitted a member of the Commis- 
sion’s staff to examine its SNAP files at its headquarters in Ottawa in January 
1973. The most recent report on file at that time dealing with the status of 
SNAP parolees was that prepared by the Vancouver Regional Representative 
in August 1967 (which describes the status of parolees released during SNAP 
II and III). The Parole Service Officers who specialized in the supervision 
of opiate-dependent parolees in Vancouver informed the Commission that 
they did not prepare a report on a specific group of SNAP parolees after 
SNAP III.2° Under these circumstances, there is some doubt concerning the 
reliability of the Board’s summary of the Special Narcotic Addiction Project 
as of October 1969. 


On May 7, 1971 a “Report of Special Narcotic Addiction Project 
(1970)” was prepared by a Parole Service Officer in Vancouver. This report 
deals generally with all opiate-dependent parolees under supervision of the 
National Parole Service in Vancouver during 1970; it does not describe any 
of them as having been released during a specific phase of SNAP, as did 
the reports discussed above. 


With regard to future plans for SNAP, this report stated: 


In the immediate future we look forward to... [t]he development of a re- 
search instrument to assist in the collection of data regarding the special 
narcotic addiction project. Because of the increase in the problem of drug 
addiction and the necessity for the Vancouver Office to supervise more and 
more drug addicts on parole, it is most important that we have a complete 
knowledge of what we have done, what we are doing, and where we plan 
to go from here.” 


At the time of writing the present report, such a research instrument had not 
been developed, and the National Parole Service had not made a further 
attempt to evaluate the Special Narcotic Addiction Project or the perform- 
ance of heroin dependents on parole since the discontinuation of the special- 
ized caseload approach in January 1972.°°. 


In the absence of a report on the status of SNAP parolees more recent 
than that prepared in August 1967, we are unab’e to describe the status of 
any of the SNAP parolees since that time. We do not know how many of 
them are still on parole; how many of them completed their parole periods 
and are at liberty in the community; how many of them completed their 
parole periods and were later sentenced for a subsequent offence; or how 
many of them are in custody as a result of the suspension, revocation or 
forfeiture of their paroles or “re-paroles”’. 


The impression of the National Parole Board and of the Parole Service 
Officers who specialized in the supervision of opiate-dependent parolees 
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is that the Special Narcotic Addiction Project met with very limited success.** 
In addition to an apparent shortage of Parole Service Officers to engage in 
intensive supervision of opiate-dependent parolees, this overall impression of 
the success of SNAP very likely influenced the decision of the National 
Parole Service to abandon the specialized caseload approach in January 
1972. At that time, the opiate-dependent parolees who comprised a special 
caseload were assigned to ordinary caseloads under supervision of the 
National Parole Service. Unfortunately, the Project was not designed to 
compare the effectiveness of the specialized caseload approach with the less 
intensive supervision to which opiate-dependent parolees are now subject on 
the Parole Service’s ordinary caseloads. Studies conducted in the United 
States, however, suggest that there is no statistically significant difference 
between the recidivism rates of parolees who undergo intensive supervision 
on special caseloads and parolees subject to less intensive supervision on 
ordinary caseloads, although these studies do suggest that the amount of time 
spent with a parolee does have a bearing on parole outcome.*? 


Based on the SNAP reports of the National Parole Service discussed 
above, it would appear that few inmates with a history of opiate dependence 
complete their parole period without experiencing the prior loss of their 
paroles through suspension, revocation or forfeiture. In view of the additive 
effect of parole revocation and, in most cases parole forfeiture on the overall 
amount of imprisonment of inmates who lose their parole in these ways, it 
would seem possible that, on balance, the former opiate-dependent inmate 
may spend more time in custody as a result of parole than he would if he 
were not released on parole. The SNAP projects did not compare the experi- 
ence of former opiate-dependent inmates released on parole with that of 
former opiate-dependent inmates not released on parole (that is, those re- 
leased upon expiration of their sentence before the introduction of manda- 
tory supervision in 1971). We are not aware of any studies of this kind in 
North America. 


THE RECENT EXTENT OF HEROIN DEPENDENCE AMONG 
PAROLEES ON SELECTED CASELOADS IN CANADA 


An accurate estimate of the extent of heroin dependence among paro- 
lees in Canada cannot be made on the basis of existing criminal statistics 
alone. As a general rule criminal statistics do not identify heroin dependents, 
as such. In this section we discuss the extent of heroin dependence among 
parolees in Canadian cities with a high concentration of heroin use based on 
information provided by National Parole Service Officers in 1972 concern- 
ing the number of parolees on their caseloads who were known to be regu- 
lar users of heroin. 


The National Parole Service Office in Vancouver, British Columbia, 
recorded the number of heroin-dependent parolees under its jurisdiction from 
April 1971 to March 1972 as follows: April 1971—79; May 1971—80; June 
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1971—78; July 1971—76; August 1971—73; September 1971—72; 
October 1971—78; November 1971—79; December 1971—74; January 
1972—72; February 1972—67; March 1972—66.*! As of August 1, 1972 
the number of heroin dependents on parole in Vancouver had dropped 
to 47.# 


Of the 47 heroin dependents on parole in Vancouver on August 1, 
1972 (at which time there were approximately 370 persons on parole in 
that city), ten were participating in the methadone maintenance program 
at the Narcotic Addiction Foundation of British Columbia. (Parolees in 
Vancouver who are discovered to be using heroin may be presented with the 
alternative of entering a methadone maintenance program or being returned 
to custody.) Ten others were attending the Foundation each day for 
urinalysis; and 17 were attending the Foundation on a random basis for 
urinalysis. The remaining ten parolees were not attending the Foundation 
for methadone maintenance therapy or for urinalysis; nor were they in any 
other treatment program at that time.*? 


Following informal discussions with Parole Service Officers in Abbots- 
ford, Prince George and Victoria, British Columbia, the National Parole 
Service Assistant District Representative in Vancouver recorded the number 
of regular heroin users on parole in these cities as of August 1, 1972 as 
follows: Abbotsford—35 (including day parolees‘); Prince George—3; 
and Victoria—10.*® 


Parole Service Officers interviewed in Vancouver by a member of the 
Commission’s staff observed that virtually all inmates with a history of heroin 
dependence had used the drug while on parole.‘ They were also in agree- 
ment that a significant number of heroin-dependent parolees had been intro- 
duced to the use of the drug during their confinement.7 


The National Parole Service District Representative in Edmonton, Al- 
berta, informed the Commission on October 11, 1972 (when. there were 
approximately 280 persons on parole in Edmonton) that he could not recall 
a parolee in that city who had used heroin in the previous five months. A 
parolee who is discovered to be using heroin in Edmonton will be presented 
the alternative of abstaining altogether from heroin use, of entering a 
methadone maintenance program or of being returned to custody.*® 


Following an informal survey of Parole Service Officers in Winnipeg, 
Manitoba, the National Parole Service District Representative informed the 
Commission that there were seven regular heroin users on parole in that 
city as of October 12, 1972. At that time, there were approximately 280 
persons on parole in Winnipeg. Two of the parolees who were known to 
have used heroin were methadone maintenance patients at the Drug Re- 
habilitation Program at St. Boniface Hospital in Winnipeg. The National 
Parole Service will direct parolees using heroin to the Counselling Service 
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of the Provincial Alcoholism Commission, who in turn will refer them to 
the Drug Rehabilitation Program.*® 


The National Parole Service District Representative in Toronto, On- 
tario, after discussions with Parole Service Officers in that city, informed the 
Commission that there were no known heroin users under their jurisdiction 
on October 25, 1972. There were about 650 persons on parole in Toronto 
at that time. The Parole Officers recalled that 28 persons then on parole had 
had histories of heroin dependence but were not presently using heroin to 
their knowledge.®® Four persons on parole in Toronto in October 1972 were 
participating in the methadone maintenance program at the Addiction Re- 
search Foundation of Ontario. Their treatment at the Foundation had been 
arranged by officials at Matsqui Institution in British Columbia.*! 


The National Parole Service District Representative in Montreal, Quebec, 
informed the Commission that there were no known heroin users on parole 
in that city on October 19, 1972. Approximately 920 persons were on parole 
in Montreal at that time. Earlier in 1972, the Parole Service in Montreal had 
referred three persons experiencing drug problems to the Spera Foundation, 
a residential therapeutic community in Rawdon, Quebec.®” (See Table H.2 
on page 1002.) 


CURRENT POLICY OF THE NATIONAL PAROLE BOARD WITH 
RESPECT TO HEROIN DEPENDENTS 


There does not appear to be any clearly defined special policy with 
respect to the parole of offenders with a background of drug dependence, 
although there is the following statement in a handbook on parole issued 
by the National Parole Board: 


Many inmates applying for parole were under the influence of alcohol when 
they committed their crimes. Some are chronic alcoholics. When alcohol is 
directly involved in the case, the Board believes it is in the best interest of 
both society and the inmate that complete abstinence from intoxicants be one 
of the conditions of parole. 


We expect the inmate to recognize his problems and to do something to over- 
come them. Indeed, we are encouraged by the number of inmates who take 
advantage of Alcoholics Anonymous programs available within the various 
institutions and who continue their affiliation with AA upon their release. 


Greater care must be taken in the granting of parole to drug addicts because 
of the serious nature of drug addiction. Their applications demand greater 
study than usual. However, if it appears the inmate in question sincerely 
intends to stay away from drugs, the Parole Board does everything in its 
power to help him do so. Caution being the keynote in these cases, all such 
parolees are carefully supervised and assisted upon release from an insti- 
tution. Although there is no known sure cure for drug addiction, many 
parolees have abstained from the use of drugs; some for periods of several 
years.” 
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The present policy of the Board is based on the belief that the former 
heroin dependent, who must eventually be released from custody in any event, 
can be better treated in the community than in prison and should have an 
opportunity, like other offenders, to attempt to make an adjustment in the 
community before the termination of his sentence.5 When deciding on an 
application for parole by an inmate who has a record of heroin dependence, 
the Parole Board will look for some indication that the person intends to 
change his former drug-using behaviour. This positive indication would be 
found in the usual course of examining his past performance in the com- 
munity and in the correctional institution and in his statements of future 
intentions.®> 


The Parole Board does not require every inmate with a history of opiate 
dependence to participate in a methadone maintenance program as a condition 
of parole; however, it does feel that it is necessary in certain cases to present 
a parolee who is discovered to be using heroin with the alternative of enter- 
ing a methadone maintenance program or being returned to prison.5® 


In the absence of a systematic evaluation by the National Parole Service 
of the experience with parole of opiate dependents, there is not a basis for 
firm conclusions or specific recommendations concerning such parole. Under 
the circumstances, we recommend that the Parole Service undertake such 
evaluation, having regard to such matters as: (a) the effectiveness of varying 
degrees and kinds of supervision; (b) the use of methadone and other forms 
of opiate maintenance; and (c) the effect of parole suspension and revoca- 
tion on the rehabilitation of the parolee. 
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ANNEX 3 


EXCERPT FROM THE BRIEF OF THE SOLICITOR GENERAL 
OF CANADA TO THE COMMISSION 


(December 1969) 


SPECIAL NARCOTIC ADDICTION PROJECT 


In 1961 the National Parole Board and the Canadian Penitentiary 
Service set up a Special Narcotic Addiction Project (referred to as SNAP), 
the first experiment of its kind in Canada. A group of 16 criminal addicts 
from B.C. Penitentiary were released on parole. Two years after their 
release, seven of the 16 were still living in the community, nine had their 
paroles revoked, but only two of these for further offences. A later follow-up 
revealed that only three had successfully completed their parole period, and 
one is still under parole supervision. 


In a second phase of this experiment, (SNAP II), 30 men were re- 
leased under intensive supervision between June and December, 1964. As 
of October, 1969, 13 of these parolees were still living in the community, 
nine of whom had successfully completed parole. Of the remaining seventeen, 
nine had forfeited parole (new crime) and eight had their parole either 
suspended or revoked (breach of parole regulation). 


Notwithstanding the initial results obtained from treatment, and in 
order to seek more effective treatment of narcotic drug addicts, the Gov- 
ernment of Canada built the Matsqui Institution in British Columbia for 
narcotic offenders. 


From the very beginning when the Matsqui Institution was opened 
in 1966, the Canadian Penitentiary Service and the National Parole Board 
continued to experiment in the treatment of narcotic addicts both within 
the institution and in the community. The residential part of the Project 
was named Pilot Treatment Unit and a sequential numbering system is 
used to identify each program so as to be able to identify each block of 
patients who undergo treatment as well as to note each program modification 
resulting from prior experimentation."! 


The Pilot Treatment Unit is a therapeutic community in which a small 
group of narcotic addicts who are selected from the general population 
at British Columbia Penitentiary live together. The inmates (addicts) undergo 
a special training program, which includes all facilities and services based 
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on current assumptions about the nature of delinquent addiction. In addi- 
tion, the patients participate in daily group therapy sessions which last up 
to two hours." 


The first experimental group of ten inmates (PTU I) was treated in the 
therapeutic community for seven months, beginning on April 25, 1966 and 
was released on parole (SNAP III) one member at a time between Novem- 
ber and December, 1966. Only three were still leading a non-criminal life 
in the free community after two years; the others had either relapsed or had 
forfeited their parole. [Pp. 2-3] 


1 CRAIGEN, D., McGREGOR, D. R., MURPHY, B. C. The pilot treatment unit, a 
preliminary report of treatment research—program II, an experimental treatment program 
for the narcotic addict. Department of the Solicitor General, Canadian Penitentiary 


Service, (1967). 
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ANNEX 4 


SPECIAL NARCOTIC ADDICTION PROJECTS 


(SNAP) 


[Summary presented to the Deputy Solicitor General of Canada by the 
National Parole Board on October 27, 1969] 








Suspended Success- 
and/or fully Still 
Released Revoked Forfeited Completed Active 








SNAP ECCIOG2) Iu. nhy Kretae 16 7 5 3 1 
TIC1964)l .. chic ee 31 8 9 9 4 

Th (1966) (PTO) x2.. Sak: 10 3 4 2 1 

IV 5(1967) (PEU2) cesses 26 8 2 4 12 

V_ (1968) (PEU3). occ. css 29 11 2 1 15 

VI (1968): (PTU4)3.0...3......: 5 Z 0 2 1 

(Females) 
is 39 23 21 34 





SNAP I —was first experiment of its kind in Canada. 

PTU —Pilot Treatment Unit. 

SNAP III—represents first co-operation with New Matsqui Institution. 

SNAP IV—this group included an experimental group of 14 and a control group of 12. 


Source: National Parole Board (presented to the Commission on August 29, 1972). 


1052 


Parole of Heroin Dependents in Canada 


NOTES 
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3. Prisons and Reformatories Act, R.S.C. 1970, c. P-21, s. 41 (in the case of 
Ontario), and s. 15 (in the case of British Columbia). 


4. Canada, Department of the Solicitor General of Canada, Parole in Canada 
(Ottawa: Queen’s Printer, 1970), p. 1. 


5. Section 41 in the case of Ontario; section 151 in the case of British Columbia. 
How this federal and provincial jurisdiction is exercised in practice is dis- 
cussed in D. Bowie, “Some Aspects of Parole in Canada,” Queen’s Law 
Journal, 1(2) (November 1971): 167-207. Briefly, by arrangement between 
the National Parole Board and the British Columbia Board of Parole an 
inmate in that Province who receives a definite-indefinite sentence (see 
Appendix F.8 Sentencing) and is granted parole by the National Parole 
Board will be under the jurisdiction of the National Board and subject to the 
provisions of the national Parole Act and Parole Regulations during the 
definite portion of the sentence, and under the jurisdiction of the Provincial 
Board and subject to parole conditions approved by the Solicitor General of 
Canada during the indefinite portion. In Ontario, however, an inmate who 
receives a definite-indefinite sentence and is granted parole by the National 
Parole Board will remain under the jurisdiction of the National Board and 
subject to the provisions of the national Parole Act and Parole Regulations 
during both the definite and the indefinite portions of the sentence. 


6. Statutory remission is provided for in the Penitentiary Act, R.S.C. 1970, 
c. P-6, s. 22 as follows: 

(1) Every person who is sentenced or committed to penitentiary for a 
fixed term shall, upon being received into a penitentiary, be credited 
with statutory remission amounting to one-quarter of the period 
for which he has been sentenced or committed as time off subject 
to good conduct. 


Earned remission is defined in section 24 of the Penitentiary Act as follows: 


(1) Every inmate may be credited with three days remission of his 
sentence in respect of each calendar month during which he has 
applied himself industriously, as determined in accordance with 
any rules made by the Commissioner [of Penitentiaries] in that 
behalf, to the program of the penitentiary in which he is imprisoned. 


Persons sentenced or committed to imprisonment in a place of confinement 
other than a penitentiary (that is, a provincial penal institution) are entitled 
to the same amount of statutory and earned remission as inmates in federal 
penitentiaries. (Prisons and Reformatories Act R.S.C. 1970, c. P-21, sections 
17(1) and 18(1).) 

je-Larole Act, §. 15, 

8. al bidtssi16 CL): 


9. Ibid. 
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10. 
ry 


12. 


13. 


14. 
LS. 


16. 


17. 


R. v. Markwart [1969] 1 C.C.C. 167 (Sask. C.A.). 


Re-Parole Granted is “The decision of the Board whereby a parolee who has 
automatically forfeited his parole due to the commission of an indictable 
offence while on parole is subject to further parole by issuance of a new 
Certificate of Parole....The parolee is subject to a further parole because 
his chances of rehabilitation are still considered acceptable.” (Canada, 
Department of the Solicitor General, National Parole Board: Statistics 1970 
[Ottawa, n.d.], in “Glossary of Terminology Used in the Report”.) Pre- 
liminary parole statistics compiled by the Statistical Information Centre, 
Department of the Solicitor General of Canada for 1971 indicate that a 
total of 209 re-paroles were granted by the National Parole Board in that 
year. It has recently been proposed that the Parole Regulations be amended 
so that a person who forfeits his parole would have to serve one-half of his 
new term of imprisonment or seven years, whichever is the lesser, before 
being again considered for parole. 


Parole Act, ss. 20 and 21. The Canadian Committee on Corrections, re- 
cognizing that the person who lost his parole through revocation or forfeiture 
was not credited with the period of time successfully served in the community 
on parole, recommended that: 


... when parole is forfeited or revoked the parolee be credited with the 
period of time which he has already successfully served in the com- 
munity but that he be not credited with the period of time which is 
equivalent to the 25 per cent statutory remission or with any earned 
remission that he might have had to his credit before he was paroled. 
[Loward Unity: Criminal Justice and Corrections (The ‘Ouimet Report’), 
(Ottawa: Queen’s Printer, 1969), p. 350.] 


P. McNaughton-Smith, “Permission to Be Slightly Free: A Study of the 
Granting, Refusing and Withdrawing of Parole in Canadian Penitentiaries,” 
Unpublished manuscript (mimeographed), n.d., pp. 6/4—6/5. See also Bowie, 
“Some Aspects of Parole in Canada,” p. 199. 


Parole Act, s. 15(2). 


McNaughton-Smith, “Permission to Be Slightly Free,” p. 6/10. The 399 
male penitentiary inmates in McNaughton-Smith’s sample were expected, if 
not paroled, to spend a total of 330,992 man-days in prison, or an average 
of 830 days per man. 


[Two hundred and sixty-three] of them were refused parole. For them 
there was no saving by the Parole Board of time spent in prison. [Thirty- 
seven] men were granted parole and later lost it, and they... actually 
spent more time in prison than if parole had not existed. In this way 
they lost an estimated 6124 man-days, or an average 166 days each. The 
remaining 99 men were granted and kept their parole. Before release 
they spent between them 67,204 man-days in prison, or an average 679 
days each. If not paroled they would have spent in prison 106,401 man- 
days, or 1075 days each. Thus the net saving to our sample... was 
33,073 man-days, or almost exactly 10 per cent of what they would have 
spent if there had been no parole system. [P. 6/ 10] 


F. P. Miller (former Member of the National Parole Board and Executive 
Director of the National Parole Service), personal communication to the 
Commission, January 1973. 


This parole program is described in “An Experiment in the Supervision of 
Paroled Offenders Addicted to Narcotic Drugs: Final Report of the Special 
Narcotic Project,” New York State Division of Parole, New York, 1960. 
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D. Dryden (Parole Service Officer, National Parole Service, Vancouver, 
British Columbia), personal communication to the Commission, December 
22, 1972. 


J. F. D. Selkirk (Parole Service Officer, National Parole Service, Vancouver, 
British Columbia), “National Parole Board Experimental Release of Drug 
Addicts,” The Canadian Journal of Corrections, 6(1) (January 1964): 32. 


J. F. D. Selkirk, “The Special Narcotic Addiction Project (SNAP I): Final 
Report,” (Mimeographed), January 7, 1964, Addendum (nid?) 'p. 71 


Ibid. 
Ibid. 
Ibid., p. 2. 


J. F. D. Selkirk, “Special Narcotic Addiction Project No. II: A Pilot Project 
for the Parole of Drug Addicts from the B.C. Penitentiary,” (Mimeographed), 
1 EY 8 ag 


Ibid., pp. 3-4. 
Ibid., p. 51. 
Ibid., p. 52. 
Ibid., p. 54. 
Ibid., pp. 4—49. 


A. Sleigh (Consultant Psychiatrist, Canadian Penitentiary Service) and J. F. 
D. Selkirk, “Special Narcotic Addiction Project,” Addendum to “Special 
Narcotic Addiction Project No. II: A Pilot Project” (see note 24), n.d., p. 5. 


B. K. Stevenson (Regional Representative, National Parole Service, Van- 
couver, British Columbia), Memorandum regarding “Special Narcotic 
Addiction Projects,” August 17, 1967, pp. 1-4. 


A discussion of the performance of SNAP. III parolees during their first ten 
and one-half months on parole is presented in B. C. Murphy (Research 
Officer, Matsqui Institution), “An Analysis of the First 104 Months Post 
Release Experience of Delinquent Addicts from Treatment Research Pro- 
gramme I (TRP I),” (Mimeographed), June 1968. 

R. O. Bishop (Parole Service Officer, National Parole Service, Vancouver, 
British Columbia), “First Report on Problems of the Narcotic Addiction 
Project No. 3,” (Mimeographed), p. 1. 

Ibid., pp. 2S. 

Stevenson, “Special Narcotic Addiction Projects,” p. 1. 


J. F. D. Selkirk, D. L. G. Dryden and R. O. Bishop, personal communication 
to the Commission, June 26, 1972. 


D. L. G. Dryden, “Report of Special Narcotic Addiction Project (1970),” 
(Mimeographed), May 7, 1971, p. 6. 


T. G. Street (Chairman, National Parole Board), personal communication to 


the Commission, March 14, 1973. See also note 36. 


T. G. Street, personal communication to the Commission, August 29, 1972. 
See also note 36. 


California, Youth and Adult Corrections Agency, Special Intensive Parole 
Unit, Phase IV, “Synopsis of Parole Outcome Study” (Sacramento, 1965); 
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41. 
42. 


43, 
44, 


45. 
46. 


47. 
48. 


49. 


50. 


ue 
323 


53: 


54. 


a; 
56. 


see also, D. Lohman, A. Wahl and R. M. Carter, The San Francisco Project: 
A study of Federal Probation and Parole, School of Criminology, University 
of California, 1965 (Mimeographed) in Research Report No. 9 entitled “The 
Minimum Supervision Caseload: A Preliminary Evaluation” (September, 
1966), p. 38. Both of these studies are cited in W. R. Outerbridge, “The 
Tyranny of Treatment....?”, The Canadian Journal of Corrections, 10(2) 
(April 1968): 378-387. 


This information was presented to the Commission on June 26, 1972. 


A. Byman (National Parole Service, Assistant District Representative, Van- 
couver, British Columbia), personal communication to the Commission, 
August 1, 1972. 


Ibid, 

Day parole “is granted during a period of imprisonment for special rehabili- 
tation purposes, e.g. to permit an inmate to continue in his regular employ- 
ment, take an extended period of training in an outside setting, or as a gradual 
release just preceding discharge at expiry of sentence. Under day parole, the 
inmate returns to the institution at night.” (Canada, Department of the Solici- 
tor General, National Parole Board: Statistics 1970 [Ottawa, n.d.], in “Glos- 
sary of Terminology Used in the Report”.) 

Byman, personal communication to the Commission, August 1, 1972. 


Selkirk, Dryden and Bishop, personal communication to the Commission, 
June 26, 1972. 


Ibid. 
R. Gillies (District Representative, National Parole Service, Edmonton, 
Alberta), personal communication to the Commission, October 11, 1972. 


D. Rempel (District Representative, National Parole Service, Winnipeg, 
Manitoba), personal communication to the Commission, October 12, 1972. 


R. S. Beames (District Representative, National Parole Service, Toronto, 
Ontario), personal communication to the Commission, October 25, 1972. 


Ibid. 


L. Genest (District Representative, National Parole Service, Montreal, Que- 
bec), personal communication to the Commission, October 19, 1972. 


Canada, National Parole Board, An Outline of Canada’s Parole System for 
Judges, Magistrates and Police, n.d., p. 7. 


T. G. Street (Chairman, National Parole Board), personal communication to 
the Commission, August 29, 1972. 


Ibid. 
Ibid. 


1056 


Appendix L 


Civil Commitment. in California 


INTRODUCTION 


The California Civil Commitment Program for Narcotic Addicts (usual- 
ly referred to as the Civil Addict Program [CAP]) was instituted in 1961. It 
won political acceptance by being presented as a form of control that would 
be at least as effective as imprisonment in keeping the addict off the street 
and would at the same time offer some attempt at treatment.! The intent of 
the program is expressed as follows in the legislation: 


It is the intent of the legislature that persons addicted to narcotics, or who 
by reason of repeated use of narcotics are in imminent danger of becoming 
addicted, shall be treated for such condition and its underlying causes, and 
that such treatment shall be carried out for non-punitive purposes not only 
for the protection of the addict, or person in imminent danger of addiction, 
against himself, but also for the public. Persons committed to the program 
provided for in this chapter who are uncooperative with efforts to treat them 
or are otherwise unresponsive to treatment nevertheless should be kept in 
the program for purposes of control. It is the further intent of the Legislature 
that persons commitied to this program who show signs of progress after an 
initial or subsequent periods of treatment and observation be given reasonable 
opportunities to demonstrate ability to abstain from the use of narcotics under 
close supervision in outpatient status outside of the rehabilitation center... .’ 


JURISDICTION OVER PROGRAM 


The California program is under the jurisdiction of the Department of 
Corrections. Commitment is made to the custody of the Director of Correc- 
tions. The California Rehabilitation Center (hereinafter referred to as 
“CRC”), which was established to carry out the program, is under the direct 
supervision of a superintendent, who is an employee of the Department of 
Corrections. CRC is referred to in the legislation as a “narcotic detention, 
treatment and rehabilitation facility”, and its principal purpose is described 
as “the receiving, control, confinement, employment, education, treatment 
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and rehabilitation of persons under the custody of the Department of Cor- 
rections or any agency thereof who are or have been addicted to narcotics 
or who by reason of repeated use of narcotics are in imminent danger of 
becoming addicted.”? The provisions of the Penal Code apply to CRC “as 
a prison under the jurisdiction of the Department of Corrections and to the 
persons confined therein insofar as such provisions may be applicable”.* It 
is assumed that jurisdiction was entrusted to the Department of Corrections 
because of the importance attached to effective control. The program of 
CRC embodies a comprehensive and specialized attempt to achieve the ob- 
jectives of control, treatment and rehabilitation, including supervision in the 
community. 


KINDS OF COMMITMENT 


The program provides for two kinds of commitment, voluntary and in- 
voluntary. There is voluntary and involuntary commitment outside the cri- 
minal law process, and involuntary commitment, within the criminal law 
process, of a person who has been convicted of a criminal offence. Despite 
the relationship of such commitment to the criminal law process, it is refer- 
red to as “civil commitment”. This reflects the fact that it has been held to 
be unconstitutional, as cruel and unusual punishment, for a state to make 
addiction a criminal offence. Despite penal characteristics, the California 
program has been held to be constitutional.* This conclusion followed almost 
inevitably from the opinion expressed by the Supreme Court in Robinson v. 
California that while it was unconstitutional to impose punishment for ad- 
diction it was constitutional to provide for the “compulsory treatment” of 
the addict. 


Commitment exists under the California legislation for persons who are 
addicted to the use of narcotics (which for such purposes include the opiate 
narcotics and cocaine, but not cannabis) or who are, by reason of repeated 
use of narcotics, in imminent danger of becoming addicted. 


Voluntary Commitment 


A person who believes himself to be addicted to narcotics or in im- 
minent danger of becoming addicted may report such belief to the district 
attorney who may, if there is probable cause, petition the superior court for 
the commitment of such person.’ 


Involuntary Commitment Outside the Criminal Law Process 


Persons Who May Apply For Commitment. Anyone who believes that a 
person is addicted to the use of narcotics or by reason of the repeated use of 
narcotics is in imminent danger of becoming addicted to their use® may 
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report such belief under oath to the district attorney who may, when there is 
probable cause, petition the superior court for the commitment of such 
person.® 


Any peace officer or health officer who has reason to believe that a 
person is addicted to the use of narcotics or by reason of the repeated use 
of narcotics is in imminent danger of becoming addicted to their use may 
take the person, for his best interest and protection, to the county hospital 
or other suitable medical institution designated by the board of supervisors 
of the county. 


Upon written application of the peace officer or the health officer, the 
physician or superintendent in charge of the designated hospital or institution 
may admit the person believed to be addicted to the use of narcotics or in 
imminent danger of becoming addicted to their use. The application shall 
state the circumstances under which the person’s condition was called to the 
officer’s attention; the date, time and place of taking the person into custody; 
and the facts upon which the officer has reasonable cause to believe that the 
person is addicted to the use of narcotics or by reason of the repeated use 
of narcotics is in imminent danger of becoming addicted to their use. The ap- 
plication shall be signed by the officer, and a copy of the application shall 
be presented to the person prior to his admittance to the hospital or insti- 
tution. 


Within 24 hours of admittance, a physician shall conduct an examination 
to determine whether the person is addicted to the use of narcotics or by 
reason of the repeated use of narcotics is in imminent danger of becoming 
addicted to their use and may provide the person with medical aid as neces- 
sary to ease any symptoms of withdrawal from the use of narcotics. 


If, after examination, the physician does not believe that the person is 
addicted to the use of narcotics or by reason of the repeated use of narcotics 
is in imminent danger of becoming addicted to their use, he shall immediately 
report his belief to the physician or superintendent in charge of the hospital 
or institution, who shall discharge the person immediately. 


If, after examination, the physician believes that further examination 
is necessary to determine whether the person is addicted to the use of 
narcotics or by reason of repeated use of narcotics is in imminent danger of 
addiction to their use, he shall prepare an affidavit which states that he has 
examined the person and has such belief. The physician or superintendent in 
charge of the hospital or institution thereupon shall have the power to detain 
the person for not more than an additional 48 hours for further examination. 


If, after such further examination, the physician does not believe that the 
person is addicted to the use of narcotics or by reason of the repeated use of 
narcotics is in imminent danger of becoming addicted to their use, he shall 
immediately report his belief to the physician or superintendent in charge 
of the hospital or institution, who shall discharge the person immediately. 
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If, after such examination, or further examination, the physician believes 
that the person is addicted to the use of narcotics or by reason of the repeated 
use of narcotics is in imminent danger of becoming addicted to their use, he 
shall prepare an affidavit which states that he has examined the person and 
has such belief, and which states the time and date of the examination and, 
if appropriate, the further examination. The physician or superintendent in 
charge of the hospital or institution thereupon shall report such belief to the 
district attorney, who may petition the superior court for a commitment of 
the person to the Director of Corrections for confinement in the narcotic 
detention and rehabilitation facility. 


Unless the petition of the district attorney, accompanied by the af- 
fidavit of the examining physician, is filed in the superior court within 72 
hours after admittance to the hospital or institution, excluding Saturdays, 
Sundays and judicial holidays, the physician or superintendent in charge 
shall discharge the person immediately.1° 


Examination and Hearing on Application for Commitment Outside the 
Criminal Law Process. Upon the filing for commitment the court shall order 
the person sought to be committed to be examined by two physicians. In the 
case of an application, pursuant to report by a physician or superintendent of 
a hospital or institution, the court need not order the person sought to be 
committed to be examined by any other physician or physicians. 


The court may also order that the person be confined pending hearing 
in a county hospital or other suitable institution designated by the board of 
supervisors of the county if the petition is accompanied by the affidavit of a 
physician alleging that he has examined such person within 72 hours prior 
to the filing of the petition, including Saturdays, Sundays and judicial holi- 
days, and has concluded that, unless confined, such person is likely to in- 
jure himself or others or become a menace to the public. In any case in 
which a person is so ordered to be confined, it shall be the duty of the per- 
son in charge of the institution to provide the person ordered confined with 
medical aid as necessary to ease any symptoms of withdrawal from the use 
of narcotics. 


When the court orders that a person be examined it appoints two 
examining physicians. If the physicians report that the person is not addicted 
nor in imminent danger of becoming addicted the petition for commitment 
is dismissed. If the report is to the contrary, the person is brought before 
the court, which informs him of his right to counsel and to a defense, in- 
cluding the right to call witnesses and to cross-examine. If he is unable to 
pay for counsel the court appoints counsel and fixes the compensation to be 
paid by the county where the person cannot be represented by a public 
defender.11 


At the hearing there is a right to have the examining physicians present 
and cross-examined.!? 
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If the court determines after hearing that the person is addicted or in 
imminent danger of becoming addicted it must order the person committed 
to the custody of the Director of Corrections. Otherwise the petition is 
denied.1? 


The right to a hearing on this issue of addiction or imminent danger of 
becoming addicted may be waived. 


If the person committed or a friend of his is “dissatisfied with the order 
of commitment” he may obtain a trial by jury on the issue of addiction or 
imminent danger of becoming addicted. The order of commitment must not 
be read to the jury nor alluded to in the trial. The petition is dismissed un- 
less a verdict of addiction or imminent danger of becoming addicted is found 
by at least three-fourths of the jury.” 


Involuntary Commitment of Convicted Persons 


Involuntary commitment within the criminal law process takes place 
following conviction in a municipal or justice court, or in a superior court, 
or following revocation of probation. Upon conviction of a defendant of any 
crime in a municipal or justice court, or following revocation of probation, 
previously granted, whether or not sentence has been imposed, if it appears 
to the judge that the defendant may be addicted or in imminent danger of 
becoming addicted, the judge must adjourn the proceedings or suspend the 
imposition or execution of sentence, certify the defendant to the superior 
court and order the district attorney to file a petition for a commitment of 
the defendant to the Director of Corrections for confinement in the narcotic 
detention, treatment and rehabilitation facility. Upon the filing of such 
petition there is a hearing in the superior court as in the case of commitment 
outside the criminal law process, with the same right to trial by jury if the 
person who is committed is dissatisfied with the order of commitment. The 
same procedures apply where the conviction has taken place in the superior 
court. 

If the examining physicians or the court find that the person is not 
addicted nor in imminent danger of becoming addicted he is returned to the 
criminal court for such further proceedings on the criminal charges as are 
considered to be warranted.*® 


PERSONS WHO ARE NOT ELIGIBLE FOR COMMITMENT 


The provisions for commitment following conviction do not apply to 
persons who have been convicted of murder, assault with intent to commit 
murder, attempt to commit murder, kidnapping, robbery, burglary in the first 
degree, mayhem, or certain other crimes of violence involving bodily harm 
or attempt to inflict bodily harm.** 

In order to assist judges in determining the commitment eligibility of 
addicts, the California Department of Corrections regularly provides the 
court with a set of official eligibility guidelines.‘ Basically, persons whose 
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primary problem is opiate addiction, who are manageable within CRC’s 
resources, who have only minimally trafficked in narcotics, who are over 
18, and whose previous commitments have mainly been to county jail 
facilities, are “suitable” for the program. Persons who have a history of ex- 
cessive criminality, arson or assaultive behaviour, who have been extensively 
involved in drug trafficking, who are extremely recalcitrant or therapeutically 
unresponsive, who suffer from certain medical or psychiatric disorders (e.g. 
sex deviance, chronic psychosis, senility), who have repeatedly absconded or 
experienced addiction relapse in the past, or who require extreme protective 
custody (e.g., homosexuals, persons having to serve a subsequent period of 
institutionalization), are considered unsuitable for commitment to CRC. In 
addition, judges are advised to give “careful consideration” to parolees and 
persons who have other confinements pending or outstanding deportation war- 
rants before committing them to CRC. 


The legislation provides that in unusual cases, where the interest of 
justice best be served, the judge may, with the concurrence of the district 
attorney and defendant, order commitment notwithstanding that the defendant 
falls within an ineligible category.! 

CRC is not obliged to receive a person who has been committed. If the 
Director of Corrections concludes that the person, because of excessive 
criminality or for other relevant reason, is not a fit subject for confinement 
or treatment in such narcotic detention, treatment and rehabilitation facility, he 
shall return the person to the court in which the case originated for such 
further proceedings on the criminal charges as the court may deem war- 
ranted,”° or in the case of commitment outside the criminal law process, he 
may order the person discharged. According to one commentator there was 
initially some judicial resentment at committed addicts being refused by 
CRC, and there has since been a decrease in the rate of rejections.?? Up to 
the end of 1969 only 584 persons were returned to the courts as “unfit” for 
treatment out of a total of 11,995 commitments, or approximately 4.9% of 
all commitments.?3 


Despite the restrictive eligibility criteria for civil commitment, CRC is 
apparently increasingly accepting violent and recidivist addicts.24 To some 
degree, this must be seen as the result of increasing CRC vacancies, but it is 
probably also the consequence of many judges viewing the commitment 
“guidelines” as too exclusionary. 


In the first year of the program only about 55% of the commitments 
were convicted felons, around 25% were convicted of misdemeanour of- 
fences, and approximately 20% were not criminally charged.2° The averages 
for the period from 1962 through 1968 were: convicted felons—70%; con- 
victed misdemeanants—17% ; non-criminally charged—13%. By 1971, how- 
ever, the figures were: convicted felons—91%; convicted misdemeanants— 
6%; non-criminally charged—3%. (The figures for the period 1962 to 1968 
and the year 1971 apply to male admissions, but the proportionate distribu- 
tion is substantially the same for females.) The latest information received 
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by the Commission is that 93% of the admissions of the Center are con- 
victed felons and only 3% misdemeanants.2* Voluntary commitments have 
never represented more than two to four per cent of all admissions in any 
year.”? 


Convicted felons, who would ordinarily be sentenced to lengthy prison 
terms, are increasingly becoming the mainstay of CRC commitments. The 
relatively inflexible nature of the commitment period favours felons because 
of the shorter “sentence”, earlier “parole” opportunity and more liberal 
atmosphere provided by CRC than any of the medium or maximum security 
prisons. Convicted addict-felons civilly committed to CRC are likely to re- 
ceive “parole” (outpatient status) within 74 months while those sentenced to 
prison are not likely to receive parole for 42 months.?° 


This same relative inflexibility of the commitment period works to the 
disadvantage of persons convicted of a misdemeanour offence (particularly 
prostitution) for their maximum criminal sentence is only one year while 
they may spend up to seven (and in rare cases ten) years in the Civil Addict 
Program. It is in response to this gross inequity that the superior court judges 
are increasingly hesitant to send convicted misdemeanants to CRC. Recently, 
one of the more common sentencing alternatives for convicted misdemeanant 
addicts appears to be incarceration in a county jail (for not more than one 
year), with the sentence to be served, in whole or in part, as the probation 
officer directs. In many cases this means involvement in a community drug 
agency’s programs during the day, with nights spent in jail.2° Alternatively, 
a judge may order an addict to enroll in a community methadone program 
or allow him to serve his misdemeanour sentence in a state mental hospital. 


Although there are no data to support this contention, it can probably 
be assumed that the recent introduction of methadone maintenance programs 
in California has not only provided committing judges with a preferable 
alternative to CRC for misdemeanour offenders, but it has also attracted a 
large percentage of that small group of addicts who would traditionally have 
been “voluntary” commitments to CRC. 


MAXIMUM PERIODS OF COMMITMENT 


Involuntary commitment is for a maximum period of seven years, to 
which there may be an extension in exceptional cases of a maximum of three 
years. Voluntary commitment is for a maximum of two and a half years. This 
difference was meant to encourage voluntary commitments, but, as indicated 
above, only a very small proportion of admissions have resulted from volun- 
tary commitment. An observer has described the manner in which addicts have 
been persuaded to seek “voluntary” commitment as follows: 


.... Frequently, following the examination, those people who have been... 
called “addicts” or “imminently” in danger of becoming addicted, are given 
the opportunity to “volunteer” for commitment. They are told, with some 
reason, that if they do not volunteer for a two and a half year commitment, 
they will be involuntarily committed for seven.” 
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THE RESIDENTIAL PROGRAM 


Male inpatients live in residential units which house 60 persons each. 
The residential unit is the primary therapeutic unit with an eight-hours-a-day, 
five-days-a-week “counsellor” in each unit. Over 90% of the male inpatients 
are accommodated at the California Rehabilitation Center near Corona, which 
is a medium security institution. Most female inpatients were also housed 
at Corona until 1969, when the Corona women’s section was closed down 
and the women were transferred to a wing of the Patton State Hospital in 
San Bernadino. The Patton State Hospital setting has been described by the 
Director of CRC as “a much more minimum security institution” than Corona. 
The escape rate at Patton is about four per cent annually while it is less than 
one per cent at Corona. 


The California Rehabilitation Center at Corona has the security char- 
acteristics of a penal institution. It is surrounded by a barbed-wire fence, has 
armed guards, and maintains strict restrictions on visiting and communica- 
tions between inmates and the outside community. Escape, or attempt to 
escape, from custody under the Civil Addict Program is a crime punishable 
by imprisonment for up to seven years.?1 


CRC’s staff consists of administrative, correctional and rehabilitative 
personnel. Administrative personnel account for about 10% of the staff, the 
correctional personnel or guards, for about 70%, and the rehabilitative per- 
sonnel, consisting of counsellors, psychiatrists, psychologists, and academic 
and vocational teachers, about 20%. There are approximately 34 guards 
and one rehabilitation staff member for every 30 inpatients. As of September 
1972 the women’s facility had approximately a 2:1 inpatient to staff ratio 
(80 staff for 185 residents) while the men’s facility’s inpatient to staff ratio 
was slightly poorer than 3:1 (470 staff for about 1,600 residents). 


The superintendent of CRC has said that the counsellors have “full 
college graduation, some experience in working with delinquents, or work- 
ing in a correctional setting or in a social service agency”. Most of the coun- 
selling staff have a Department of Corrections occupational background. 
Recently CRC has begun to hire ex-addicts for both counselling and non- 
counselling positions. 


Upon arrival at CRC a new inpatient is assigned to a group of 60 (male 
facilities) or 45 (female facilities) residents with whom he or she may 
remain until transfer to outpatient status. Psychologists and counsellors 
initially administer a battery of psychometric tests and compile the new 
resident’s social, criminal and narcotic-use history. “Work therapy”, vocati- 
onal and academic training, and recreational and religious facilities are avail- 
able, as are marital and family counselling (excluding conjugal visits). 


CRC’s therapeutic program rests on the assumption that it is possible 
to change behaviour patterns by modifying certain personality factors. Drug 
dependent persons are conceived of as immature persons who must develop 
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a sense of personal and social responsibility that will enable them to live 
drug-free and crime-free lives.*? The therapeutic goals, then, include not only 
continuing narcotics abstinence but also personality changes. As one ob- 
server has put it: 


It is hypothesized that drug use is merely a symptom of aberrant personality 
patterns and inadequate socialization and that it is useless to hope to change 
the symptoms without effecting changes in patterns of thinking and reacting.” 


Until a few years ago the heart of the rehabilitation program, particular- 
ly at Corona, was daily group therapy, but there have been significant chan- 
ges since 1969 in the direction of more individualized and heterogeneous 
programs. Each dormitory-unit may have a different treatment approach and 
differential interpretations of “group therapy”. Some dormitories, for exam- 
ple, are purely vocationally or academically oriented. Some have intensive 
small-group programs, some are oriented towards behavioural modification, 
and some are deliberately modelled after therapeutic communities with ex- 
tensive use of the large-group therapy format. Initial assignment to one or 
another of these dormitory-programs is completed within two weeks after 
CRC reception by a “service unit” at Corona and a “classification commit- 
tee” (composed of staff and inpatients) at Patton State Hospital. Transfers 
from one dormitory to another can be made at any time, pending counsellors’ 
approval. 


Some observers have reported that new inpatients quickly learn to 
view the group therapy sessions (whether “small” or “large”) as a game 
(“grouping”) in which they strive to present themselves as reformed, re- 
sponsible and mature persons since “it is largely their performance in the 
group which determines when they will be permitted to leave on parole.” 
Furthermore, the 60-man residential-therapy units apparently play the game 
together, covering for each other and teaching new inpatients various tricks 
and strategies.?° 


RELEASE TO OUTPATIENT STATUS 


Release to outpatient status and discharge from the program are super- 
vised by the Narcotic Addict Evaluation Authority, which is composed of four 
members appointed by the Governor of California for a term of four years. 
The members are to be drawn as far as possible from persons having a 
“broad background in law, sociology, law enforcement, medicine, or educa- 
tion”, and “a deep interest in the rehabilitation of narcotic addicts” .3® 


When a person who has been committed has recovered from his addic- 
tion or imminent danger of addiction to such an extent that, in the opinion 
of the Director of Corrections, release in an outpatient status is warranted, 
the Director shall certify such fact to the Authority.27 Cases in which there 
has not been a certification (or recommendation) by the Director for release 
to outpatient status are automatically brought once a year before the Authority 
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for consideration. The Authority makes the formal decision to release to out- 
patient status. The Director of Corrections is responsible for the super- 
vision of persons in outpatient status. 


Formerly there was a six months’ mandatory period in inpatient status 
for all commitments. There is now no minimum inpatient period, and, technic- 
ally speaking, committed persons can be automatically released to outpatient 
status. The proportion of committed persons in outpatient status has in- 
creased in recent years. The inpatient population of CRC grew steadily to a 
total of 2,586 at the end of 1968. Since that date, however, CRC’s inpatient 
population has declined by about 36%. At the end of 1971 the California 
Civil Addict Program had approximately 8,400 persons committed to its 
custody. Of these, about 1,800 were inpatients, 5,351 were “active” out- 
patients, and the remainder were outpatients who had absconded.?8 


Inpatients are recommended for release to outpatient status when the 
staff feels they have made sufficient progress.2® An important factor in the 
decision is the extent to which the community to which the addict is returning 
is able to provide him with a reasonable basis for leading a drug-free life 
through employment and satisfactory relationships.*° 


Prior to the removal of the mandatory minimum six-month period in 
residence, the median inpatient period was about one year (range: 10 to 15 
months for males and 10 to 12 months for females). In recent years, however, 
there has been increasing pressure to reduce the period of residence, and in 
1971, the median time in residence for users dropped to seven months for 
males and eight months for females. Non-criminally charged residents have 
essentially the same median period in residence as those who have been crim- 
inally convicted, and there is no significant difference in median period of 
residence between those convicted of felonies and those convicted of mis- 
demeanours. 


CRC was engaged in an experimental “direct community release pro- 
gram” from July Ist, 1971 until June 30th, 1972, when federal funding 
was curtailed. Eligible commitments were sent directly to Parkway Center 
(a Los Angeles-based halfway house of CRC), where, after two to six weeks 
of relative residential freedom, they were released to outpatient status. This 
project was designed to handle about ten commitments a week, but because 
the Narcotic Addiction Evaluation Authority was not too favourably disposed 
towards it, the direct release program was receiving only one or two com- 
mitments per week. The relative success of this program is presently being 
evaluated.*! 


In addition, since November 1970, CRC has had an experimental 
“early release program” whereby the new commitments identified as the ten 
per cent “most likely to succeed” are released to outpatient status after ‘an 
average of about 53 days” on inpatient stay.4? An earlier experiment with 
the effects of early release indicated that after one year only 16% of the 
experimental group was still in good outpatient standing as compared to 
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32% of the control group who had been released in the usual manner.*? This 
experiment, however, did not choose the ten per cent most likely to succeed 
as in the early release program. It is felt that the results would have been 
better had it done so.*4 With respect to the rehabilitative effect of the mark- 
ed reduction in the initial inpatient stay, from a mean of 12 months in 1968 
to a mean of about 84 months in 1971, Ronald W. Wood, the Superintendent 
of California Rehabilitation Center, said: 


I think we do just as well in a shorter period of time as we were doing in 
the longer period of time. I don’t think there is any relationship between 
time as such and whether the individual is really going to be able to make 
it on the outside.“ 


Supervision in outpatient status is similar to parole. Outpatients enter 
approximately a 30-man caseload supervised by especially trained agents 
who work solely with releases from the Center. As described by Wood, 


...the outpatient program offers close but supportive supervision, small 
caseloads, antinarcotic testing, weekly group therapy, limited outpatient psy- 
chiatric care, job placement assistance, and halfway houses.“ 


Formerly, four routine and one “surprise” nalline tests were adminis- 
tered monthly for at least the first six months in outpatient status in order 
to detect a return to the use of narcotics,**7 but nalline testing was curtailed 
for budgetary reasons when CRC began to allow outpatient use of metha- 
done.*® Regular urinalysis was abandoned for budgetary reasons in late 1965 
or early 1966. Urinalysis for opiates, barbiturates, amphetamines and, if 
relevant, methadone, is conducted on a “surprise” basis for all outpatients. 
This surprise testing, however, is routinely patterned and most persons on 
outpatient status are aware of the testing pattern and can, if not readdicted, 
schedule their drug use accordingly. Furthermore, urinalysis (although felt 
to be much more reliable than nalline) is still inaccurate (both “false posi- 
tives” and “false negatives”) about 20% of the time. In the summer of 1971, 
a validity check of CRC’s contracted laboratory services revealed a urinalysis 
inaccuracy rate of 50%. The present 20% inaccuracy rate is a relatively 
recent development and is apparently considered acceptable.*® Superintendent 
Wood has stated, however, that CRC’s present urinalysis program is 95% 
accurate, although he admitted that quality control problems had obliged 
CRC to change urinalysis laboratories about four times in the last ten 
years.°° 


CRC has two halfway house facilities in Los Angeles, one for men and 
one for women. They serve as temporary residences for outpatients desiring 
release to Los Angeles who do not have any personal resources in that 
city. There are also several other halfway houses in the state which are used 
by CRC. In the opinion of observers, however, the halfway houses have 
not proved any more successful than direct release.** The Center does not 
operate any sheltered workshops. 
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METHADONE MAINTENANCE 


An important change in the policy with respect to outpatient status has 
been the decision to permit outpatients to enter an approved methadone main- 
tenance program.52? When methadone maintenance was first introduced in 
California, an outpatient at CRC had to obtain his parole agent’s permission 
before he could enter such a program. At present, however, an outpatient 
may, in many cases, enter a private methadone program of his own selection 
and then inform his parole agent. At the end of 1971, 11% of all “active” 
outpatients were in such programs. By May 1972, 17% were on methadone 
and 20% were on private methadone program waiting lists.5* It is expected 
that 50% of all outpatients of CRC will be voluntarily participating in 
methadone maintenance programs by the end of 1973.°4 


In addition to these “private” programs, the California Department of 
Corrections has, since June of 1971, sponsored its own experimental metha- 
done program for 200 addicts, 100 of whom are outpatients of CRC; the 
other 100 are parolled felon-addicts.*° 


SUSPENSION OF OUTPATIENT STATUS AND DISCHARGE FROM THE 
CIvi1L ADDICT PROGRAM 


As indicated above, the maximum commitment period, including in- 
patient and outpatient programs, is two and one half years for voluntary 
commitment and seven years for involuntary commitment, unless there is an 
extension of three years, in which case the total maximum period for involun- 
tary commitment is ten years. 


An outpatient can, however, be completely discharged from the program 
after a minimum of two years free from narcotics or three on methadone 
maintenance while abstaining from other narcotics, if he has otherwise 
complied with the conditions of his outpatient status, and if the Narcotic 
Addict Evaluation Authority concurs.°® 


A single member of the Narcotic Addict Evaluation Authority may 
suspend the release to outpatient status and cause an individual to be re- 
turned to CRC if he believes that a violation of the conditions of outpatient 
status has occurred.5? When a person is returned to inpatient status, it is 
necessary to obtain the approval of the Narcotic Addict Evaluation Authority 
before the individual can once again be released as an outpatient. 

The grounds for return to inpatient status include illicit drug use, 
criminal arrest, poor “adjustment” (for example, failure to attend group 
counselling, alcohol abuse, associating with known addicts or delinquents, 
failure to maintain regular or acceptable employment, changing jobs or 
residences without permission), and absconding.®® 

Restrictions on outpatient status have been held to be “slightly more 
encompassing than parole restrictions on non-addict felons and are usually 
administered more strictly”.5® While the ultimate authority for the decision 
as to suspension of outpatient status rests with the Narcotic Addict Evalu- 
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ation Authority, the crucial recommendation is made by the supervising 
agent. It appears that supervising agents are flexible and are becoming increas- 
ingly tolerant. Upon detection of narcotics use the parole agent may, for 
example, allow the outpatient to “clean himself up” and return for another 
test a week later, or he may temporarily suspend his outpatient status, reinstat- 
ing such status upon evidence of non-use. 


One recent innovation in the Civil Addict Program is “limited place- 
ment”. Although not described in the law, limited placement allows a re- 
addicted outpatient to return voluntarily to inpatient status for a maximum 
period of 60 days. This permits the individual to withdraw from heroin in 
the institution while assuring him of a rapid release from confinement. Once 
returned to outpatient status, the individual begins anew the drug-free period 
entitling him to early discharge. 


Outpatients who are apprehended for committing a felony are often 
returned to CRC without being prosecuted.*! In such cases district attorneys 
are apparently prepared to forego prosecution if the outpatient is returned 
to CRC. 


Less than 20 per cent of the outpatients in the program have remained 
on outpatient status for three consecutive years and thereby managed to 
obtain an early discharge from the program. Most are returned to CRC at 
least once for further inpatient treatment. While an outpatient may have his 
outpatient status revoked for violating any one of several parole conditions, 
the most common reason for such suspensions is illicit drug use. Fifty per 
cent of the first 1,209 outpatients released by the Center to outpatient status 
between June 1962 and June 1964 were detected using opiates and six per cent 
marijuana or “dangerous drugs” during their first year on outpatient status.® 
There were similar rates of drug use detection for first year releases from 1966 
through 1968 with a dramatic decline in detected drug use beginning in 
1969.8 

For most persons who are committed under the Civil Addict Program 
of California, the Program operates as a “revolving door” in which they 
continuously shuttle between inpatient and outpatient status until they are 
mandatorily discharged. By the end of 1968, for example, only 74% of those 
male commitments first released to outpatient status in 1962 had been re- 
turned to their committing court for recommended pre-expiration date dis- 
charges from the Program. For 1963 first releases to outpatient status the 
discharge figure was about 14% by the end of 1968, and for 1964 first 
releases to outpatient status about 15% by the end of 1968.* 


One observer has described the process as follows: 


...the typical addict committed to this program will spend three and a haif 
or four years locked up, perhaps a year ‘on the lam’ and only two or two 
and a half years of the seven, free in the community. 


Very few committed persons are able to complete the continuous 
drug-free period required for early discharge before being returned to in- 
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patient status. For example, only 35% of the first 1,209 persons placed on 
outpatient status between June 1962 and June 1964 remained in “good 
standing” (that is, active outpatient status) after one year. Afer three years 
(the minimum continuous drug-free period in outpatient status required at 
that time for early discharge from the Program) only 16% were still in 
“sood standing”.®* The following summation has been made of results be- 
tween 1962 and 1968: only about 30% of those released to outpatient status 
remained in such status after one year; 25% were in “good standing” after 
two years; and only 17% were discharged as “‘successes”’ after three consecu- 
tive years in outpatient status.®7 


Outpatients who have been returned to the California Rehabilitation 
Center and released again after a second period of institutionalization have 
tended to fare even more poorly than those on first release to outpatient status: 
26% in “good standing” one year after second release to outpatient status, as 
opposed to 35% in “good standing” one year after first release.®® 


It has been further observed: 


... that a large proportion of those who ‘succeed’ are not typical of the 
majority of the addict population. They are individuals who may have had 
little or no contact with opiates or were primarily users of opiate-containing 
syrups or tablets.” 


Some of the “successes”, as well, are atypical by virtue of their psychotic or 
mentally defective states.”° 


There has, however, been a distinct improvement in the success rate in 
the last few years. This is attributed, in some measure, to more lenient 
enforcement of the conditions of outpatient status. The improved results 
have been described by certain observers as follows: 


... With the institution of more lenient conditions for those remaining on 
outpatient status in 1970, the current percentages of one-year successes on 
first release are 45% for men and 50% for women.” 


Out of about 8,400 persons in the Program as of December 31, 1971 
(inpatient and outpatient), 1,995 were returned to the institution in 1971 for 
violation of their conditions of release. In the same year 644 successfullly 
completed the Program and were recommended for discharge. This was nearly 
double the number who successfully completed the Program in 1970.72 


The policy of increased leniency towards violations of the conditions of 
outpatient status has been described by the Center as follows: 


The policy of the Board [the Narcotic Addict Evaluation Authority] has been 
to give these addicts breaks; that is, reinstatements or limited placements 
(short-term returns to the institution) when they are able to work with their 
parole agent and not get involved in criminality. When they do get involved 
in criminality, they are, as a rule, returned to the institution for longer 
periods of treatment. At the present time the average length of stay in the 
institution is eight months for new commitments and about three months for 
those returned as a result of violating the conditions of their release.” 
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From September 15, 1961 through/December 31, 1971 there were total 
commitments of 16,713: men—14,590; women—2,123. As of December 31, 
1971 a total of 1,685 men and women had been recommended for discharge 
from their civil commitment after having completed two or three consecutive 
drug-free years in the community.” 


The procedure upon discharge is as follows. Convicted persons are re- 
turned to their committing court, where they are discharged from the Program 
and returned to their original convicting court (municipal, justice or superior), 
which may resume the criminal proceedings or dismiss them. If the defendant 
is sentenced, any time served in the Civil Addict Program is credited to the 
length of sentence imposed. Non-criminally charged persons are simply dis- 
charged from the Program by the Narcotic Addict Evaluation Authority.7® 


If a person is retained in the Program for the maximum period of seven 
years in the case of involuntary commitment, he is then returned to his com- 
mitting court. Unless the Director of Corrections recommends an extension 
of the commitment period (for a maximum of three additional years) and 
the committing court concurs, non-criminally charged persons are discharged 
from the Program and convicted persons are discharged and returned to their 
original convicting court for further proceedings, if any.76 


Persons who are detained for an additional three years must be released 
from the Civil Addict Program on or before expiration of ten years from the 
date of the original commitment.”” 

Where convicted persons are recommended for discharge before the 
maximum period of commitment and returned to their convicting court, the 
usual procedure, at least in northern California, in the case of conviction for 
a misdemeanor, is immediate release, and in the case of conviction for a 
felony, a nominal sentence of a few days to be served in the county jail.78 


EVALUATION 


In the Treatment Report we made some reference to critical evaluation 
of the California Civil Addict Program.’® John C. Kramer, who was Chief 
of Research of the Program for three years, was severely critical of it when 
he wrote in 1970. His general conclusion was that the Program was essen- 
tially one of imprisonment under the guise of treatment, and that it did not 
appear to be more successful in rehabilitation than the regular prison pro- 
grams for addicts in California.®° 

While there has been no systematic research comparing the success of 
those on outpatient status with paroled felon-addicts, an officer of the Depart- 
ment of Corrections has expressed the opinion that the latter probably do 
better “because, if they are returned to prison, they will probably end up 
doing eighteen months in prison versus two or three months at CRC’”.®' He 
observed, however, that comparison is difficult between the Civil Addict 
Program and the “felon program” because in the latter there is no regular 
reporting of drug use. 
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The Civil Addict Program must be evaluated with respect to its goal of 
treatment and its goal of control. With respect to treatment with a goal of 
abstinence there is no clear evidence that it is more successful than regular 
imprisonment and parole. In fact, however, there has been no controlled 
comparison of the two approaches. Nor do there appear to have been any 
follow-up studies of CRC commitments after discharge from the Program. 
Success is measured essentially in terms of good standing in outpatient 
status and the number of addicts who obtain early release through non- 
detection of illicit narcotics use for two, or in the case of methadone main- 
tenance, three years. It is noteworthy, however, that while over 90% of 
the persons in the Civil Addict Program are committed after being convicted 
of a felony, only about three per cent are returned from outpatient status 
for a new felony conviction.®? This statistic must be read, however, in the 
light of the fact, noted above, that a high proportion of outpatients who com- 
mit felonies are returned to inpatient status without prosecution. 


The chief claim of the California Program is that regardless of its rela- 
tive success as a treatment measure it is effective as a measure of control. 
This was the function which was stressed when the Program was adopted, 
and it has been repeatedly emphasized in the literature concerning the 
Program. Its chief claim to support has always been that it keeps a signifi- 
cant number of addicts off the streets and out of drug-related crime. The 
Program has also emphasized the economies effected by the increasing shift of 
emphasis to outpatient status. These claims are reflected in the following 
statements from literature published by the Program: 


The Narcotic Addict Outpatient Program staff have been able to control 
thousands of hard core addicts with the least expense to the public.... 

The cost of maintaining a person on outpatient status is about $850.00 
per capita while the cost of maintaining a person in the institution is about 
$3,900 per capita. Thus the Taxpayers have been saved considerable expense 
by decreasing the population in the institution and controlling these hard core 
narcotic addicts in the community.® 


The case for control was stated by Roland W. Wood, Superintendent 
of the California Rehabilitation Center, in 1967: 


Upon commitment to the Civil Addict Program at the California Re- 
habilitation Center persons who are uncooperative with efforts to treat them 
or are otherwise unresponsive to treatment nevertheless may be retained in 
the program for purposes of control. After a careful evaluation of experience 
in several jurisdictions (as well as our own), a long period of legal control 
was necessarily provided for therapeutic reasons. Without a legally enforce- 
able commitment, a very large percentage of addicts will not undertake 
treatment. Given the opportunity, an extremely high percentage of addicts 
will leave treatment before medically indicated. Also, without a legally en- 
forceable commitment, there is no effective way to insure post-institutional 
treatment. The lack of such treatment has been widely blamed for the high 
rate of failure in other efforts to control and treat addiction.“ 


1072 


Civil Commitment in California 


Observers concede that the Program appears to have been fairly effective 
in its control objective—although it has an absconding rate of about 
20% **—and this is attributed in some measure to the fact that the Program 
comes under the jurisdiction of the Department of Corrections. Wood has 
explained the reasons for assigning the Program to Corrections rather than a 
public health jurisdiction: 


The decision was deliberately made, by the California Legislature, for 
specific and sound reasons, to place responsibility for the state-level program 
of handling narcotic addicts in California, with the Department of Correc- 
tions. Narcotic addicts are typically delinquently-oriented and most of them 
have long histories of anti-social action. In most cases, addiction is not the 
only problem, since most addicts are also thieves, burglars, robbers, forgers, 
and sellers of narcotics. Some addicts may be hostile, rebellious, and assaul- 
tive as well. In fact, some addicts employ every possible means of escape 
and may go to great lengths to obtain narcotics during confinement. The 
narcotics addict also poses a management problem which is familiar to people 
involved in correctional work, but in some aspects clashes with commonly- 
held mental health concepts. Another feature of the Department of Correc- 
tions’ program which was instrumental in influencing this decision to place 
responsibility with the Department of Corrections, was the existence of a 
highly-developed professional aftercare service with experience in the post- 
institutional care of narcotic addicts under parole supervision.” 


The California Program has shown a definite trend away from institu- 
tionalization and towards supervision in the community. It is estimated that 
at the end of 1971 about 25% of all commitments were in residence and 
75% were in the outpatient program.** 

It is estimated that about 23% of the addict population of California is 
in the Civil Commitment Program.*® 

One reason for the failure of civil commitment programs in the United 
States to attract a higher proportion of the addict population has been the 
reluctance of judges to order commitment in cases where the total period 
in custody may be considerably longer than any prison term which could 
reasonably be imposed for the crime under consideration.®® It has been sug- 
gested that with greater emphasis on early release into the community and 
with increasing use of methadone maintenance to make such release more 
feasible, this judicial reluctance could conceivably diminish. 
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Appendix M 


Innovative Services 


INTRODUCTION: THREE YEARS OF EVOLUTION 


In 1970, in its Interim Report, the Commission used the term “‘inno- 
vative services” to designate social and medical agencies (for example, 
clinics, drop-in centres, communes and therapeutic communities) which had 
appeared primarily in response to drug-related problems, and which tended 
to reflect the aspirations and values of young people involved, not only in 
drug use, but also in various forms of social protest. The appearance of 
these services was often a result of the inability or unwillingness of establish- 
ed agencies to provide medical, psychological, and other kinds of assistance 
to drug users, and the desire of young people to be treated without being 
judged and without fear of being reported to their parents, the police or 
other authorities. 

Innovative services in 1970 provided an outlet for the expression of 
non-traditional values and, for many of those embracing new life styles, they 
were becoming both a focal point and a means of projecting their values. 
Some of these services not only dealt with acute drug-related crises but 
also began drug education programs. The orientation of these programs 
tended to differ radically from those sponsored by the police, the schools 
and other established institutions. 

Since the publication of the Interim Report, the Commission has en- 
deavoured to follow the development of the innovative services. This was 
accomplished through the distribution of questionnaires, field trips (in more 
than a dozen Canadian cities) and personal contact with the staff members 
of these agencies. 

In the last three years, the innovative services have undergone a number 
of changes in structure, orientation, quality, number and type. Some of these 
changes are clearly visible, others less so, and still others are quite intangible. 


CHANGES RELATING TO GOVERNMENT POLICY 


The most visible changes in the innovative services have occurred as 
a result of the response of various government departments on both the 
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provincial and federal levels. Policies have been developed and structures 
have been established to coordinate, subsidize and evaluate innovative 
services, to prepare directories of such services and to encourage research 
into the non-medical use of drugs. 


Since the publication of the Commission’s Interim Report, the Federal 
Government has provided support for innovative services in a number of 
ways. On January 27, 1971, the Minister of National Health and Welfare 
stated that his Department would support a greater number of innovative 
services designed to meet drug-related social problems, that grants would 
be made for experimental programs undertaken by new or existing organiza- 
tions, and that other forms of help or short-term financial assistance would 
be available to the originators of these services.1 The Commission had re- 
commended in its Interim Report that innovative services receive “the whole- 
hearted moral support and official recognition of the Federal Government”. 
The Commission had also suggested financial support for these services, 
although without specifying the terms. In addition, the Commission stressed 
that it was essential for the provinces and municipalities to take an active 
interest in these services. 


Federal Government grants have in fact been steadily increasing since 
1970. The sum of $400,000 was allocated in that year to demonstration 
projects and experimental programs by the Department of National Health 
and Welfare. In 1972-73, the budget of the Non-Medical Use of Drugs Direc- 
torate (NMUD) was an estimated $8,368,000, a major proportion of which 
($3,750,000) was slated to go directly to the financing of innovative services. 
(See Table 1 on page 187.) A portion of the money allotted to drug-related 
research and educational programs was also available to innovative services, 
depending on the extent of their involvement in research and education. 


Late in 1971, NMUD published a list (necessarily and admittedly 
incomplete) of some nine hundred agencies and services dealing with drug- 
related problems.? Many of the services listed were youth-oriented “street 
agencies”. NMUD provides year-round financing for some 75 of these groups 
and services in addition to supporting approximately 150 others through 
grants for summer staffing. Other projects receive financial assistance through 
the Local Initiatives Program, and a few through Opportunities for Youth. 


NMUD interprets its mandate fairly broadly and does not feel bound 
to assist only those services directly and exclusively concerned with drug 
users. Some experimental programs that receive grants from this and other 
federal agencies may be only peripherally or historically related to drug 
problems as such. Some of the assisted services have an openly preventive 
orientation, providing health and nutritional counselling as well as education 
in the health field in general. On the other hand, a number of services 
which had previously focussed specifically on drug-related issues have 
evolved into agencies of much wider scope with a very broad range of 
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activities. Among the latter are the “street clinics” that have moved into 
the controversial fields of community health and medical treatment especially 
related to the problems of adolescents. 


EVOLUTIONARY CHANGES 


The purpose of most of the earliest innovative services was simple and 
clear-cut: to fill the void caused by the lack of adequate medical facilities 
for drug users suffering acute health problems. The established agencies 
were inexperienced in handling these special problems, and many young 
people, especially those whose values and life style departed radically from 
conventional standards, were reluctant to appeal to them for help. At that 
time, the very appearance and existence of innovative services was symp- 
tomatic of an already serious conflict between certain categories of young 
people and the adults and institutions responsible for their health and 
education. 


Since 1970, there has been a significant change in attitudes among 
some staff members of health and educational institutions. Many of them 
have criticized the relative incompetence of the established health services 
in their handling of non-medical drug use problems, and urged the addition 
of young people who are fully conversant with the drug scene to established 
agency staffs (for example, certain hospital outpatient clinics). Such measures 
are meant to ‘bridge the generation gap’ by facilitating the experiences of 
young people in these institutions, as well as sensitizing the adult personnel 
to their special needs and problems. 


Young people too have acquired a new outlook on the non-medical 
drug use phenomenon. The issue no longer generates the same intense 
feelings that it did in 1968 and 1969. While excessive or chronic use of 
drugs may still be symptomatic of social and psychological alienation, it 
seems that most young people who use drugs occasionally and in moderation 
do not do so to express rejection of adult society or the bureaucratic “system”. 
Groups of individuals who have broken away from traditional life styles are 
increasingly expressing their dissidence in a clear and constructive manner, 
through provision of and participation in services. 


These services cover a broad range of activities. At one end of the scale 
are crisis centres and street clinics that are directly in touch with drug users 
and their problems and provide free medical assistance without conditions; 
at the other end are drop-in and community centres, communes and other 
collectives, some using semi-therapeutic methods of treatment, some forming 
therapeutic communities, and others simply offering alternate life styles. 
Some came into being for the purpose of dealing with drug-related problems 
but have evolved into places of refuge where young people can find an 
atmosphere and life style not to be found elsewhere; others have retained 
their function of providing medical services for drug users and for a variety 
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of other medical problems such as venereal disease. Still others, however, 
were created with the intention of offering and encouraging alternate life 
styles rather than as specific response to the non-medical drug use phe- 
nomenon per se. 


SOME TYPES OF INNOVATIVE SERVICES 


CRISIS CENTRES 


Although most of these services were originally created to deal with 
drug-related emergencies, their functions have continued to diversify. Over 
the past two years, there has been a continuous growth of “community 
switchboards” and “hot lines”, which are available on a 24-hour per day 
basis. Today their clientele are often people of all ages who are seeking 
information and help for a wide variety of critical problems, ranging from 
social welfare to housing. Similarly, youth clinics are increasingly oriented 
to referral and counselling rather than treatment of acute drug crises. 


The change in social attitudes that we have observed in established 
agencies has had a certain effect on the function of both crisis centres and 
youth clinics. Once hospitals and conventional medical clinics had begun to 
show a more tolerant attitude toward drug use, venereal disease and other 
adolescent problems, the referral services and crisis lines began to refer 
cases to them. This meant that crisis centre staffs were relieved of many 
serious and acute medical problems. 


It should also be observed that recently there has been a marked decrease 
in psychedelic drug emergencies brought to the attention of crisis centre 
workers. The decrease does not necessarily mean that fewer people are using 
psychedelic drugs. It seems rather that young users have become more 
familiar with drug effects than they were three years ago, and are less likely 
to experience crises which cannot be handled by their friends. In addition, 
while there are considerably fewer calls related to drug use in general, the 
calls received now more often involve prescription drugs and multiple drug 
use, including interactions between alcohol and other drugs. 


HosPITAL YOUTH WORKERS 


In its Interim Report, the Commission recommended that representatives 
of the medical profession (including psychiatrists, psychologists and other 
counselling professions) establish a system of communication and coopera- 
tion with the innovative services. 

In February 1971, the Canadian Hospital Association passed a number 
of resolutions to this effect at a conference held in Montreal under the 
auspices of the Department of National Health and Welfare. This conference 
was attended by many innovative service representatives. The two most 
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explicit of these recommendations were one suggesting an exchange of per- 
sonnel between hospitals and detached free clinics on a rotation basis and 
another proposing the addition of street workers to hospital treatment teams.° 


The Toronto General Hospital seems to have developed the most com- 
prehensive operational model for the inclusion of young people in its services.4 
Young people who are thoroughly familiar with the non-medical drug use 
scene have been working there since March 1971. These young adjuncts to 
the normal hospital staff are generally members of the youth culture and 
understand its customs and mannerisms. They work side by side with pro- 
fessionals in the hospital’s emergency department, where they are available 
18 hours a day. They make the initial contact with young people brought to 
the hospital, try to establish a positive rapport between them and the medical 
personnel, and stay with the young patients throughout all the phases of their 
hospital treatment. These youth culture representatives are also directly in- 
volved in the work of the hospital’s social service department. When a young 
patient is about to be discharged, a youth worker will try to find him food, 
clothing and shelter if necessary. The youth workers also keep the hospital 
personnel informed of community services available to meet the unique needs 
of transients and other young people. 


These hospital youth workers, then, serve as interpreters for young 
patients who have special needs and may feel alienated in the hospital set- 
ting. In addition, youth representatives may conduct lectures and seminars, 
providing in-service training for doctors, nurses and other medical personnel 
who wish to acquire a better understanding of young people. 


STREET CLINIcs® 


Since 1968-69, some crisis centres have evolved into multi-purpose 
clinics staffed night and day by young non-professionals, with the help of 
nurses and doctors. Many of these donate their time and services on a volun- 
teer basis. Over the last two years, other “free clinics” have also been set up, 
some with financial support from the provinces in the form of health service 
demonstration grants, and some with help from Federal Government employ- 
ment programs. A background paper for a brief presented to the Commission 
(prepared by the Council on Community Health Care, a subcommittee of the 
Canadian Medical Association) observes that street clinics in large cities are 
now seeing fewer young people with drug problems per se and more who are 
suffering from other medical problems.® 

Street clinics and free clinics have left behind the purely emergency 
orientation of their early days, and now also engage in preventive health 
counselling, particularly in nutrition and hygiene, including dental hygiene. 
In addition, they try to disseminate reliable information on public health 
matters. Often they are the first direct contact points in the detection and 
treatment of venereal and other infectious diseases. They also give first aid. 
Most have developed educational and “outreach” programs to serve their 
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communities, dispensing birth control information, assisting school author- 
ities with drug education, and holding well-baby and early childhood clinics. 


Street clinics and free clinics are playing an increasing role in_practical 
training for medical personnel.’ In a number of instances, they have been 
responsible for changing the attitudes of certain Canadian health service pro- 
fessionals. They have often shown the way to a less moralistic approach 
toward young people, their use of drugs, their life styles and their sexual 
behaviour. 


Some observers have predicted that in the future medicine will become 
more oriented to the style of “participatory medicine”, involving free and 
easily accessible medical care dispensed by community-oriented health 
agencies. Thus, these street clinics, originally developed for dealing with 
problems related to the non-medical use of drugs, may be pointing the way 
for the development of health care in the future. 


STREET COMMUNITY CENTRES 


With the traditional medical agencies becoming increasingly responsive 
to the needs of young people with drug-related problems, and with street 
clinics and free clinics handling other aspects of health care for young people, 
many innovative services have moved away from the health orientation which 
was their original raison d’étre and have taken up much broader activities. 
A number have turned to the creation of “alternatives” for the young and 
less young who feel alienated from the society they live in. Often the basic 
difference between these alternatives and established social institutions is 
not so much one of program content as of the degree of client participation 
in the organization and administration of these facilities. Some of these 
broader-based innovative services were begun in order to offer alternatives 
to chronic drug use. Others were created to provide alternatives to established 
institutions, conventional schools, for example, which have lost relevance in 
the eyes of some young people. Thus “free schools”, arts and crafts work- 
Shops, ecology activist organizations, food cooperatives and so forth have 
appeared in great variety. 


Street community centres may serve as meeting places for theatre work- 
shops or housing cooperative organizations, for yoga classes or music 
practice; they may provide space for “free stores” where clothing and other 
objects are exchanged, for political meetings, and many other activities. Some 
have developed “free universities” or are associated with “free school” experi- 
ments addressed to young people unsuited to or unwilling to participate in 
conventional school life. Today, very few deal in any concrete way. with 
drug-related problems or drug crises. 


These street community centres differ from therapeutic life style projects 
(described in the nextsection) in that they do not have the degree of formal 
organization necessitated by the latter’s treatment focus. 
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THERAPEUTIC COMMUNES® 


In its Treatment Report, the Commission described a number of services 
which it called “therapeutic communities”; these differ somewhat from the 
services to be discussed in this section. Therapeutic communes are generally 
youth-managed projects with treatment methods and philosophies similar to 
those of therapeutic communities like X-Kalay and Day Top, but with less 
intensive and rigorous application. The founders of these therapeutic com- 
munes do not put much store in “treatment” in the conventional sense, and 
do not make extensive use of high-powered encounter and confrontation 
group methods. Some consider the classic therapeutic community tactics to 
be somewhat manipulative and authoritarian. Therapeutic commune staffs 
will concede that this mode of treatment may be helpful to some, but insist 
that such intensive treatment is not needed by all drug users, even chronic 
users. 


Therapeutic communes are for the most part residential, though some 
function primarily as “outreach workshops” that provide activities and group 
therapy sessions without live-in facilities. Many function as halfway houses 
to which the courts and social agencies may refer young delinquents with 
drug histories; they also provide a re-entry portal for young people who have 
undergone, willingly or unwillingly, more intensive treatment modalities. The 
personnel of these communal services are largely young non-professionals, 
some former drug users themselves. 


A service of this type provides a communal living experience and a 
supportive peer group, an alternative milieu to the drug-oriented one in which 
the chronic drug user has been involved. The avowed intention is to break 
the cycle of dependency and compulsion, and to remove the drug user from 
the circle of friends who may encourage relapse. 


These services use some of the techniques of group therapy current in 
a number of therapeutic communities, but they do so in a rather loose and 
paraprofessional way. They also utilize the assistance of professionals, 
especially psychiatrists. Their success depends to a great extent on the quality 
of client relations (with a supportive peer group composed very largely of 
young people) and their ability to follow up former residents. 


The length of residence, where residence is involved, varies from one 
group to another, and even within a group. Oolagen House, for example, 
gives residence contracts for 2 to 12 months, but will occasionally allow a 
person to stay longer. 


There are now a number of “rural communes”,® life style projects 
intended for chronic speed and multiple drug users who need (or are thought 
to need) to be removed from surroundings where drugs are easily available. 
The rural commune provides a setting for abstinence, rest, and personal 
re-assessment. However, it seems that these services are now attracting 
young people with serious emotional and family problems quite apart from, 
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though often including, excessive drug use. Although professional social 
workers and psychiatrists are involved with some of them, these communal 
projects rely mostly on healthy surroundings, group living, cooperative work, 
a period of freedom from the pressures of city living and an alternative to 
the life style of obtaining and using drugs. 


The criticism often levelled at rural foster homes for city children 
applies to rural communes too, inasmuch as they count heavily on the 
intrinsic therapeutic value of life on the farm. However, the mere fact of 
getting away from the city and living in the country is no cure in itself, 
although it may be of value to some. Few rural communes are in fact self- 
sufficient, as their philosophy would have them; most depend on city-based 
projects for funds. Moreover, it would be quite unrealistic to try to convert 
speed freaks into permanent farmers. The rural communes recognize this, or 
most do, and have associated with halfway houses or urban residences 
where the cure begun in the country can be completed, and re-entry into 
the urban environment facilitated. 


Therapeutic communes, both urban and rural, seem to follow an educa- 
tional model rather than a medical or moral one. Their basic assumption 
seems to be that with the acquisition of certain survival skills, the experience 
of group living with its day-to-day give and take, and with increasing group 
awareness, the obsessive need to use drugs will tend to disappear. In these 
groups, the drug need is regarded as a symptom of personal maladjustment, 
stemming from feelings of social alienation. It is believed that with the 
activity of communal living and the necessities of feeding, clothing and 
housing the group, the need for drugs ceases to be the predominant preoccu- 
pation. Urban and rural therapeutic communes in general, rather than being 
anti-drug as such, try to instil in their members a desire to be freed of the 
drug obsession, which they consider to be a hindrance to the achievement 
of satisfaction in life. 


In this the communes do not differ significantly from the therapeutic 
communities, whose basic principle is group responsibility. In this system, 
rewards are in the form of self-fulfilling contribution to the life of the group 
as a whole, and the contribution of each participant will increase along with 
his capacity to assume responsibility within the group. 


PROBLEMS FACED BY INNOVATIVE SERVICES 


INHERENT LIMITATIONS 


While the Commission has explicitly demonstrated its support for the 
innovative services, and has recommended that they receive assistance from 
the various governments, we must point out the limitations of this form of 
social service and suggest that here, as with established agencies, there is 
room for constructive criticism. 
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The first caveat arises from the fact that these agencies, like any other, 
can fall into rigid routines and lose contact with those they intend to serve 
because of their preoccupation with their own vested interests. While it 
is true that most innovative services have remained flexible and have kept 
their personal character, and while generally speaking their contribution 
has been extremely important, there are certainly some, in no greater or 
lesser proportion than among other social institutions, which have in fact 
fallen prey to rigidity or corruption, thus destroying their communication 
with those they had originally set out to serve. No less than for other, 
more traditional service groups, it is imperative that the innovative services 
constantly re-examine the relevance of the services they offer and the 
effectiveness of their adaptation to the needs of their clientele. 


They must also resist the tendency to consider that they and they alone 
are capable of meeting the needs of young people. They have no monopoly 
in this field, and one of their most important roles is, and will certainly 
continue to be, the interpretation of the needs of a segment of the Canadian 
population to the more traditional institutions. Ideally, the reverse would be 
desirable as well. 


All experts are agreed upon the fact (which is no novelty to most of 
the competent young people now in charge of the innovative services) that 
our drug problems are bred by a combination of widely varying factors, many 
of which originate in the nature of our social institutions and the structure 
of Canadian society. This generative relationship has been perceived by the 
innovative services; they consider most of the problems coming to their 
attention, whether involving drug use or not, to be normal problems expe- 
rienced by the great majority of young people struggling to establish and 
maintain an identity in the face of the constant social and psychological 
stresses characteristic of our urban environment. When young people discuss 
the causes of their alienation with innovative service personnel, they them- 
selves identify such things as high unemployment (especially among young 
people), dissatisfaction with schools, communication breakdowns in fami- 
lies, and radical shifts in values and attitudes. This indicates that the innova- 
tive services are part of a much larger scene, and must take into account 
the entire complex of interrelated social forces. Street clinics, therapeutic 
communes and other non-conventional services cannot alone counterbalance 
the enormous, ever-present forces that create stress and alienation. In 
exercising their awareness of the factors underlying drug use, innovative staffs 
and their clientele must realize that they occupy a very small place in the 
total social mosaic, and that their efforts alone are not enough to offset the 
sources of maladjustment and alienation. They must also recognize that they 
can contribute to, as well as ameliorate, the alienation of their clients. 


There are signs, however, that this realization is in fact coming to 
pass. While the innovative services express a lack of faith in certain treat- 
ment modalities (the methods of classic therapeutic communities, for exam- 
ple), we have observed that some of them, and indeed an increasing num- 
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ber, do turn for help to established medical services. It is not out of the 
ordinary for innovative services to send their clients to psychiatrists or to 
social service and mental health clinics. They appear to be recognizing the 
necessity of an interrelationship with the established services, and to be more 
conscious of the importance of follow-up for their clients. In short, the 
innovative services seem to be recognizing increasingly that their role is to 
meet particular needs, but that they are not alone in the community and 
that their clients live in a social context whose facilities they are entitled to 
use. 


INNOVATIVE SERVICES AS SOCIAL CRITICS 


Innovative services are not always regarded kindly by the health and 
welfare professionals with whom they should be working, because they have 
assumed the role of social critics with regard to established services. They 
have often protested, sometimes with good reason, that the professionals 
concern themselves only with individual functioning and look no further than 
at the immediate causes of personal maladjustment. The radicals among the 
innovators have accused the professionals of being social manipulators who 
force adaptation to the social system, rather than being agents of creativity, 
change, self-determination and personal fulfillment. These criticisms have 
frequently been lacking in tact, and established services, particularly child 
welfare agencies, have sometimes responded with considerable animosity. 
Thus, the established agencies have themselves had occasion to feel alienated 
in their search for innovative means of dealing with youth problems. 


It must be admitted, however, that many of the innovative services would 
not have come into being had welfare agencies and social service bureaux 
not become ossified and unable to respond satisfactorily to the needs of con- 
temporary Canadian youth. The established agencies’ failure to adapt and 
the negative image entertained by young people with respect to such institu- 
tions are certainly factors behind such criticisms. However, there have been 
instances, or there were two or three years ago, where innovative services 
have not only been harshly critical but have flatly refused to cooperate with 
the established agencies. In such cases, the innovative services have carried 
on in isolation, to the detriment of their clientele. Significantly enough, sub- 
groups within certain innovative services have been seen to break away and 
set up community services working in genuine interrelationship with estab- 
lished services. 


NON-MEDICAL DruG USE IN INNOVATIVE SERVICES 
Many centres for young people with alienation or drug use problems 


have strict rules regarding the use of drugs on the premises. For many, the 
rule is total abstinence, and the use and distribution of any psychotropic 
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substance is forbidden, although in some cases little effort is made to enforce 
these regulations. Such rules are of course no absolute assurance that an 
innovative service will never contribute to the distribution or use of drugs. 
Other innovative services are much more lenient in this respect, have no rules 
against use or trafficking and do not refuse their services to clients on those 
grounds. 


The Canadian people and their governing bodies must decide whether 
financial and moral support should be given to services which may, directly 
or indirectly, in some cases and for a certain proportion of their clientele, 
encourage the illegal use of psychotropic drugs. However, two facts in par- 
ticular should be considered: first, that centres maintained by these services 
are not the only places where young people gather and where drug trans- 
actions and use could take place; second, that in many cases the innovative 
services have indeed tried to evolve a philosophy that at least does not 
encourage drug use, and many of them frankly discourage it. Rather than 
attacking the drug problem directly by imposing total abstinence, most 
services have tended to treat drug use as a symptomatic and relatively un- 
important activity, one which is unfulfilling both socially and personally, 
and for which they try to provide alternatives by emphasizing other activities 
of a creative and group nature. 


Another facet of the question of drugs and their use in the innovative 
services is the presence of young ex-users on staff. In Canada and the 
United States, many of the classic therapeutic communities are staffed with 
and run by former heroin users. However, the innovative services sometimes 
employ people who are current users of illict drugs (cannabis, for example) 
as well as those who have been seriously involved in chronic drug use in the 
past. In the innovative service context, experience with drug use is con- 
sidered to be a useful asset, increasing the staff member’s understanding of 
his clients’ problems and facilitating recognition of the various types and 
phases of intoxication. However, there appears to be a tendency on the part 
of innovative services to evaluate a potential staff member’s competence on 
the basis of his ability to handle specific responsibilities rather than on his 
drug history. 

Canadians would probably find it reassuring to see a former heroin 
addict hired for the staff of an innovative service, feeling that he would be 
likely to promote abstinence in the clientele. If a staff member is a current 
user, however, a great many parents, teachers and others interested in the 
service would justifiably have reservations, fearing that he might condone 
or even encourage the use of drugs by young people. While innovative 
services are not expected to be monasteries or places of penitence, backers 
and staff members should see that norms compatible with the stated and 
implicit goals of the service and compatible with existing laws are laid forth 
and respected. There are cases where this means complete abstinence for 
both staff and clientele. 
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DRUG INFORMATION ROLE FOR INNOVATIVE SERVICES 


There is no doubt that the innovative services have played a useful 
role in the dissemination of information about drugs. This was particularly 
true in the period when there were few other sources, since many doctors, 
educators and others from whom such information is usually sought knew 
little about psychotropic drugs, the youth culture, or the underlying factors 
of drug use. Today, however, there are many doctors, psychiatrists, nurses, 
educators and parents who are reliably knowledgeable about these things, 
and who have a sympathetic understanding of the special problems of young 
people. They can now also be counted on for information concerning drugs 
and the youth culture. 


The Commission is of the opinion that, while the innovative services 
should continue to play an informational and educational role regarding 
psychotropic drugs, it should not be their exclusive responsibility, as some of 
them seem to think it should, and they should cooperate with others who 
have special expertise and insight. The community is perfectly within its 
rights in requiring that innovative services, like other agencies which dispense 
such information, must be accurate and that their knowledge of drugs, drug 
effects and the factors underlying their use be as complete as possible. 


SOME LEGAL QUESTIONS OF CONCERN TO INNOVATIVE SERVICES 


Can the innovative services give shelter to juveniles without parental 
permission? Can they encourage juveniles with health problems to submit to 
‘medical treatment without formal authorization from their parents or 
guardians? 


The Criminal Code provides severe penalties for those who seek to de- 
prive parents or guardians of the possession of an unmarried girl under the 
age of 16 or a child of either sex under the age of 14.1° There would not 
appear to be any liability under these provisions for members of an inno- 
vative service who are merely providing shelter or other services to a run- 
away without any attempt to interfere with the right of parents or guardians 
to the possession of the minor. Under these provisions there is no duty to 
report the whereabouts of a runaway child, but a refusal to comply with a 
parent’s request for information might give rise to a question concerning 
intent. 


Under the federal Juvenile Delinquents Act* it is an offence to induce 
or attempt to induce a juvenile to leave a house of detention, industrial 
school, foster home or other establishment in which he has been placed 
under the terms of the Act. When a juvenile has escaped from one of these 
establishments, it is illegal to offer him shelter without notifying the juvenile 
court or the police. Innovative service staff must therefore notify the appro- 
priate authorities when they have on the premises a juvenile known to have 
escaped from a place of detention, and if they fail to do so they could be 
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found guilty of an offence. Under some provincial statutes, too, it is an 
offence to induce a juvenile to leave a place of detention, and knowingly 
to give him shelter when he has run away from such custody. 


Although there is a dearth of Canadian judicial authority’* on the point, 
it is generally assumed that parental consent is required for the medical 
treatment of a minor in other than emergency situations. This assumption 
is reflected in provincial child welfare and protection legislation which pro- 
vides for judicial intervention in cases in which parents refuse to consent to 
necessary medical treatment for their children. 


Such procedures are not always easy to apply in practice. Furthermore, 
obtaining parental consent, whether of necessity or as a precaution, can pose 
real problems because young people often do not want their parents to know 
of their difficulties. 

Clarification of this situation in provincial legislation would be highly 
desirable. The Public Health Protection Act'® in the Province of Quebec now 
allows for the treatment of minors of 14 or over without parental consent; 
parents must be notified, however, if the minor is sheltered for more than 12 
hours or the case is one of extended treatment. An effort at overhaul and 
updating of legal guidelines is badly needed throughout the rest of Canada 
too, for certain long-standing assumptions concerning parental control and 
consent may now be thoroughly outdated and inadequate in view of the 
physical mobility of today’s adolescents. 


STAFF BURN-OUT 


The innovative services have been plagued by the problem of staff 
“burn-out”, the loss of staff due to physical and nervous exhaustion. In 
some services this has been alleviated of late, but in others it continues. It 
results in a high rate of staff turnover and impedes effectiveness to some 
extent because of a loss of continuity in traditions, rules and standards 
evolved through experience. It is apparent that there is still room for more 
careful staff selection, as well as some system of training, however informal, 
to make staff members more resilient to the abrasive conditions they en- 
counter. Burn-out is certainly also partly attributable to the unrealistic goals 
that services sometimes set for themselves, particularly when the staff is 
untrained and inexperienced. The psychological characteristics of people 
attracted to innovative service work may also contribute to the problem. 
Generally the young adults who undertake this work are particularly effective 
because they have a great degree of empathy for the young people they are 
called on to serve, and yet are personally and socially mature enough to 
help others come to grips with their problems. The ideal staff candidate must 
therefore be able not only to resolve the alienation-bred conflicts he shares 
with other young people, but also arrive at a compromise between youthful 
aspirations and certain social exigencies. 
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Traditional health and welfare agencies and social work schools have 
recently begun to be much more open to establishing contacts and closer 
liaison with the innovative services, exchanging services with them and 
requesting them to assist in the training of their own professionals.1* This 
development may be one solution to the problem of staff burn-out in the 
innovative services. This rapprochement moreover, is seen by innovative 
staff as recognition of their own value and usefulness, and an indication of 
growing interest in what they are doing. It also gives them the opportunity 
to turn for guidance to people involved in more systematic approaches to 
understanding human behaviour. 


A second solution for burn-out would undoubtedly be hiring more and 
more competent personnel. The unorthodox structure and operation of 
services, the direct and continuous contact with young people, and the stresses 
of day-and-night service on a limited staff would seem to make burn-out 
inevitable in some cases. NMUD demonstration grants have recently made 
it possible for some innovative services to hire more staff and introduce 
shift work to reduce the strain. 


Generally speaking, staff burn-out and high turnover are less serious 
now than two years ago. This is undoubtedly due in part to greater experience 
in managing the unorthodox innovative service methods, but also to the fact 
that, with more adequate financing, many services have staffs that are 
numerically more adequate for the job to be done. 


ORGANIZATIONAL STRUCTURE 


It is typical of the innovative services that day-to-day decisions affecting 
conditions for the clientele are made by the staff at informal meetings. Most 
of the services, however, also have boards of directors or advisory boards 
which, in principle, make the larger organizational decisions. The short his- 
tory of innovative services is fraught with conflicts arising from differences 
between board members or advisors on the one hand and staff members in 
direct contact with day-to-day realities on the other. Many young staff mem- 
bers have no doubt been ‘turned off’ by the necessity of complying with 
directives or of taking counsel from advisors who seem, and often are in fact, 
far removed from the realities of the service. It is clear that over the last two 
or three years a considerable number of young people involved in the organ- 
ization and operations of the services have acquired a positive sense of 
social responsibility and also by now a good deal of experience in the man- 
agement of social services. However, it is not easy to persuade innovative 
staff members that conflicts between the generations will hardly diminish if 
they themselves cannot be articulate in explaining the needs of young people 
to adults who are sufficiently interested in them to serve voluntarily on inno- 
vative service boards. 


If innovative services are to avoid the problems of impersonality inher- 
ent in “top-down” planning and policy-making without consultation, their 
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size and scope must be kept within reasonable proportions. There is no doubt 
that unwieldy size breeds formality and impersonality, and necessitates a 
complex bureaucratic structure. 


DETECTION AND CONTROL OF YOUTHFUL HEROIN USE 


Judging from reports received by the Commission from its observers 
in the various provinces over the past year, there has been a marked increase 
in heroin use among young people. Intervention during the ‘honeymoon’ 
(or ‘chipping’) period of experimentation is of course crucial in heading 
off dependence. Most well established treatment programs have no direct 
means of contacting youthful heroin users who are not yet dependent on 
the drug but are in danger of becoming so. Nor do they have any indirect 
means of reaching them. The innovative services, particularly the youth-run 
services with outreach programs, could play an important role with youthful 
heroin users of this kind. The staffs of these services, by developing a good 
rapport with these young people and maintaining continuous friendly con- 
tact, may be able to prevent them from assuming a daily consumption pat- 
tern, even if they cannot persuade them to give up the drug entirely. If they 
are alert and keep close watch over young people who have either tried 
heroin or are exposed to its use, they could prevent the latter from using 
and encourage abstinence (or detoxification, if necessary) among novice 
users. 


FUNDING: POLICY AND PROGRAMS 


As mentioned earlier, federal funding has been available to the innova- 
tive services from three sources. Most important are grants for experimental 
and demonstration projects from the Non-Medical Drug Use Directorate, but 
there are also sums of money provided through the Local Initiatives and 
Opportunities for Youth programs to cover staff salaries for services which 
are generally of an innovative nature. The application of funds from these 
sources tends to overlap to some extent. We note five special problems 
related to the funding of innovative services. 


PROVINCIAL AND MUNICIPAL SUPPORT 


In granting funds through NMUD for the launching of experimental or 
demonstration projects, the Federal Government’s intention has been to give 
these projects an opportunity to prove their usefulness. It is hoped, once 
their usefulness to their communities has been demonstrated, that their sup- 
port would be taken over by the provincial and local governments whose 
jurisdictions benefit by these programs and the efforts of their staffs. 


Some projects do not succeed in demonstrating sufficient usefulness 
within the time allotted (three years maximum). This is either because pro- 
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vincial and municipal criteria for the fixing of priorities differ greatly from 
those of the innovative service founders, or because the usefulness of a 
service is simply not apparent. Some services, moreover, have failed to 
look to the future; they have realized too late that after a year or two their 
role might well be taken over by the more traditional services (hospital out- 
patient clinics, community centres or local health centres) and have not made 
efforts to establish an interpretative and coordinating relationship with those 
services. 


If the innovative services have difficulty in finding other sources of sup- 
port when their federal grants terminate, the Federal Government is at least 
partially at fault. There has been no joint planning or anticipatory agree- 
ment with the provinces and municipalities, and no effective dialogue on 
health and welfare which might lead the provinces to realize the importance 
of gradually taking over the support of services which have proven their 
usefulness. This being so, it is understandable that provincial health and wel- 
fare departments may be disinclined to take over sponsorship of services 
that they did not bring into being and which may not fit into their system 
of priorities. 


A number of arrangements could be worked out to ease the transition 
from federal to other funding. While we recognize that the Federal Govern- 
ment has put a time limit on its support in order to avoid making direct 
operating grants to services properly falling within the jurisdictions of pro- 
vincial and municipal health and welfare departments, nonetheless it could 
have conceived other ways of withdrawing the financial support of these 
services. Instead of simply cutting off its support after two or three years, 
NMUD might have devised a predetermined tapering off, contributing, say, 
75% of operating costs for the second year, 60% for the third, 30% 
for the fourth. Such a solution would give the services time to find alternate 
funding from the provinces, municipalities or private sources. It might en- 
courage them, too, to sell their usefulness and effectiveness to a number of 
potential backers, including some in their own local communities. 


GRANTS FOR STAFFING 


As we have observed, both the Opportunities for Youth summer pro- 
grams and the Local Initiatives programs have provided funding for many 
projects, particularly for staff salaries. In the interests of establishing a fully 
consistent body of policy regarding non-medical drug use and its prevention, 
it appears to the Commission that all federal grants to innovative services 
might best be handled, directly or indirectly, through NMUD. Despite its 
own early organizational difficulties, the Directorate is now in a position to 
operate its programs effectively and to keep pace with the evolution of the 
social movement that has sprung from drug abuse problems and the solutions 
that young people and the society as a whole have tried to bring to those 
problems. 
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Without discarding the possibility of coordination between NMUD 
demonstration projects and Local Initiatives and Opportunities for Youth 
projects, the Commission feels that NMUD and the Department of National 
Health and Welfare are in the best position to develop the kind of broad- 
based planning that will foster a degree of social cohesion. 


THE “INNOVATIVE” LABEL 


NMUD has attempted to give its grants to projects considered “inno- 
vative” or original. The Commission does not intend to be negative about 
the practicality of this criterion, but nevertheless wishes to point out that 
innovation is a very relative concept. What is innovative for a town 200 
miles north of Ottawa is probably not so for Toronto, Montreal or Van- 
couver. Some projects have in fact made a step in the right direction and 
have filled a need in communities where services are few or lacking in 
variety, and yet have failed or found it difficult to prove sufficient innova- 
tiveness to obtain grants. No doubt there has been reason to question the 
originality of certain small-town projects which are no more than copies 
of well established services in large cities. However, it seems reasonable for 
the Directorate’s regional and local representatives to rate such a project in 
relation to whether or not the community needs its service, since it may 
indeed be new and original in that particular context. 


PROGRAM DESIGN IN RELATION TO DRUG USE PROBLEMS 


Of late, NMUD has been less insistent that innovative services be de- 
signed specifically to deal with drug-related problems. To qualify for grants, 
experimental and demonstration projects no longer need to show that their 
purpose is first and above all to serve a clientele already suffering health 
problems arising directly from drug abuse. 


The Commission believes that this change of emphasis was appropri- 
ate. Indeed, as we have already observed, innovative service staffs are be- 
coming increasingly aware that if their projects are to be effective they 
must take into account much broader-based factors than the drug phenomenon 
per se. In other words, they must look to the social causes of youthful aliena- 
tion and discontent and endeavour to offer meaningful and creative activities 
and alternatives to young people who are unable to find them in conventional 
institutions. The services have been shifting their focus from drug treatment 
to prevention (as the Commission recommended in both its Interim Report 
and its Treatment Report) and have been engaging in broader community- 
based activities. 

At the present time it is not always easy to determine whether certain 
services are sufficiently oriented to drug problems to be properly within 
NMUD’s mandate. Furthermore, many services which once provided emer- 
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gency drug-crisis intervention have moved away from their original purpose. 
Nevertheless, we believe that federal sources should continue to assist those 
services which, through social and community development activities and a 
variety of other preventive measures, are in a position to play a useful role 
in heading off situations which may lead to problem drug use. 


NMUD PoLicy AND ADMINISTRATION 


In the preceding paragraphs we have made reference a number of times 
to NMUD policy and structure. At this point we have a number of comments 
to make in this regard. Since its inception, the Directorate has changed direc- 
tors a number of times and, no doubt being aware of the rapid development 
and shifts in emphasis of the innovative services, does not appear to have 
been able to formulate any well defined body of policy. However, it has 
made a number of moves that call for comment. 


The first is certainly the establishment of regional offices. The appoint- 
ment of regional representatives is an excellent step in the development of 
the Directorate’s administrative structure. These representatives are in close 
touch with the needs of communities in their areas and are in a position to 
bring about a considerable degree of understanding and empathy in trans- 
mitting both local needs to the federal authorities and federal norms and 
directives to the local services. 


However, there are hazards inherent in these regional structures. Some 
of the provincial offices are already very bureaucratic and, perhaps because 
of the large number of services they must know, assist, coordinate and 
sometimes manage or regroup, their contact with the ‘grass roots’ may be 
poor or even non-existent. There have been cases of erroneous information 
received from regional offices by observers, researchers and others concerned 
with the innovative services, leading to miscalculations and considerable 
loss of time. 


Some of the regional representatives were at one time initiators of 
innovative services. Such choice is logical and in many cases has been highly 
successful, for such people often have remarkably charismatic personalities in 
addition to an understanding of the problems and priorities of young people. 
Although sometimes lacking experience, many former innovative service 
managers have in fact developed considerable talents as coordinators and 
organizers. It cannot be assumed, however, that all young people are capable 
of making the transition from the youth culture to effective representation 
of NMUD. 


There are certain problems inherent in the Directorate’s methods of 
evaluating innovative services. NMUD should realize that evaluators sent 
from Ottawa can hardly be expected to make a profound analysis of a 
service’s operation, philosophy and usefulness in a total context on the basis 
of a whirlwind one-day visit. The local representative’s judgment, on the 
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other hand, may be biased, either because of too close a proximity to a 
service or concern that service managers may go to the regional director 
protesting reductions in their grants or the imminent demise of their services. 
It must further be recognized that wise and impartial evaluation of services 
is often difficult for federal or regional representatives whose personal values 
and priorities may differ from those of the innovators. 


In order to overcome these difficulties, the Directorate should require 
that project plans include at least an outline of evaluative research and a 
statement of the criteria through which, in the judgment of the project 
initiators themselves, the proposed service will be able to function adequately 
and achieve its goals. This requirement would stimulate the initiators to 
consider the various operational methods of evaluating their service; it would 
also help them to identify the signs of their success or failure. Effective 
evaluation of a project and the size of the grant assigned to it should be 
based at least partially on self-evaluation and self-imposed criteria. 


EVALUATION: THE IMPORTANCE OF CLIENT PARTICIPATION 


There are a number of different criteria which may provide a basis of 
classification of innovative services, allowing comparison between services 
as well as a method of evaluation of the effectiveness of their responses to 
the social factors underlying the non-medical use of drugs. Innovative services 
could be compared on the basis of their sources and modes of financing. 
At one extreme would be those that have never needed government funding, 
and at the other those that would not have come into being and would not 
survive without it. A second basis of classification might be the clientele. 
Does a service address young people only, or a mixture of age groups? 
People with drug problems, or people simply looking for a life style other 
than any offered by conventional society? 


A third basis of classification might be the kind of team assembled to 
operate the service. Is the staff composed exclusively of professionals, or 
of non-professionals? Are its directors young people, adults, or a mixture of 
the two? Were present staff members previously clients? On the other hand, 
services could be classified with reference to their procedures and orienta- 
tion. Is a service built around traditional medical and paramedical forms of 
treatment, or the methods of social psychology (sensitivity and encounter 
groups, etc.)? Is it mainly educational? Does it primarily offer an alternative 
life style? 

All these dimensions might provide points of departure for defining the 
differences between the innovative services. However, we are convinced that 
the continuum providing the most important and most fundamental distinc- 
tion lies in the degree of meaningful and competent participation by the 
‘grass-roots’ elements, that is to say, by those individuals with the specific 
needs the service is designed to meet. At one end of the spectrum are Services 
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in which there is total absence of such participation, and at the other, those 
where there is full participation in all aspects of the service, from conception 
ahd establishment to continuing day-to-day operation. The first might be 
qualified as exogenous or “injected from the top down”, the second as 
endogenous or “emerging”. 


In our opinion, the innovative services most likely to provide a counter- 
balance to the phenomena of alienation, personal disaffection and isolation 
are those closest to the endogenous or “emerging” type, that is to say, those 
that grow from within as an outcome of a common awareness of problems 
shared with others. Although it is evident that client participation may not 
always be appropriate in some areas of decision-making and under certain 
specific circumstances, the Commission believes that it is an important aspect 
of innovative services and that evaluation of services should take account 
of their origin, structure and internal creative strength, their contact with 
those they serve, the participation they allow their clients in decisions affect- 
ing them, and the inclusion of clients in their managing bodies, including 
boards of directors. 


An innovative service may both originate and evolve either from the 
top down or from the bottom up. Some services begun by people attempting 
to come to grips with their own problems have gradually been taken over 
by staffs who have never had and likely never will have the problems the 
service is intended to. deal with. It is evident, too, that certain services are 
at present assuming an increasingly medical orientation, in Quebec particu- 
larly, hoping to attract provincial grants for community clinics. In order to 
qualify for these grants, drop-in and community centres that have been 
dealing primarily with psycho-social problems are adding medical services; 
some, having abandoned them, are returning to them. This is a shift in 
emphasis that calls for careful scrutiny to determine whether it is prompted 
by the injection of grants or whether it really reflects the needs of the 
population. 


Among the factors involved in evaluating the innovative services, the 
Commission considers that the following five criteria deserve particular 
attention: 


1, Was the innovative service founded to compensate for real deficiencies 
in conventional medical and social services? Where this is so, and where 
the conventional services have not corrected those deficiencies, financial 
support of the innovative service is entirely justified. 


2. Is the innovative service structured so as to remain fully in touch with 
the real needs of its clientele? Has it avoided becoming unnecessarily 
routinized in its operations? Does it invite useful and appropriate client 
participation in decision-making? 


3. Has the innovative service established a system of self-evaluation? Has 
it shown itself capable of critical self-examination in the pursuit of its 
goals, both latent and explicit? 
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Does the innovative service make efforts to redefine its role as hospitals 
and social services become better equipped to take over functions that 
are properly theirs? 


Does the innovative service act as a stimulant to the conventional 
services, and can the public rely on it to interpret the needs of a dis- 
sident or deviant clientele? Does it cooperate with the other services in 
the community? 


CONCLUSIONS AND RECOMMENDATIONS 


In recent years the innovative services have been receiving a consider- 


able amount of financial and moral support, certainly from the Federal 
Government, and in many cases from provincial and municipal governments. 
This support has enabled them to diversify and move into new areas of 
activity. It is highly probable that the innovative services will be increasingly 
concerned with social rather than medical activities, offering alternatives to 
conventional life styles through drop-in and community centres, communes 
and the like. The Commission, in view of its analysis of the factors under- 
lying the non-medical use of drugs, strongly urges innovative service staffs 
and funding sources alike to pursue the move in this direction. 


1. 


2. 


3§ 


4. 


Notwithstanding its observations regarding the limitations of innovative 
services, and the fact that certain of their present functions may be taken 
over by traditional services (those functions which should normally 
fall, for example, to hospital emergency services or local health centres), 
the Commission recommends that the Federal Government continue to 
afford direct and specific financial and moral support to the innovative 
services. However, the Federal Government should take concrete steps to 
obtain provincial participation in this support, either through cost- 
sharing arrangements or some other mechanism. 


It is essential for the three levels of government and the various federal, 
provincial and municipal agencies concerned with the innovative 
services to cooperate fully in circulating all pertinent information, with- 
out which rational funding policies are very difficult to formulate and 
apply. 

Where federal programs!® overlap in the area we have described as 
that of the innovative services, there should be more effective circulation 
of useful information and coordination of activities. It may in fact be 
preferable for NMUD to take charge of coordination in planning and 
funding where the innovative services are concerned, and to be respon- 
sible for keeping evaluation records up to date. 


The Commission recommends that the Federal Government, in con- 
junction with the provinces and local community representatives, take 
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9. 


10. 


11. 


steps to decentralize the mechanisms of funding and evaluation of the 
innovative services, and that the regional structures be given real powers 
of decision. 


It is imperative that government agencies involved in innovative service 
funding develop better criteria for evaluation, and that they do so in 
consultation with the innovative service staffs. As we have already 
suggested, project plans submitted for approval should necessarily 
include an outline of the innovators’ own standards of evaluation so that 
the criteria established may relate accurately to the service’s own pre- 
determined goals. Moreover, it should be possible to construct relatively 
simple evaluation techniques and guidelines that would not intrude on 
the operation of the services or undermine their originality. Wherever 
feasible, the innovative service staff and clientele should be involved in 
the evaluation process. 


Demonstration projects sponsored by the Federal Government or the 
provincial governments should be able to provide for capital expendi- 
tures in their budgets as well as operating expenses. At present only 
the latter are allowed. 


Under present regulations, demonstration projects are subject to annual 
review and cannot in any event receive federal grants for more than 


three years. The Commission recommends that these projects receive 


annual grants on a predetermined decreasing scale, the decrease to begin 
the second year of operation provided that other sources of support 
become available by that time. Such measures would only be feasible 
if the Federal Government were to work out some form of cost-sharing 
arrangement and mutually acceptable scale of priorities with authorized 
provincial government representatives. 


Government bodies engaged in funding “free clinics” should be sensitive 
to the fact that these experimental services, which often are and should 
be critical of conventional medical institutions, have a special need to 
remain relatively independent in the conduct of their operations. 


Hospitals should seriously consider implementing projects of the type we 
have described involving the incorporation of youth workers in hospital 
teams, in order to maximize their ability to adequately serve the whole 
population. 


As the drug crisis intervention and drug information roles of innovative 
services are absorbed by larger institutions, the youth-operated services 
should increase their efforts to develop other forms of community, 
recreational, vocational, social and self-help programs. 


Community colleges and schools of social work should continue and 
expand upon the practice of using innovative services for in-service 
training, where this is consistent with their projects’ goals and needs. 
Services performed at crisis centres, street clinics and therapeutic com- 
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munes and communities should be, where appropriate, accreditable at 
institutions that grant degrees and diplomas in these aspects of social 
work. 


In evaluating the innovative services, the Federal Government, its 
regional representatives, provincial government representatives and 
local bodies should give particular attention to the quality of client 
participation in the operation of the services. The innovative services 
can and should play a role in mitigating the feelings of alienation, socio- 
political disaffection and powerlessness that have contributed to the 
non-medical use of drugs. This role they can only perform by remaining 
faithful to the principles and goals that brought them into being. The 
five evaluative critera outlined above should be regarded as among the 
most important factors to consider in the evaluation of the services. 
Originality and realism of inspiration; the quality of client participation 
in decision-making and freedom from routinization; a capacity for self- 
evaluation; adaptability to the real needs of clients; a capacity for 
working with the community’s other services: these, in our opinion, are 


- among the most vital indicators of their worth. At the same time the 


personnel engaged in these services must face squarely and accept 
their own limitations and not strive to function beyond their capacities. 
They have chosen to intervene actively and purposively in the lives of 
others. They must show a willingness to acquire the full expertise 
necessary to perform their task with responsibility and competence. Care 
must also be taken to ensure that these services do not become centres 
of alienation feeding on, and at the same time reinforcing, the alienation 
of their clients. 
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NOTES 


Canada, House of Commons Debates, January 27, 1971, 115(63): 2801. 


Canada, Department of National Health and Welfare. Agency Catalogue 
No. 1, 1972. A second edition of this catalogue is expected in the late 
summer of 1973. 


Canadian Hospital Association. Resolutions tabled at the Canadian Hospital 
Association Conference, Montreal, February, 1971. 


Youth worker projects have also been established at the Jewish General 
Hospital and the Lakeshore General Hospital in Montreal. In addition, an 
independent clinic, Youth Clinical Services, is associated with the York- 
Finch Hospital, Toronto. 

Some examples: Montreal Youth Clinic, People’s Free Clinic of Cote St. 
Luc (Montreal), Toronto Free Clinic, Scarboro Medifree, Rochdale Klinic 
(Toronto), Ottawa Street Clinic, Clinic Collective (London), Medifree 
Project (Kitchener), Klinic (Winnipeg), Vancouver Free Clinic. 


Canadian Medical Association, Council on Community Health Care. Report 
to C.M.A. Board of Directors. Ottawa, March 14, 1971. 


For example, Montreal Youth Clinic is an official extension of Meque 
Teaching Hospital. , 


. Some examples: Dirnan (Halifax), Head and Hands (Montreal), Oolagen 


House (Toronto), Kiazam (Winnipeg). 


. Some examples of rural communes organized for therapeutic purposes: 


“New Options” near Halifax, Nova Scotia; “Aware House” near St. 
John, New Brunswick; “Crossroads” near Windsor, Ontario; “Get Your 
Act Together Enterprises”, a Local Initiatives Project near Ottawa; “La 
Terre” at Wotton, Quebec. 


Criminal Code, Sections 249 and 250. 
R.S.C. 1970, c. J-3, s. 34. 


In Johnston v. The Wellesley Hospital and Williams [1971] 2. O.R. 104, 
[1971] 17 D.L.R. 3d 139, it was held that a twenty year old youth could give 
a valid consent to a course of medical treatment. The inference from the 
approach in this decision would appear to be that it is a question of fact in 
each case whether there has been a valid consent by the minor. This approach 
has been referred to as that of the “mature minor.” For recent discussions 
of consent to the medical treatment of minors see Eekelaar, J. M., “What are 
Parental Rights,” (1973) 89 L.Q.R. 210 at 224ff, and Waddington, W., 
“Minors and Health Care: The Age of Consent,” (1973) 11 O-.H.L.J. 115. 


1972 Stat. Que., c. 42, s. 36. 


Many “paramedical” staff members of innovative services want eventually 
to enter medicine in paraprofessional or professional roles. The director of 
the Ottawa Street Clinic has suggested a “medical indenturing” system 
whereby clinic personnel could attend medical school part time, while being 
credited for clinic work. 


Particularly Opportunities for Youth and Local Initiatives. 
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Abbotsford Ministerial Association, 
Abbotsford, British Columbia. 


Activator Society of British Columbia, 
Vancouver, British Columbia. 


Addiction Research Foundation, To- 
ronto, Ontario. 


Alberta Association of Students, Ed- 
monton, Alberta. 


Alberta Department of Education, Ed- 
monton, Alberta. 


Alberta Pharmaceutical Association, 
Edmonton, Alberta. 


Alcohol and Drug Concerns Inc., To- 
ronto, Ontario. 


Alcohol-Drug Education Council, 
Vancouver, British Columbia. 


Alcohol Education and Community 
Services Division, Department of 
Health and Welfare, Saint John, 
New Brunswick. 


Alcohol Education Service, Winnipeg, 
Manitoba. 


Alcoholics Anonymous, Temporary 
Central Office, Vancouver, British 
Columbia. 


Alcoholism and Drug Addiction Foun- 
dation of Newfoundland, St. John’s, 
Newfoundland. 


Alcoholism Foundation of British Co- 
lumbia, Vancouver, British Colum- 
bia. 
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Alcoholism Foundation of Manitoba, 
Winnipeg, Manitoba. 


Alcoholism Foundation of Prince Ed- 
ward Island, Charlottetown, Prince 
Edward Island. 


Alcoholism Rehabilitation 
Saskatoon, Saskatchewan. 


Centre, 


Alma Mater Society, University of 
British Columbia, Vancouver, Brit- 
ish Columbia. 


Association des parents catholiques du 
Québec, Racine, Quebec. 


Association of Canadian Distillers, 
Montreal, Quebec. 


Beta Hi-Y, c/o Y.M.C.A., Halifax, 
Nova Scotia. 


Bible Holiness Mission, Wancouver, 
British Columbia. 


B’Nai B’Rith Women, District 221, 
Montreal, Quebec. 


Board of School Commissioners’ Spe- 
cial Services Department, Halifax, 
Nova Scotia. 

Boy Scouts of Canada, Kingston 
Branch, Kingston, Ontario. 

British Columbia Parent-Teacher Fed- 
eration, Vancouver, British Colum- 
bia. 

British Columbia Pharmaceutical As- 
sociation, Vancouver, British Co- 
lumbia. 
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British Columbia Special Counsellors’ 
Association, Vancouver, British 
Columbia. 


British Columbia Voice of Women, 
Nanaimo, British Columbia. 


Calgary Public School Board, Cal- 
gary, Alberta. 


Canadian Association of Social Work- 
ers, Ottawa, Ontario. 


Canadian Bar Association, Young 
Lawyers’ Conference, Toronto, On- 
tario. 


Canadian Barristers’ Association, Al- 
berta Division, Junior Bar Section, 
Calgary, Alberta. 


Canadian Civil Liberties Association, 
New Brunswick Chapter, Frederic- 
ton, New Brunswick. 


Canadian Council of Young Drivers, 
Toronto, Ontario. 


Canadian Criminology and Correc- 
tions’ Associations, Ottawa, On- 
tario. 


Canadian Federation on Alcohol Prob- 
lems, Toronto, Ontario. 


Canadian Home & School & Parent- 
Teacher Federation, Drug Educa- 
tion Committee, Toronto, Ontario. 


Canadian Labour Congress, Ottawa, 
Ontario. 

Canadian League of Rights, British 
Columbia Branch, Vancouver, Brit- 
ish Columbia. 

Canadian Medical Association, Otta- 
wa, Ontario. 


Canadian Mental Health Association, 
Ottawa, Ontario. 


Canadian Mental Health Association, 
British Columbia Division, Vancou- 
ver, British Columbia. 


Canadian Peace Research Institute, 
Oakville, Ontario. 

Canadian Pharmaceutical Association, 
Toronto, Ontario. 

Canadian Psychiatric Association, Ot- 
tawa, Ontario. 

Canadian Rehabilitation Association, 
Ottawa, Ontario. 
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Canadian Student Liberals, Toronto, 
Ontario. 


Canadian Welfare Council, Montreal, 
Quebec. 


Catholic School Commission of Mont- 
real, English Section, Montreal, 
Quebec. 


CEGEP de Sherbrooke, services aux 
étudiants, Sherbrooke, Quebec. 


Centre d’accueil pour alcooliques et 
autres toxicomanes, Shawinigan, 
Quebec. 


Centre d’orientation, Montreal, Que- 
bec. 


Charlottetown Inter-Faith Group and 
The Priests’ Senate of the Diocese 
of Charlottetown, Charlottetown, 
Prince Edward Island. 


Charlottetown Jaycees, Charlottetown, 
Prince Edward Island. 


Charlottetown Public School Board, 
Superintendent of Schools, Char- 
lottetown, Prince Edward Island. 

Charlottetown School Principals, Su- 
perintendent of Schools, Charlotte- 
town, Prince Edward Island. 

Children’s Aid Society, Vancouver, 
British Columbia. 

Christian Reformed Church Ladies 
Society, Ottawa, Ontario. 

Church of Jesus Christ Latter-Day 
Saints, Etobicoke, Ontario. 

City of Niagara Falls, Niagara Falls, 
Ontario. 

City of Vancouver, Vancouver, Brit- 
ish Columbia. 

City of Windsor, Civic Committee on 
Drugs, Windsor, Ontario. 

Civil Liberties Association of British 
Columbia, Vancouver, British Co- 
lumbia. 

Clinique de l’enfant et de la famille, 
Montreal, Quebec. 

Clinique de réadaptation pour alco- 
oliques, Pointe-du-Lac, Quebec. 


CODA Inter-Service Club Council, 
Kingston, Ontario. 


College of Physicians and Surgeons of 
British Columbia, Vancouver, Brit- 
ish Columbia. 


Collége des pharmaciens de la pro- 
vince de Québec, Montreal, Que- 
bec. 


Comité conjoint, Alerte a la drogue, 
Three Rivers, Quebec. 


Committee on the Misuse of Drugs 
and Narcotics, Human Resources 
Development Authority, Edmonton, 
Alberta. 


Committee Representing Youth Prob- 
lems of Today (CRYPT), Winni- 
peg, Manitoba. 


Community Services Organization, 
St. Paul’s Avenue Road United 
Church, Toronto, Ontario. 


Community Welfare Planning Coun- 
cil, Winnipeg, Manitoba. 


Council on Drug Abuse, Toronto, 
Ontario. 


Crisis Centre & House of Dawn Hos- 
tel, Regina, Saskatchewan. 


Dames Champlain, Habitation Mar- 
guerite d’Youville, Fort-Coulonge, 
Quebec. 


Dawson College, Westmount, Quebec. 


Department of the Attorney General, 
Province of Prince Edward Island, 
Charlottetown, Prince Edward 
Island. 


Department of Education, Province of 
Nova Scotia, Halifax, Nova Scotia. 


Department of Education and Justice, 
Province of Prince Edward Island, 
Charlottetown, Prince Edward 
Island. 


Department of Education, Province of 
Alberta, Edmonton, Alberta. 


Département de Pharmacologie, Uni- 
versité Laval, Quebec, Quebec. 


Department of Public Welfare, Hali- 
fax, Nova Scotia. 

Department of the Solicitor General of 
Canada, Ottawa, Ontario. 


Drop-In Centre, Thunder Bay, On- 
tario. 
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Drug Advisory Council, University of 
Calgary, Calgary, Alberta. 


Drug Aid, Montreal, Quebec. 


Drug Alert Committee, 
Alberta. 


Drug Habituation Committee, British 
Columbia Medical Association, 
Vancouver, British Columbia. 


Edmonton, 


Drug Information Centre, Calgary, 
Alberta. 


Drug Information Centre, Thunder 
Bay, Ontario. 


Drug Sub Committee, Policy Commit- 
tee of the Toronto and District 
Liberal Association, Toronto, On- 
tario. 


Dufferin-Peel County Roman Catholic 
Separate School Board, Dufferin- 
Peel County, Ontario. 


Eastview Secondary School, Business 


Education Department, Barrie, 
Ontario. 
Edmonton & District Council of 


Churches, Social Action Committee, 
Edmonton, Alberta. 

Edmonton Public School Board, Ed- 
monton, Alberta. 

Elizabeth Fry Society, Kingston, On- 
tario. 

Elizabeth Fry Society, 
Branch, Toronto, Ontario. 

Elizabeth Fry Society of British Co- 
lumbia, Social Action Committee, 
Vancouver, British Columbia. 


Environmental Health Laboratory, 
Winnipeg, Manitoba. 


Toronto 


Federated Women’s Institutes of Can- 
ada, Tupperville, Nova Scotia. 


Fédération des Unions des Familles 
Inc., Montreal, Quebec. 

First Portsmouth (Kingston, Onta- 
rio) Cub and Scout Group, Kings- 
ton, Ontario. 

First United Church, Port Alberni, 
British Columbia. 


Fortune Society of Canada, Winni- 
peg Branch, Winnipeg, Manitoba. 
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Greater Kamloops Chamber of Com- 
merce, Kamloops, British Colum- 
bia. 

Greater Moncton Committee on Non- 
Medical Use of Drugs, Moncton, 
New Brunswick. 


Greater Vancouver Youth Communi- 
cations Centre, (Cool-Aid), Van- 
couver, British Columbia. 


Greater Victoria Association on Al- 
coholism, Victoria, British Colum- 
bia. 


Greater Victoria School Board, Spe- 
cial Educational Services, Victoria, 
British Columbia. 


Group (The), 
Brunswick. 


Saint John, New 


Halifax Youth Communications Clin- 
ic, Halifax, Nova Scotia. 

Halifax Youth Communications So- 
ciety, Scotia Square, Halifax, Nova 
Scotia. 


Hamilton Academy of Medicine, Ha- 
milton, Ontario. 


Hamilton Conference of the United 
Church of Canada, Kitchener, On- 
tario. 


Hamilton Local Council of Women, 
Hamilton, Ontario. 


Hamilton Presbyterian United Church 
Women, Hamilton, Ontario. 
Heads & Hands, Montreal, Quebec. 


Hoffman-LaRoche  Ltd., 
Quebec. 


Hope Reformed Church, Vancouver, 
British Columbia. 


Howe Sound Citizens’ Committee, 
Squamish, British Columbia. 


Montreal, 


Humanist Association of Canada, 
Montreal, Quebec. 


Humanist Association of Ottawa, Ot- 
tawa, Ontario. 


Information Troupe, Toronto, Onta- 
rio. 


Institut de cardiologie de Québec, 
Université Laval, Quebec, Quebec. 
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Interdepartmental Committee on Drug 
Abuse of the Province of New 
Brunswick, Fredericton, New 
Brunswick. 


Inter Service Club Council, Kiwanis 
Club of Kingston, Operation Drug 
Alert, Kingston, Ontario. 


Jaycettes, Delta, British Columbia. 


Jeune Chambre de Trois-Riviéres Inc., 
Three Rivers, Quebec. 


Jewish Family and Child Service of 
Metropolitan Toronto, Trailer Proj- 
ect, Toronto, Ontario. 


Jewish General Hospital, Institute for 
Family and Community, Depart- 
ment of Psychiatry, Montreal, Que- 
bec. 


John Howard Society of Ontario, To- 
ronto, Ontario. 


John Howard Society of British Co- 
lumbia, Vancouver, British Colum- 
bia. 

Kangaroo Court, Willowdale, Ontario. 


Kiwanis Club of Edmonton, Edmon- 
ton, Alberta. 


Kiwanis Club of Lake St. 
Montreal, Quebec. 

Kiwanis Club of Stamford Inc., Op- 
eration Drug Alert Programme, 
Niagara Falls, Ontario. 


Louis, 


Kiwanis Ontario-Quebec-Maritime 
(and Carribean) District, Casa 
Loma, Toronto, Ontario. 


Knights of Columbus, Charlottetown 
Council No. 824, Charlottetown, 
Prince Edward Island. 

Knox United Church, Agincourt, On- 
tario. 

Knox-Metropolitan United Church 
Women, Regina, Saskatchewan. 
Law Students’ Association, Faculty of 
Law, University of British Colum- 
bia, Vancouver, British Columbia. 
Legalize Marihuana Committee, Lon- 

don, Ontario. 


Local Council of Women of Toronto, 
Willowdale, Ontario. 


London Board of Education, Research 
Division, London, Ontario. 


Manitoba Association for Children 
with Learning Disabilities, Winni- 
peg, Manitoba. 


Manitoba Medical Association, Com- 
mittee on Drug Abuse, Winnipeg, 
Manitoba. 


Manitoba Psychiatric Association, 


Winnipeg, Manitoba. 


Mayor’s Committee on Youth, Ottawa, 
Ontario. 


McGill University Health Service, 
Montreal, Quebec. 


Memorial University, Students’ Union, 
Committee on Drugs, St. John’s, 
Newfoundland. 


Mental Health Clinic, 
West, New Brunswick. 


Merri-Go-Round, Youth Group, Hali- 
fax, Nova Scotia. 


Saint John 


Mississauga St. Patrick’s Catholic 
Women’s League, Mississauga, 
Ontario. 


Mississauga University Women’s Club, 
Mississauga, Ontario. 


Montreal Police Department, Youth 
Division, Montreal, Quebec. 


Montreal YMCA, Montreal, Quebec. 


Moose Jaw Council of Women, Moose 
Jaw, Saskatchewan. 


Mouvement des femmes chrétiennes, 
paroisse Ste-Famille, Sherbrooke, 
Quebec. 


Municipality of the District of Digby, 
Digby, Nova Scotia. 


Mysterious East, Fredericton, New 


Brunswick. 


Nanaimo Youth Crisis Centre, Nanai- 
mo, British Columbia. 


Narcotic Addiction Foundation of 
British Columbia, Vancouver, 
British Columbia. 


National Council of Jewish Women 
of Canada, Vancouver, British 
Columbia. 
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National Council of Women of Can- 
ada, Ottawa, Ontario. 


National Film Board, Ottawa, On- 
tario. 


National Parent-Youth Alert Inc., Ot- 
tawa, Ontario. 


New Brunswick Federation on Alcohol 
Drug Problems, McAdam, New 
Brunswick. 


New Brunswick Pharmaceutical As- 
sociation, Drug Abuse Program, 
Rothesay, New Brunswick. 


New Brunswick Teachers’ Association, 
Fredericton, New Brunswick. 


New Glasgow United Church Women, 
Charlottetown, Prince Edward 
Island. 


Newfoundland Medical Association, 
St. John’s, Newfoundland. 


Newfoundland Pharmaceutical Asso- 
ciation, St. John’s, Newfoundland. 


Newfoundland Teachers’ Association, 
St. John’s, Newfoundland. 


North Shore Unitarian Church, Social 
Action Committee, North Vancou- 
ver, British Columbia. 


North Toronto Youth Project, To- 
ronto, Ontario. 


Northland Presbytery, Manitoba Con- 
ference, United Church of Canada, 
Lynn Lake, Manitoba. 


Nova Scotia Federation of Home and 
School Associations, Truro, Nova 
Scotia. 


Nova Scotia Task Force on the Non- 
Medical Use of Drugs, Halifax, 
Nova Scotia. 


Office de la prévention et de traite- 
ment de l’alcoolisme et des autres 
toxicomanies _(OPTAT), Quebec, 
Quebec. 


Ontario Department of Education, To- 
ronto, Ontario. 


Ontario Federation of Home and 
School Associations, Ottawa, On- 
tario. 


Ontario Medical Association, Toronto, 
Ontario. 
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Ontario Progressive Conservative 
Student Association, Toronto, On- 
tario. 


Operation Crime Check, Montreal, 
Quebec. 


Ottawa-Carleton Committee on Drug 
Abuse, Ottawa Board of Education, 
Ottawa, Ontario. 


Ottawa Roman Catholic Separate 
School Board, Ottawa, Ontario. 


Ottawa United Church Women, Ot- 
tawa, Ontario. 


Oxford Presbytery (Ontario), United 
Church of Canada, Toronto, On- 
tario. 


Parents Anonymous of British Colum- 
bia. 

Parents Anonymous of Vancouver, 
North Vancouver, British Colum- 
bia. 

Parents of Drug Abusers, Kingston, 
Ontario. 


Peel County Task Force on Drugs, 
Cooksville, Ontario. 


Peel County Task Force on Drugs, 
Port Credit, Ontario. 


People’s Youth Clinic, Montreal, 


Quebec. 


Penny Farthing Victorian Coffee 
House, Toronto, Ontario. 


Penticton Parents Anonymous, Van- 
couver, British Columbia. 


Pharmaceutical Manufacturers Asso- 
ciation of Canada, Ottawa, Ontario. 


Premier’s Task Force, Charlottetown, 
Prince Edward Island. 


Presbyterian Church in Canada, Board 
of Evangelism and Social Action, 
Don Mills, Ontario. 


Prescription Services 
Windsor, Ontario. 


Incorporated, 


Primrose Conservative League of 
British Columbia, Vancouver, Brit- 
ish Columbia. 


Prince Edward Island Department of 
Education and Justice, Charlotte- 
town, Prince Edward Island. 
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Prince Edward Island Federation of 
Home & School Associations, Char- 
lottetown, Prince Edward Island. 


Prince Edward Island Federation of 
Labour, Charlottetown, Prince Ed- 
ward Island. 


Prince Edward Island Nurses Associa- 
tion, Charlottetown, Prince Edward 
Island. 


Probation Officers’ Association of On- 
tario, Toronto, Ontario. 


Protestant School Board of Greater 
Montreal, Montreal, Quebec. 


Provincial Council of Women of Brit- 
ish Columbia, Vancouver, British 
Columbia. 


Provincial Council of Women of 
British Columbia, Vancouver, Brit- 
ish Columbia. 


Provincial Council of Women of 
Edmonton, Alberta. 


Provincial Council of Women of 
Ontario, Toronto, Ontario. 


Quakers (Western Half Yearly Meet- 
ing of Friends), Argenta, British 
Columbia. 


Quebec Federal Liberal Association, 
Policy Commission, Beaconsfield, 
Quebec. 


Radicals for Capitalism, Toronto, On- 
tario. 


Regina Board of Education, Regina, 
Saskatchewan. 


Regina Special Committee on New 
Approaches to Drug Abuse, Regina, 
Saskatchewan. 


Riverside United Church, Ottawa, On- 
taro. 

Rochdale College, Board of Directors, 
Toronto, Ontario. 

Royal Canadian Mounted Police, 
Ottawa, Ontario. 

St. Andrew’s River Heights, United 
Church of Canada, Winnipeg, 
Manitoba. 


St. Andrew’s United Church Women, 
Edmonton, Alberta, 


Saint John District Council of Home 


and School Associations, Saint 
John, New Brunswick. 
Saint John Medical Society, Saint 


John, New Brunswick. 


Saint John School Board, Saint John, 
New Brunswick. 


Saint Lawrence College, Quebec, Que- 
bec. 


Saint Thomas University, Students’ 
Council, Fredericton, New Bruns- 
wick. 


Salvation Army, Toronto, Ontario. 


Sargeant Park Home and School As- 
sociation, Winnipeg, Manitoba. 


Saskatchewan Association of Social 
Workers, Saskatoon, Saskatchewan. 


Saskatchewan, the Department of At- 
torney General, Regina, Saskatche- 
wan. 


Saskatchewan Federation of Home 
and School Associations, Regina, 
Saskatchewan. 

Saskatchewan Hospital, North Battle- 
ford, Saskatchewan. 

Saskatchewan Hospital Auxiliaries As- 
sociation, Shellbrook, Saskatchewan. 

Saskatchewan Province, Regina, Sas- 
katchewan. 


Saskatchewan Provincial Council of 
Women, Regina, Saskatchewan. 


Scarborough Don Mills Inter Church 
Committee on Drug Abuse, Scar- 
borough, Ontario. 


School of Social Work, University of 
Windsor, Windsor, Ontario. 

Social Action Committee, First Baptist 
Church, Edmonton, Alberta. 

Social Planning Council of Metropoli- 
tan Toronto, Toronto, Ontario. 
Social Workers of the Mauricie Re- 

gion, La Tuque, Quebec. 
South Shore Protestant Regional 
School Board, St. Lambert, Quebec. 
Spera Foundation, Rawdon, Quebec. 
Squamish District Council, District of 
Squamish, City Hall, Squamish, 
British Columbia. 
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Students’ Council of Carleton Uni- 
versity, Ottawa, Ontario. 


Student Counselling Services, Uni- 
versity of Alberta, Edmonton, AI- 
berta. 


Students’ Union, University of Sas- 
katchewan, Regina, Saskatchewan. 


Study of Non-Medical Use of Drugs 
Committee, Hamilton and District 
Council of Women, Hamilton, On- 
tario. 

Sudbury Y.M.C.A., 
tario. 


Sireté municipale de la Ville de Mont- 
réal, Montreal, Quebec. 


Sudbury, On- 


Swift Current Local Council of Wo- 
men, Swift Current, Saskatchewan. 


Swift Current Ministerial Association, 
Swift Current, Saskatchewan. 


Tell-It-As-It-Is, Board of Directors, 
Montreal, Quebec. 


Temple Rodeph Shalom, Social Con- 
cern Committee, Montreal, Quebec. 


Thirteenth Floor Cooperative, Com- 
munity for Participants of the Uto- 
pian Research Institute, Rochdale 
College, Toronto, Ontario. 


Thomas Merton Clinic, Magog, Que- 
bec. 
Toc Alpha, Don Mills, Ontario. 


Toronto Board of Education, Toronto, 
Ontario. 


Toronto City Council, Toronto, On- 
tario. 

Toronto & District Liberal Associa- 
tion, Toronto, Ontario. 

Toronto Free Youth Clinic, Toronto, 
Ontario. 

Toronto Stake of the Church of Jesus 
Christ of Latter-Day Saints, Eto- 
bicoke, Ontario. 

Trust, Edmonton Youth Emergency 
Society, Edmonton, Alberta. 

Unitarian Service Commission, Char- 
lottetown, Prince Edward Island. 

United Church of Canada, Board of 


Evangelism and Social Service, 
Toronto, Ontario. 
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United Nations Association, Mont- 


real, Quebec. 

University Chaplain’s Association, 
University of Calgary, Calgary, 
Alberta. 

University Women’s Club of North 
York, Toronto, Ontario. 

University Women’s Club, Victoria, 
British Columbia. 

Vancouver Board of Trade, Vancou- 
ver, British Columbia. 

Vancouver City Police Department, 
Vancouver, British Columbia. 

Vancouver District Women’s Chris- 
tian Temperance Union, Vancou- 
ver, British Columbia. 

Vancouver Inner-City Service Project, 
Vancouver, British Columbia. ; 

Vancouver Jaycettes, Vancouver, Brit- 
ish Columbia. 

Victoria Voice of Women, Victoria, 
British Columbia. 

Victoria Free Clinic, Victoria, British 
Columbia. 

Victoria Youth Council, 
British Columbia. 


Wesleyan Methodist Church of Amer- 
ica in Canada, Trenton, Ontario. 


Victoria, 


West Island Social Action Committee, 
Youth Clinic, Montreal, Quebec. 


West Point Grey Liberal Policy Com- 
mittee, Quadra Constituency Asso- 
ciation, Vancouver, British Colum- 
bia. 

Windsor Civic Committee on Drugs, 
Windsor, Ontario. 

Women’s Christian Temperance Union 
of British Columbia, Victoria, Brit- 
ish Columbia. 


Women’s Christian | Temperance 
Union, Winnipeg, Manitoba. 
Women’s Institute of Prince Edward 


Island, Charlottetown, Prince Ed- 
ward Island. 


X-Kalay Foundation Society, Van- 
couver, British Columbia. 


Young Lawyers’ Conference of the 
Alberta Section of the Canadian 
Bar Association, Calgary, Alberta. 

Young Men’s Christian Association, 
Halifax, Nova Scotia. 

Young Men’s Christian Association, 
Committee on Youthful Drug Use, 
Hamilton, Ontario. 

Young Men’s Christian Association, 
Board of Directors, Montreal, Que- 
bec. 


YM-YWCA Drop-In Centre, Ottawa, 
Ontario. 


Young Women’s Christian Associa- 
tion of Canada, Toronto, Ontario. 


INDIVIDUALS 


Aimers, Mr. John L., Young Progres- 
sive Conservatives of Canada, 
Montreal, Quebec. 


Aldous, Dr. J. G., Dalhousie Univer- 
sity, Halifax, Nova Scotia. 


Amaron, Mr. Robert, Renfrew, On- 
tario. 


Anderson, Dr. R. L., University of 
Alberta, Edmonton, Alberta. 


Arenson, Mr. Kenneth, Winnipeg, 
Manitoba. 
Asselstine, Mrs. Asta, Winnipeg, 
Manitoba. 
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Assimi, Dr. A., Lakehead University, 
Thunder Bay, Ontario. 


Astin, Mrs. M., New Westminster, 
British Columbia. 


Banik, Dr. Sambhu N., University 
Hospital, Saskatoon, Saskatchewan. 


Banville, Mr. R., Sept-Iles, Quebec. 


Barclay, Mr. J. F., University of Al- 
berta, Edmonton, Alberta. 


Baron, Mr. Jonathan, McMaster Uni- 
versity, Hamilton, Ontario. 


Barootes, Dr. E. W., Regina, Sas- 
katchewan. 


Beach, Dr. Horace D., Dalhousie Uni- 
versity, Halifax, Nova Scotia. 


Beaulieu, Professor Claude, Univer- 
sity of Quebec, Montreal, Quebec. 


Bennett, Mr. Peter, Alcoholism Com- 
mittee of Saskatchewan, Regina, 
Saskatchewan. 

Bennett, Mr. Wayne, Regina, Sas- 
katchewan. 


Bertrand, Lieut. Elzear, Police De- 
partment, Quebec, Quebec. 


Blewett, Dr. Duncan, Regina, Sas- 
katchewan. 


Boddie, Dr. Charles, Memorial Uni- 
versity of Newfoundland, St. John’s, 
Newfoundland. 


Boden, Reverend Robert, Church of 
the Nazarene, Fredericton, New 
Brunswick. 


Boyce, Dr. Murray, University of 
Western Ontario, London, Ontario. 

Brady, Mr. John, University of West- 
ern Ontario, London, Ontario. 

Brand, Mr. Robert H., Burlington, 
Ontario. 

Briggs, Dr. Robert, Queen’s Univer- 
sity, Kingston, Ontario. 

Bruce, Mr. R., Guidance Specialist, 
Scarborough, Ontario. 

Buckner, Professor T., Sir George 


Williams University, Montreal, Que- 
bec. 


Burditt, Dr. A. M., Saint John, New 
Brunswick. 


Burke, Dr. H. C., Mount Allison 
University, Sackville, New Bruns- 
wick. 

Burton, Rev. A. J., Edith Ave. Unit- 
ed Baptist Church, Saint John, New 
Brunswick. 

Butler, Mr. Phillip, Vancouver, British 
Columbia. 

Campbell, Mr. Brian, 
British Columbia. 

Cargo, Mr. John, McMaster Universi- 
ty, Hamilton, Ontario. 


Vancouver, 
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Individuals 


Caron, Mr. Fernand, University of 
Quebec, Three Rivers, Quebec. 


Carter, Dr. Robert E., Sir George 
Williams University, Montreal, Que- 
bec 

Cathcart, Dr. L. M., University of 
British Columbia, Vancouver, Bri- 
tish Columbia. 


Cashen, Mrs. M. I., Ottawa, Ontario. 


Cayouette, Mr. Richard, Ministére de 
Agriculture et de la Colonisation, 
Quebec, Quebec. 

Chalmers, Mr. N. A., Q.C., Depart- 
ment of Justice of Canada, Toronto, 
Ontario. 


Chapman, Mr. Bruce, Mount Allison 
University, Sackville, New Bruns- 
wick. 


Chiles, Mr. Vernon K., Sarnia Phar- 
macy, Sarnia, Ontario. 


Christie, Miss Norma, Q.C., Depart- 
ment of Justice of Canada, Van- | 
couver, British Columbia. 


Christopherson, Mr. C. J., Vancouver, 
British Columbia. 

Clarkson, Mr. Reginald, Victoria, 
British Columbia. 

Clarkson, Professor Stephen, Univer- 
sity of Toronto, Toronto, Ontario. 


Clement, Mr. Wilfrid C., Toronto, On- 
tario. 


Cloud, Professor Jonathan, York Uni- 
versity, Downsview, Ontario. 


Cody, Mr. Howard, Vancouver, Bri- 
tish Columbia. 


Cohen, Dr. M., Children’s Hospital, 
Buffalo, New York. 


Cohen, Dr. S., Regina, Saskatchewan. 
Colby, Mr. Dennis, Toronto, Ontario. 


Cook, Dr. David, University of Al- 
berta, Edmonton, Alberta. 


Cook, Mrs. Shirley J., University of 
Toronto, Toronto, Ontario. 

Copley, Mr. D. R., Markham, On- 
tario. 


Corey, Dr. Margaret, Dalhousie Uni- 
versity, Halifax, Nova Scotia. 
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Cornil, Professor Paul, University of 
Montreal, Montreal, Quebec. 


Could, Miss Rebecca, Sackville High 
School, Sackville, New Brunswick. 


Coulombe, Mr. Roland, Montreal, 


Quebec. 
Craig, Dr. David, Edmonton, Alberta. 


Crawford, Mr. Brian, Sackville, New 
Brunswick. 


Cundill, Mr. G., Calgary, Alberta. 


Cunningham, Mr. Kenneth, Confede- 
ration College, Thunder Bay, On- 
tario. 


Danis, Mr. Armand, Westgate High 
School, Thunder Bay, Ontario. 


Davidson, Mr. Robert, University of 
Alberta, Edmonton, Alberta. 


Decarie, Professor M. G., University 
of Prince Edward Island, Charlot- 
tetown, Prince Edward Island. 


Delaney, Dr. J. A., City Coroner, 
Fredericton, New Brunswick. 


Dessureault, Professor Jacques, Uni- 
versity of Quebec, Three Rivers, 
Quebec. 


Devlin, Mr. Terry, Vancouver, British 
Columbia. 


Donovan, Mr. Greg, Nova Scotia 
Youth Agency, Halifax, Nova 
Scotia. 


Douyon, Professor Emerson, Univer- 
sity of Montreal, Montreal, Quebec. 


Dunlop, Mr. Michael, 
British Columbia. 


Dunsworth, Dr. F. A., Halifax, Nova 
Scotia. 


Vancouver, 


Ellenberger, Dr. Henri F., Univer- 
sity of Montreal, Montreal, Quebec. 


Evans, Mrs. Phyllis, Rexdale, Ontario. 
Falardeau, Professor Jacques, Uni- 


versity of Quebec, Three Rivers, 
Quebec. 


Fattah, Professor M. E., University 
of Montreal, Montreal, Quebec. 


Faulkner, Mr. John, Edmonton, AI- 
berta. 
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Fenske, Reverend T., Department of 
National Defence, Halifax, Nova 
Scotia. 

Flight, Mr. Harvey, St. John’s, New- 
foundland. 

Floyd, Mr. and Mrs. Stan, University 
of British Columbia, Vancouver, 
British Columbia. 


Forestell, Mr. Francis, Department of 
Justice, Fredericton, New Bruns- 
wick. 


Foulks, Dr. James G., University of 
British Columbia, Vancouver, Bri- 
tish Columbia. 


Fowells, Mr. Gavin, Ottawa, Ontario. 


Frank, Dr. George B., University of 
Alberta, Edmonton, Alberta. 


Freedman, Mr. Bernard, Saint John, 
New Brunswick. 


Gagné, Mr. Denis, University of 
Montreal, Montreal, Quebec. 


Gagnon, Mr. Claude, Institute of 
Medieval Studies, University of 
Montreal, Montreal, Quebec. 


Gander, Mrs. Lea, Ottawa, Ontario. 


Gaussiran, Mr. Michel, University of 
Montreal, Montreal, Quebec. 

Ghan, Mr. 
katchewan. 


Gibseghen, Mr. Hubert, Centre d’o- 
rientation, Montreal, Quebec. 
Golden, Mr. Allan, Windsor, Ontario. 


Gordon, Mr. John M., Peterborough, 
Ontario. 


Grant, Dr. Sydney, Fredericton, New 
Brunswick. 


Leonard, Regina, Sas- 


Green, Mr. B., Toronto, Ontario. 

Grindstaff, Mr. Carl, University of 
Western Ontario, London, Ontario. 

Grossman, Professor Brian, McGill 
University, Montreal, Quebec. 


Gurevich, Mr. 
Manitoba. 


Gustin, Dr. Ann, University of Sas- 
katchewan, Regina, Saskatchewan. 


Howard, Winnipeg, 


Hagen, Dr. Derek L., Fredericton, 
New Brunswick. 


Hall, Miss Dorothy, Vancouver, Brit- 
ish Columbia. 


Hansen, Dr. E. S., Acadia University, 
Wolfville, Nova Scotia. 


Hastie, Mr. J., Willowdale, Ontario. 


Hatfield, Mr. Richard, Fredericton, 
New Brunswick. 


Hawboldt, Mrs. L. S., Halifax, Nova 
Scotia. 


Henderson, Mr. Harry, Charlottetown, 
Prince Edward Island. 


Henley, Mr. Steve, St. John’s, New- 
foundland. 


Dr. Steven, University of 
Regina, Saskatch- 


Herren, 
Saskatchewan, 
ewan. 


Hill, Mr. Terry, Toronto, Ontario. 


Hill, Mr. J., Vancouver, British 
Columbia. 
Hoffer, Dr. A., Saskatoon, Sas- 
katchewan. 


Holland, Reverend D., Gonzaga High 
School, St. John’s, Newfoundland. 


Hoskin, Mr. H. F., Vancouver, British 
Columbia. 


Howell, Mrs. Sheila, Kingston, On- 
tario. 
Jamha, Mr. Roy, Edmonton, Alberta. 


Jamieson, Dr. W. R. E., Fredericton, 
New Brunswick. 


Jobson, Mr. K. B., Dalhousie Univer- 
sity, Halifax, Nova Scotia. 


Jones, Mr. R. C., Department of 
Social Development, Edmonton, 
Alberta. 


Julien, Professor M., University of 
Alberta, Edmonton, Alberta. 


Kirkham, Mr. Tim, Penticton, British 
Columbia. 


Kitz, Mr. Leonard, Q.C., Halifax, 
Nova Scotia. 

Kositsky, Mr. J., Winnipeg, Manitoba. 

Kuropatwa, Mr. Ralph, Winnipeg, 

Manitoba 
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Individuals 


Kushner, Dr. Wilkie, Halifax, Nova 
Scotia. 


Lake, Mr. B. U., Ottawa, Ontario. 


Lalonde, Dr. Pierre, University of 
Montreal, Montreal, Quebec. 


Lambert, Mr. Dave, Fredericton, New 
Brunswick. 


Lamrock, Mr. Leonard, Mount AI- 
lison University, Sackville, New 
Brunswick. 


Landry, Mr. L. P., Q.C., Department 
of Justice, Montreal, Quebec. 


Languirand, Mr. Jacques, Westmount, 
Quebec. 


LaPointe, Mr. John, Toronto, Onta- 
rio. 


Lapointe-Michaud, Mrs. Blanche, Ot- 
tawa, Ontario. 


Laud, Mr. J. H., Vancouver, British 
Columbia. 


Laverty, Professor S. G., Queen’s 
University, Kingston, Ontario. 


LeBel, Mr. Bernard, University of 
Montreal, Montreal, Quebec. 


LeBlanc, Dr. J., Clinique de réadap- 
tation pour alcooliques, Pointe-du- 
Lac, Quebec. 


Lee, Mr. Terry, McMaster Univer- 
sity, Hamilton, Ontario. 


Leon, Dr. Wolf, Provincial Depart- 
ment of Health, Charlottetown, 
Prince Edward Island. 


Leslie, Mr. David F., Vancouver, 
British Columbia. 


Levesque, Mrs. Blandine, Hopital du 
Christ-Roi, Quebec, Quebec. 


Levin, Mr. George, Mount Allison 
University, Sackville, New Bruns- 
wick. 


Levine, Dr. Saul, Hospital for Sick 
Children, Toronto, Ontario. 


Lewis, Mr. W. G., Harrow, Ontario. 


Linde, Mr. Gary, University of Brit- 
ish Columbia, Vancouver, British 
Columbia. 


P Organizations and Individuals Who Presented Submissions 


Ling, Dr. George, University of Otta- 
wa, Ottawa, Ontario. 

Lorimer, Mr. R. M., Simon Fraser 
University, Burnaby, British Co- 
lumbia. 


Love, Mr. D., Calgary, Alberta. 


Low, Professor Kenneth, Calgary, 
Alberta. 


Luka, Mr. Leslie B., Don Mills Colle- 
giate Institute, Don Mills, Ontario. 


Lundell, Dr. F. W., Montreal, Quebec. 


Lynch, Mr. Thomas, London, On- 
tario. 

Lyon, Mr. Israel, University of Mani- 
toba, Winnipeg, Manitoba. 

MacGill, Mr. Neil W., University of 
New Brunswick, Fredericton, New 
Brunswick. 

MacKenzie, Professor K. R., Univer- 
sity of Calgary, Calgary, Alberta. 

MacLean, Reverend Ian, United 
Church of Canada, Fredericton, 
New Brunswick. 


Macneill, Miss Isabel, Mill Village, 
Queen’s County, Nova Scotia. 


McAlister, Mr. Alexander, Toronto, 
Ontario. 


McAmmond, Professor D., University 
of Calgary, Calgary, Alberta. 


McBay, Mr. T. P., Vancouver, British 
Columbia. 


McCuaig, Reverend Malcolm, Church 
of St. James, Charlottetown, Prince 
. Edward Island. 

McDonald, Dr. Angus, Clarke Insti- 
tute of Psychiatry, Toronto, On- 
tario. 

McDonald, Mr. Brian R., Edmonton, 
Alberta. 

McDonald, Dr. Lynn, McMaster Uni- 
versity, Hamilton, Ontario. 

McGaw, Mr. David, Fredericton, 
New Brunswick. 

McKillop, Mr. D. B., Thunder Bay, 
Ontario. 


McLaughlin, Mr. Donald R., Mont- 
real, Quebec. 
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McLeod, Miss Illette, Wancouver, 
British Columbia. 
McLeod, Dr. Neil, Fort William 


Clinic, Thunder Bay, Ontario. 


McRae, Mr. E. D., Vancouver, British 
Columbia. 


McWhirter, Mr. K. G., Edmonton, 
Alberta. 


Mahaffy, Mr. Bry David, Ottawa, 
Ontario. : 

Mahoney, Mr. Michael, Kingston, 
Ontario. 


Malloy, Brother Kevin, Brother Rice 
High School, St. John’s, Newfound- 
land. 


Mansfield, Mr. N., Vancouver, British 
Columbia. 


Marier, Professor Gérard, University 
of Quebec, Three Rivers, Quebec. ; 


Martin, Dr. Douglas, Toronto, On- 
tario. 


Mason, Mr. Ian, University of To- 
ronto, Toronto, Ontario. 


Mechoulam, Dr. Raphael, Hebrew 
University of Jerusalem, Israel. 


Medill, Mr. James, Surrey, British 
Columbia. 


Meehan, Mr. Michael R., District of 
Sudbury Federal Prosecutor, Sud- 
bury, Ontario. 


Milton, Mrs. P. B., Saint John, New 
Brunswick. 


Mitchell, Mrs. Ellen, St. John Fisher 
Church CWL, Bramalea, Ontario. 


Moghadam, Dr. Hossein K., Univer- 
sity of Toronto, Toronto, Ontario. 


Moore, Mrs. Gerald, Truro, Nova 


Scotia. 
Morin, Dr. Yves, Institut de cardio- 
logie du Québec, Quebec, Quebec. 


Morley, Professor Gregory, Univer- 
sity of Western Ontario, London, 
Ontario. 


Morrison, Dr. William, University of 
Winnipeg, Winnipeg, Manitoba. 


Morton, Dr. A., Nova Scotia Mental 
Hospital, Dartmouth, Nova Scotia. 


Mouledoux, Professor Joseph, Sir 
George Williams University, Mont- 
real, Quebec. 

Mountenay, Dr. Donald, Regina, Sas- 
katchewan. 


Munro, Mr. Robert, London, Ontario. 


Munroe, Miss I. A., University of 
Alberta, Edmonton, Alberta. 

Murray, Mr. David, Stoney Creek, 
Ontario. 


Naidu, Dr. S. B., University of Monc- 
ton, Moncton, New Brunswick. 


Nash, Dr. John C., University of 
Waterloo, Waterloo, Ontario. 


Miss Gertrude, Montreal, 


Neamta, 
Quebec. 

Nelson, Mrs. Sally, Montreal, Quebec. 

Nevin, Mr. W. H., North Vancouver, 
British Columbia. 


Newton-Smith, Richard and Sheila, 
Windsor, Ontario. 


Nicholson, Mr. Jack, Charlottetown, 
Prince Edward Island. 


~ Nickerson, Dr. Mark, McGill Uni- 
versity, Montreal, Quebec. 

Nixon, Mr. Gary, Vancouver, British 
Columbia. 


Norman, Mr. 
Manitoba. 


Ogden, Mr. Frank, Montreal, Quebec. 

Olsson, Mrs. Staig, Saint John, New 
Brunswick. 

Page, Mr. Harold J., Victoria, British 
Columbia. 


Paterson, Mr. J. Craig, University of 
Western Ontario, London, Ontario. 


Pearce, Dr. K. I., University of Cal- 
gary, Calgary, Alberta. 

Pelletier, Mr. D., Montreal, Quebec. 

Peltier, Mr. Louis L., Jr., Thunder 
Bay, Ontario. 


Pendergast, Reverend Arthur J., Saint 
Lawrence College, Quebec, Quebec. 


Charles, Winnipeg, 
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Individuals 


Penner, Professor Rolland, University 
of Manitoba, Winnipeg, Manitoba. 

Peters, Mr. Kenneth Gordon, Educa- 
tion Resources Centre, Sudbury, 
Ontario. 

Phillips, Mr. D. L., Victoria, British 
Columbia. 


Pinard, Mr. 
Quebec. 


Pitts, Reverend F. J. H., Christ An- 
glican Church, Kitchener, Ontario. 


Pierre, Three Rivers, 


Poliquin, Mr. -kk J., Three Rivers, 
Quebec. 

Porter, Professor James, York Uni- 
versity, Toronto, Ontario. 

Potts, Mrs. Lynda, Windsor, Ontario. 

Pownall, Mr. & Mrs. Steve, Windsor, 
Ontario. 

Radouco-Thomas, Dr. C. and Dr. S., 
Laval University, Quebec, Quebec. 

Rakoff, Dr. Vivian, Clarke Institute of 
Psychiatry, Toronto, Ontario. 

Reed, Mr. Jerry, Vancouver, British 
Columbia. 

Reich, Dr. Carl J., Calgary, Alberta. 

Reiffenstein, Professor R. J., Univer- 
sity of Alberta, Edmonton, Alberta. 

Richardson, Dr. D. W., Queen’s Uni- 
versity, Kingston, Ontario. 


Richmond, Dr. R. E. G., Department 
of the Attorney General, Vancou- 
ver, British Columbia. 


Rittenhouse, Mr. J. E., Vancouver, 
British Columbia. 


Robertson, Professor A. H., Univer- 
sity of New Brunswick, Frederic- 
ton, New Brunswick. 


Robins, Dr. Lee, Washington Univer- 
sity, St. Louis, Missouri. 


Roper, Dr. Peter, Montreal, Quebec. 


Ross, Mr. Daniel, University of West- 
ern Ontario, London, Ontario. 


Ross, Mr. Peter, Sherbrooke, Quebec. 
Rothwell, Dr. A., Calgary, Alberta. 


Roxburgh, Dr. P., University of Cal- 
gary, Calgary, Alberta. 
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Rush, Professor G. B., Simon Fraser 
University, Vancouver, British Co- 
lumbia. 


Rutman, Professor Leonard, Univer- 
sity of Winnipeg, Winnipeg, Mani- 
toba. 


Ryan, Professor Stuart, Queen’s Uni- 
versity, Kingston, Ontario. 


Samuels, Mr. Jeffrey, York Univer- 
sity, Toronto, Ontario. 


Saulnier, Mr. Maurice, Maisonneuve 
University, Montreal, Quebec. 


Schafer, Mr. Reuben, Toronto, On- 
tario. 


Schlegel, Assistant Professor R. P., 
University of Windsor, Windsor, 
Ontario. 


Schumiatcher, Dr. Morris C., Q.C.,— 


Regina, Saskatchewan. 


Schwartz, Dr. Conrad J., University 
of British Columbia, Vancouver, 
British Columbia. 


Scott, Dr. George, Canadian Peniten- 
tiary Service, Kingston, Ontario. 
Segal, Dr. Mark, Dalhousie Univer- 

sity, Halifax, Nova Scotia. 


Sharpe, Mr. Robin, Vancouver, Brit- 
ish Columbia. 


Shaw, Mrs. Ellen, Richmond, British 
Columbia. 


Shragge, Mr. 
katchewan. 


Shuster, Mr. Bernard, Montreal, Que- 
bec. 


Sherve, Regina, Sas- 


Siegel, Dr. Ronald K., Dalhousie 
University, Halifax, Nova Scotia. 


Silverman, Dr. Saul, Prince Edward 
Island University, Charlottetown, 
Prince Edward Island. 


Simms, Mr. Thomas M., Saint Thom- 
as University, Fredericton, New 
Brunswick. 


Simons, Mr. Sidney, Q.C., Vancouver, 
British Columbia. 


Skirrow, Professor J., University of 
Calgary, Calgary, Alberta. 
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Slaughnwhite, Mr. Bradley, Sackville 
High School, Sackville, Nova Scotia. 


Smith, Mr. G. Brian, Sackville, New 
Brunswick. 


Solomon, Professor David, York Uni- 
versity, Toronto, Ontario. 


Solursh, Dr. L. P., Toronto General 
Hospital, Toronto, Ontario. 


Solway, Mr. Jeff, Downsview, On- 


tario. 
Spector, Dr. Malcolm, McGill Uni- 
versity, Montreal, Quebec. 


Spellman, Dr. J. W., University of 
Windsor, Windsor, Ontario. 


Stein, Mr. Allan, Spruce Grove, Al- 
berta. 


Stein, Dr. Samuel, Jewish General 
Hospital, Montreal, Quebec. 
Steinhart, Mr. James, Ottawa, Ontario. 


Stennet, Mr. R. G., Addiction Re- 
search Foundation, London, On- 
tario. 


Suthers, Mr. D., Burlington, Ontario. 


Suzuki, Dr. D., University of British 
Columbia, Vancouver, British Co- 
lumbia. 


Szabo, Dr. Denis, University of Mont- 
real, Montreal, Quebec. 


Taylor, Mr. G., Calgary, Alberta. 


Therien, Mr. Marcel M., Three Riv- 
ers, Quebec. 


Thompson, Mr. Lloyd, Saskatoon, 
Saskatchewan. 
Thurlow, Dr. John, University of 


Western Ontario, London, Ontario. 


Timovrian, Mr. J. G., University of 
Alberta, Edmonton, Alberta. 


Topping, Professor C. W., University 
of British Columbia, Vancouver, 
British Columbia. 


Trivett, Reverend D. F. L., Dalhousie 
University, Halifax, Nova Scotia. 


Trottier, Mr. Michel, Clinique pour 
Vaide a l’enfance, Quebec, Quebec. 


Tylke, Mr. Donald H., Toronto, On- 
tario. 


Unwin, Dr. J. Robertson, Allen Mem- 
orial Institute, Montreal, Quebec. 


Upfold, Mr. Michael, McMaster Uni- 
versity, Hamilton, Ontario. 


Vikander, Professor Nils, Saint Thom- 
as University, Fredericton, New 
Brunswick. 


Villeneuve, Dr. Andre, Hopital St- 
Michel-Archange, Mastai, Quebec. 
Voft, Mrs. Ruth, Regina, Saskatch- 
ewan. 

Wachna, Dr. Anthony, Windsor, On- 
tario. 

Walker, Mr. Eddy, Winnipeg, Mani- 
toba. 

Watt, Mrs. Donna, Vancouver, British 
Columbia. 

Watt, Mr. F. B., Ottawa, Ontario. 

Watt, Mr. James W., Sarnia Phar- 
macy, Sarnia, Ontario. 

Wayman, Mr. Ted, Fredericton, New 
Brunswick. 

Westmiller, Mr. W. J., Kingston, On- 
tario. 


Weston, Reverend Hugh, Saskatoon, 
Saskatchewan. 
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Individuals 


Whealy, Mr. Arthur, Toronto, On- 
tario. 


Whitehead, Professor Paul C., Dal- 
housie University, Halifax, Nova 
Scotia. 


Whitney, Miss Beverley, London, On- 
tario. 


Wilson, Mr. Ray, McMaster Univer- 
sity, Hamilton, Ontario. 

Wilson, Mr. S. L., Sackville, New 
Brunswick. 


Wood, Mr. John N., St. John’s, New- 
foundland. 


Wood, Dr. 
katchewan. 


Wright, Miss Jane E., Toronto, On- 
tario. 


J. K. Saskatoon, Sas- 


Wybranowska, Mr. A. M., Vancouver, 
British Columbia. 


Wytrwal, Mr. John, Kitchener, On- 
tario. 


Yeudall, Mr. Lorne, University of 
Alberta, Edmonton, Alberta. 


Yonge, Dr. Keith, Edmonton, AI- 


berta. 
Zlotkin, Mr. N. K., Toronto, Ontario. 
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Appendix Q 


Schedule of the Commission‘s 
Public Hearings 


TORONTO St. Lawrence Hall Oct. 16, 1969 
York University Oct. 16, 1969 
St. Lawrence Hall Oct. 17, 1969 
University of Toronto Oct. 17, 1969 
Penny Farthing Coffee House Oct. 17, 1969 
St. Lawrence Hall Oct. 18, 1969 
VANCOUVER Queen Elizabeth Playhouse Oct. 30, 1969 
Hotel Vancouver Oct. 30, 1969 
Queen Elizabeth Playhouse Oct. 31, 1969 
University of British Columbia Oct. 31, 1969 
Bistro Coffee House | Oct. 31, 1969 
VICTORIA City Hall Council Chambers Nov. 1, 1969 
MONTREAL Queen Elizabeth Hotel Nov. 6, 1969 
McGill University Nov. 6, 1969 
University of Montreal Nov. 6, 1969 
Queen Elizabeth Hotel Nov. 7, 1969 
Sir George Williams University Nov. 7, 1969 
Back Door Coffee House Nov. 7, 1969 
Queen Elizabeth Hotel Nov. 8, 1969 
WINNIPEG Norquay Building Nov. 13, 1969 
University of Manitoba Nov. 13, 1969 
Norquay Building Nov. 14, 1969 
Civic Auditorium Nov. 14, 1969 
University of Winnipeg Nov. 14, 1969 
OTTAWA National Library Dec. 12, 1969 
University of Ottawa Dec. 12, 1969 
Carleton University Dec. 12, 1969 
National Library Dec. 13, 1969 
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HALIFAX 


ST, JOHN’S 
FREDERICTON 
MONCTON 
SACKVILLE 
CHARLOTTE- 

TOWN 


KINGSTON 


QUEBEC 


REGINA 


SASKATOON 


CALGARY 


EDMONTON 


SUDBURY 
THUNDER BAY 


HAMILTON 


LONDON 


WINDSOR 


Lord Nelson Hotel 

Queen Elizabeth Auditorium 
Lord Nelson Hotel 
Dalhousie University 


Newfoundland Hotel 
Memorial University 


Lord Beaverbrook Hotel 
University of New Brunswick 


Harrison Trimble High School 
University of Moncton 


Mount Allison University 


Centennial Centre 
University of Prince Edward Island 


City Hall 
Queen’s University 


Chateau Frontenac 
Laval University 
CEGEP de Linoilou 
Chateau Frontenac 


Hotel Saskatchewan 
University of Saskatchewan 


Centennial Centre 
University of Saskatchewan 


The Calgary Inn 
University of Alberta 


Edmonton Public Library 
University of Alberta 


Sudbury Public Library 
Royal Edward Hotel 


Board of Education Building 
Board of Education Building 


Hotel London 
London Public Library 


City Hall 
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Jan. 29, 1970 
Jan. 29, 1970 
Jan. 30, 1970 
Jan. 30, 1970 


Jan. 31, 1970 
Jan. 31, 1970 


Feb. 19, 1970 
Feb. 19, 1970 


Feb. 20, 1970 
Feb, 20, 1970 


Feb. 20, 1970 


Feb, 21, 1970 
Feb. 21, 1970 


Mar. 5, 1970 
Mar. 5, 1970 


Apr. 3, 1970 
Apr. 3, 1970 
Apr. 3, 1970 
Apr. 4, 1970 


Apr. 9, 1970 
Apr, 9, 1970 


Apr. 10, 1970 
Apr. 10, 1970 


Apr. 16, 1970 
Apr. 16, 1970 


Apr. 17, 1970 
Apr. 17, 1970 


May 7, 1970 
May 8, 1970 


May 14, 1970 
May 15, 1970 


May 22, 1970 
May 22, 1970 


May 23, 1970 


THREE RIVERS 


SHERBROOKE 


LENNOXVILLE 
HALIFAX 
ST. JOHN’S 


TORONTO 


MONTREAL 


SEPT-ILES 


SAINT JOHN 
BAIE COMEAU 


CHARLOTTE- 
TOWN 


WINNIPEG 
REGINA 
EDMONTON 


VANCOUVER 


OTTAWA 


Schedule of the Commission’s Public Hearings 


CEGEP de Trois-Riviéres 
University of Quebec 
Auditorium of the Seminary 


CEGEP de Sherbrooke 
Sherbrooke University 
Wellington Hotel 


Bishop’s University 
Queen Elizabeth High School 
Newfoundland Hotel 


St. Lawrence Market 
St. Lawrence Market (evening) 


Queen Elizabeth Hotel 


Sept-Iles Hotel 
Sept-Iles Hotel (evening) 


Holiday Inn 


Caravelle Hotel 


Charlottetown Hotel 
Fort Garry Hotel 
Saskatchewan Centre 
Holiday Inn 


Vancouver Hotel 
Vancouver Hotel (evening) 


Skyline Hotel 
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Oct. 15, 1970 
Oct. 15, 1970 
Oct. 15, 1970 


Oct. 16, 1970 
Oct. 16, 1970 
Oct, 16, 1970 


Oct. 17, 1970 
Oct. 23, 1970 
Oct, 24, 1970 


Oct, 29, 1970 
Oct. 29, 1970 


Oct. 31, 1970 


Nov. 5, 1970 
Nov, 5, 1970 


Nov. 5, 1970 
Nov. 6, 1970 


Nov. 6, 1970 
Nov. 12, 1970 
Nov. 13, 1970 
Nov. 19, 1970 


Nov, 20, 1970 
Nov. 20, 1970 


Feb, 19, 1971 
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Appendix R 


Commission Research Projects 


The following list of projects reflects the major areas of our research 
and the general division of labour among Commission research personnel. 
In addition to these studies, there were numerous other miscellaneous investi- 
gations and writing tasks which were not formally classified as research pro- 
jects. Many studies were carried out in collaboration with independent 
scientists on contract in universities and other institutions, but most of the 
research program was conducted by the full-time Commission staff in Ottawa. 
The names and addresses of the contract researchers and consultants are 
listed separately in Appendix O. Full-time staff members with the Commission 
during the preparation of this Final Report are presented in Appendix N; 
former members of the staff, whose work contributed primarily to earlier Com- 
mission reports, are listed in those publications. 


The research projects varied considerably in scope and in the form 
of their end products. Some were relatively limited pilot or preliminary studies 
which were terminated after the initial data gathering or inquiry stage. Certain 
projects focussed on specific subjects in a way which led to complete working 
papers or study reports. In many instances a particular project entailed only 
a specific limited study and is not indicative of the overall examination of 
the topic by the Commission. Other projects included rather massive con- 
tinuing investigation and monitoring of broad areas. These efforts typically 
resulted in a regular flow of information to the Commissioners and senior 
staff members involved in the drafting of the Commission reports, rather than 
in specific finished papers; much of the material in these studies was con- 
tinuously up-dated and revised as new data became available. Often there 
was direct input of the primary information from research to Commission 
report drafts, without the intervening stage of separate and complete project 
reports. As far as possible the Commission has attempted to convey the essen- 
tials of its research in its published reports. Many studies were completed to 
the extent necessary for the preparation of the official Commission reports 
but have not been exhaustively exploited from a broader scientific standpoint. 
Further analysis and independent publication of information from certain 
Commission studies may be done by individual researchers after the release of 
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this Final Report. However, there will not be any further analysis or publica- 
tion of technical reports by the Commission. 

For the purpose of this appendix, the projects have been grouped into ten 
general categories according to principal area of reference, as follows: (A) 
Drug Effects; (B) Chemical and Botanical Aspects; (C) Sources and Distribu- 
tion; (D) Extent and Patterns of Use; (E) Motivation and Causal Factors; 
(F) Law and Law Enforcement; (G) Medical Treatment and Related 
Services; (H) Information and Education; (1) Mass Media; and (J) Miscel- 
laneous. Many of the projects have provided material related to more than one 
topical area, but for the sake of simplicity in this presentation we have at- 
tempted to minimize duplication and cross-references. 


A. Drug Effects 


\. Critical review of research on drug effects. 

(R. Miller, R. Hansteen, J. Brewster, P. Oestreicher, B. Hemmings, 
Z. Amit, M. Corcoran, P. Thompson, L. Wright, D. Thompson, 
R. Paterson, B. Anthony, & M. Willinsky) 

28 Investigation of cannabis psychosis. 
(R. Miller, J. Brewster, J. Anderson, & T. Ridley) 

62a. Drug-induced poisoning and death in Canada: An analysis of government 

Statistics. 

(R. Miller, & B. Hemmings) 


62b. Survey of provincial coroners regarding drug-related deaths. 
(B. Hemmings, R. Miller, E. Bild, & P. Thompson) 


64. Survey of Ottawa-area physicians regarding the non-medical use of drugs. 
(R. Miller, J. Brewster, B. Leathers, & B. Hemmings) 


65. Survey of LSD researchers in Canada. 
(B. Hemmings, & R. Miller) 


74. The effects of cannabis and alcohol on some automobile driving tasks. 
(R. Hansteen, L. Lonero, R. Miller, B. Jones, J. Brewster, M. Elliott, 
& H. Stankiewicz) 

77a. A comparison of the effects of A* THC and Marijuana in humans. 


(R. Miller, R. Hansteen, C. Adamec, J. Brewster, J. Bijou, S. Dayken, 
C. Farmilo, D. Hamilton, S. Link, R. Siegal, M. Willinsky, R. 
Mechoulam, & C. Moiseiwitsch) 


776. The effects of marijuana on visual signal detection and the recovery of 
visual acuity after exposure to glare. 
(L. Theodor, R. Miller, J. Glass, R. Hansteen, & S. Dayken) 


78. The effects of cannabis and alcohol on psychomotor tracking performance. 
(L. Reid, R. Hansteen, R. Miller, N. Wexler, P. Muter, & M. Awasthy) 


90. Drug use and non-drug crime. 
(F. Hughes, M. Green, R. Miller, & L. McDonald) 
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107. Non-medical drug use as a factor in hospitalization: A survey of Canadian 
psychiatric hospital diagnostic records. 


(B. Hemmings, R. Miller, & E. Bild) 
See also: (B)103; (C)112; (D)92, 105b; (E) 45, 58, 75. 


B. Chemical and Botanical Aspects 


60. An examination of street drug analysis needs and facilities in Canada. 
(P. Oestreicher, R. Miller, R. Paterson, C. Farmilo, I. Stankiewicz, 
& L. Barash) 

88. An historical review of hemp cultivation in Canada. 
(L. Barash, C. Farmilo, R. Miller, R. Farmilo, & H. Stankiewicz) 


96a. Chemical analysis of street drugs in Canada: Non-forensic aspects. 
(R. Miller, P. Oestreicher, J. Marshman, H. Beckstead, R. Paterson, 
R. Berg, G. Larsson, B. Hemmings, M. Green, C. Farmilo, M. 
Willinsky, P. Cooper, L. Barash, & J. Brewster) 
96b. Chemical analysis of police seizures in Canada. 
(R. Miller, P. Oestreicher, H. Beckstead, R. Paterson, & C. Farmilo) 
103. Chemical aspects of cannabinoids and their metabolites: A review of 
existing information. 
(P. Oestreicher, R. Miller, C. Farmilo, B. McNaughton, D. Phelps, 
M. Willinsky, R. Mechoulam, & D. Thompson) 
104. Botanical and agricultural aspects of cannabis. 
(E. Small, C. Farmilo, R. Miller, P. Oestreicher, & L. Barash) 
110. The effects of combustion on cannabis. 
(K. Fehr, H. Kalant, R. Miller, & R. Hansteen) 


See also: (D) 92; (J) 99. 


C. Sources and Distribution 


8. Illicit drug trafficking in Canada. 


(M. Green, K. Stoddart, R. Solomon, M. Hollander, J. Hogarth, & 
P. Thompson) 


19. Organized crime involvement in drug trafficking in Canada. 


(J. Hogarth, R. Solomon, & M. Green) 


34. Importation, production and marketing of psychotropic drugs in Canada. 
(J. Kodua, M. Green, C. Farmilo, R. Miller, J. Moore, & A. Arda) 


106. International aspects of heroin distribution. 
(R. Solomon, J. Hogarth, & M. Green) 


112. The history of the medical use and availability of cannabis in Canada. 
(R. Miller, P. Oestreicher, L. Barash, & R. Farmilo) 


See also: (B) 96a, 96b; (J) 99. 
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D. Extent and Patterns of Use 


oP 


14. 


36. 


41. 


42. 


Sla. 


51b. 


aL. 


nF 


76. 


86. 


87. 


89. 


Participant observation study of street-level drug users in major Canadian 
cities, summer 1970. 


(M. Green, R. Aubin, H. Broomfield, C. Bussiére, B. Darrough, 
A. Dudeck, D. Gagné, M. Gaussiran, B. Hemmings, M. LeBlanc, 
G. Letourneau, R. Manes, E. Marchuk, D. McLachlen, C. Murphy, 
M. O’Neill, K. Stoddart, B. Torno, & J. Woolfrey) 


Participant observation study of suburban youthful drug users in the Mon- 


treal area. 
(M. O’Neill, & M. Green) 


Participant observation study of street-level drug users in Toronto. 
(R. Manes, B. Torno, & J. Hogarth) 


Alcohol consumption and alcoholism in Canada. 

(J. Kodua, & R. Miller) 
Critical review of the international literature on the extent and patterns of 
amphetamine use. 

(M. Green, M. Hollander, J. Blackwell, & S. Sadava) 


Mediating drug factors and use at rock festivals. 
(W. Clement, B. Chapman, M. Balker, & G. Della-Stua) 
The non-medical use of drugs and associated attitudes: A national house- 
hold survey. 
(C. Lanphier, S. Phillips, N. Kuusisto, G. Smith, L. Thomas, & 
P. Craven) 
Secondary school students and non-medical drug use: A national survey 
of students enrolled in grades seven through thirteen. 
(C. Lanphier, S. Phillips, N. Kuusisto, G. Smith, L. Thomas, & P. 
Craven) 
University students and non-medical drug use: A national survey. 
(C. Lanphier, S. Phillips, N. Kuusisto, G. Smith, L. Thomas, & P. 
Craven) 
Coordination of sociological information on heroin with selected reviews. 
(J. Blackwell, R. Miller, M. Green, S. Goldner, & R. Solomon) 
Synopsis of non-medical drug use surveys in Canada. 
(G. Smith, & B. Rogers) 


Participant observation study of street-level drug users in London, Ontario. 
(R. Leth, & M. Green) 


Historical, theoretical, and descriptive study of «drug use in Amsterdam, 
Netherlands. ) 


(G. Letourneau) 


Interviews with ‘straight’ adult cannabis users. 


(M. Green, B. Leathers, D. Ellis, M. Elliott, M. Hollander, E. 
Marchuk, S. Moss, K. Ouellette, & M. Stark) 
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98. 


102. 


105b. 


109. 
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Self-reporting of drug use patterns by regular cannabis users: A log book 
study. 


(M. Green, B. Hemmings, R. Miller, R. Hansteen, & M. Hollander) 
Review of sociological research on cannabis, hallucinogens, barbiturates, 
and volatile solvents. 

(S. Sadava, J. Blackwell, M. Green, D. McLachlen, & L. McDonald) 


Alcohol use among Canadian Indians. 
(P. Trottier, G. Rushowick, J. Dewhirst, F. Walden, & W. Hlady) 


Continuing participant observation study of committed drug users. 
(M. Green, R. Aubin, B. Darrough, M. Hollander, M. O’Neill, K. 
Ouellette, & E. Smith) 

Comparative international study of alcoholism. 
(M. Latchford, & L. McDonald) 


Tobacco use in Canada: Epidemiological and treatment aspects. 
(D. Andrews, F. Wake, J. MacLean, M. Green, P. Thompson, & 
R. Miller) 
Continuing survey of sensitive observers in Canada: The final monitoring 
project. 
(M. Green, J. Blackwell, B. Anthony, R. Aubin, M. Buriak, R. Far- 
milo, G. Letourneau, K. Martin, C. Murphy, & W. Spicer) 
Relationships among the patterns of use of different drugs. 
(G. Smith, R. Miller, C. Petch, J. Blackwell, & J. Brewster) 


See also: (C)112; (E)al1; (J)99, 101. 


E. Motivation and Causal Factors 


13. 


24. 


Ptah 


43. 


44, 


54. 


A selective review of the sociological literature bearing on drug use with 
emphasis on policy. 

(J. Hackler) 
Social change, alienation, and youth: A sociological analysis. 

(R. Crooke, & T. Buckner) 
Sociological approaches to non-medical drug use and drug dependence: 
A non-critical review. 

(B. Rogers, & M. Green) 


Growing up in a new world: A sociological analysis. 
(T. Buckner) 


Drug use in contemporary society. 
(M. Mouledoux) 
Sociological aspects of non-medical drug use: A private Commission 
symposium, Montreal, December 1970. 
(Commissioners, H. Becker, J. Blackwell, M. Bryan, C. Farmilo, M. 
Green, B. Hemmings, J. Hogarth, L. McDonald, R. Miller, J. Moore, 
T. Morris, M. Rioux, E. Schur, F. Walden, & A. Zijderveld) 
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58. 


To 


Review of the psychological, psychiatric and pharmacological literature 
on drug use and drug dependence. 


(Z. Amit, M. Corcoran, R. Miller, M. Elliott, & B. Hemmings) 


Theories of drug use and addiction. 
(L. McDonald) 


See also: (A)107; (D)42, 57, 115; (G)63; (I)81; (J)99, 101. 


F, Law and Law Enforcement 


ta 


12. 


ES: 


16, 


We 


18. 


20, 


21, 


22 


rE 


 F 


57, 


Canadian federal drug prosecutors. 
(J. Hogarth, & M. Kleiman) 


Comparative study of foreign legislation respecting psychotropic drugs. 
(S. Ryan, & S, Troster) 


Economic implications of the current drug phenomenon. 
(D. Szabo, S. Rizkalla, R. Fasciaux, & F. Gélinas) 


The decision-making flow with respect to Canadian drug offenders. 
(J. Hogarth, J. Prince, A. Kidd, M. Moriarity, J. Kodua, & A. Arda) 


Demographic patterns of law enforcement in Canada. 
(J. Hogarth, & R. Solomon) 


Interviews with Canadian police officers. 
(J. Hogarth, R. Solomon, & Y. Liljefors) 


Participant observation with police forces in Canada. 
(J. Hogarth, & R. Solomon) 


Sentencing attitudes and practices with respect to drug offenders in Canada. 


(J. Hogarth, J. Prince, A. Kidd, H. Kleiman, S. Kasman, Y. Lilje- 
fors, & R. Solomon) 


The use of probation in dealing with drug offenders in Canada, 
(J. Hogarth, G, Fields, & R. Solomon) 


A study of certain correctional institutions with particular reference to 
their effect on drug offenders. 
(J. Hogarth, L. McDonald, R. Solomon, & A. Caplan) 


The handling of drug offenders in the criminal justice system of Quebec. 
(J. Laplante, & J. Hogarth) 


Study of U.N. conventions for the control of psychotropic drugs, 
(C. Farmilo, & R. Miller) 


The extent and patterns of drug-involved convictions and sentences in 
Canada. 


(J. Hogarth, J, Kodua, J. Prince, P. Oestreicher, A. Arda, & 
G. Doherty) 
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Commission Research Projects 


39. A doctrinal study of law in relation to drug control. 
(P. Weiler) 
73. Entrapment and violence in the enforcement of drug laws. 
(B. Anthony, J. Moore, R. Solomon, & M. Green) 
85. Review of research on the psychological and behavioural effects of impri- 
sonment. 
(W. Mann) 


93. Law enforcement practices with respect to drug offences in Canada: An 
analysis and summary of related projects. 


(J. Hogarth, L. McDonald, R. Solomon and associates) 
94. Law enforcement aspects of non-medical drug use: A private Commission 
symposium, Montreal, March, 1971. 


(Commissioners, J. Ackroyd, J. Blackwell, M. Bryan, J. Edwards, 
M. Green, B. Hemmings, J. Hogarth, J. Kaplan, L. McDonald, 
R. Miller, H. Mohr, J. Moore, K. Paul, R. Quinney, M. Rosenthal, 
S. Ryan, L. Schwartz, R. Solomon, & P. Weiler) 


105a. Comparative international study of drug law enforcement. 
(M. Latchford, & L. McDonald) 


113a. Civil commitment and compulsory treatment of drug users in Canada. 
(M. Bryan, F. Brown, A. Lane, & B. Hemmings) 


113b. Civil commitment and compulsory treatment of drug users in the U.S.A. 
(M. Green, f. Blackwell, & R. Miller) 


116. The Methadone Control Program of the Government of Canada. 
(A. Lane) 


117. Probation for heroin dependents in Canada. 
(M. Bryan) 


118. Parole of heroin dependents in Canada. 
(M. Bryan) 
See also: (A) 90; (B) 60; (C) 112; (G) 114; (J) 61, 99, 101. 


G. Medical Treatment and Related Services 


10. Study of innovative services in Canada. 
(B. Rogers, N. Martin, R. Farmilo, M. Morin, & J. Anderson) 


26. An analysis of selected addiction treatment programs, 
(J. Anderson, & T. Ridley) 


27. Review of approaches to the treatment of alcoholism. 
(J. Anderson, & T. Ridley) 
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Appendix R 


a. 


30. 


31. 


32: 


38. 


63. 


83. 


91. 


114. 


119. 


The treatment of chronic amphetamine users. 
(J. Anderson, & J. Shaw) 


Survey of community treatment services in Canada. 
(J. Anderson, & T. Ridley) 


Adverse reactions to LSD: Treatment and epidemiological aspects. 
(J. Anderson, R. Miller, J. Brewster, T. Martin, T. Lee, & T. Johns) 


A summary of treatment methods for medical problems associated with 
psychotropic drug use. 
(T. MacFarlane, & J. Anderson) 


Alternatives to psychotropic drug use. 
(A. Wine, J. Anderson, T. Ridley, & R. Miller) 

Treatment aspects of non-medical drug use: A private Commission sym- 

posium, Montreal, January 1971. 
(Commissioners, J. Anderson, G. Bell, T. Bewley, J. Blackwell, 
H. Brill, M. Bryan, C. Farmilo, G. Gay, M. Green, R. Hansteen, 
B. Hemmings, J. Jaffe, R. Miller, J. Moore, J. Shaw, R. Smith, & 
L. Yablonsky) 

A critical review of methadone therapy programs. 
(J. Anderson, J. Shaw, M. Bryan, M. Green, J. Blackwell, R. Han- 
steen, & R. Miller) 


Medical treatment: A summary of related projects. 
(J. Anderson and associates) 


The “British System”: The treatment of opiate-dependent persons in the 
United Kingdom. 


(B. Anthony, & J. Blackwell) 


Treatment capacity in the provinces. 
(A. Lane, M. Bryan, & B. Rogers) 


See also: (A) 64, 107; (D) 42, 109; (F) 12, 113a, 113b, 116, 117, 118; 
ARIS STEEL 


H. Information and Education 


Si 


11. 


46. 


533. 


Drug education, information, and services in selected Toronto schools. 
(J. Solway, & H. Solway) 
Documentation of scientific and technical information on psychotropic 
substances. 
(C. Farmilo, R. Miller, E. Polascek, E. Hanna, A. Kerr, L. Barash, 
G. Larsson, I. Stankiewicz, & D. Thompson) 
Community drug education programs. 
(D. Hanley, & F. Walden) 


A brief review of the literature in the field of drug education. 
(F. Walden) 
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53b. 


59. 


67. 


68. 


71. 


84. 


108. 


Commission Research Projects 


Drug education: An analysis and summary of related Commission projects. 
(B. Myers) 


Drug education in Canadian public schools. 
(B. Myers, F. Walden, D. Hanley, & C. Lohoar) 


An investigation of drug education efforts by large organizations. 
(F. Walden, D. Hanley, & S. Gillean) 


Drug education for professionals and others in universities and commu- 
nity colleges in Canada. 
(S. Gillean, D. Hanley, & F. Walden) 


A comparative study of drug education in selected foreign countries. 
(B. Myers, F. Walden, C. Lohoar, & I. Stankiewicz) 


Problems with government statistics. 
(R. Miller, J. Kodua, M. Bryan, M. Green, B. Anthony, & A. Arda) 


Students and drug education. 
(F. Walden, B. Myers, H. Solway, & J. Solway) 


See also: (F)12; (G)38; (1)81; (J) 61. 


I. Mass Media 


Sila. 


81b. 


8i1c. 


81d. 


Sle. 


81f. 


81g. 


8th. 


81i. 


The media and the social context of drug use: General aspects and sum- 
mary of related Commission studies. 


(J. Taylor, J. Moore, F. Walden and associates ) 


A survey of responses by Canadian daily newspapers and periodicals to 
non-medical drug use. 


(C. Hénault) 


The underground press. 
(M. Slack, J. David, & M. Green) 


Drugs and literature. 
(J. Basile, & S. Fefferman) 


Drugs and music. 
(M. Green, P. Goddard, & J. David) 


The role of advertising in promoting attitudes to the use of drugs. 
(M. Callaghan) 


Drugs and Canadian film. 
(M. Brilé) a 


Radio, TV and drugs. ‘SS 
(P. Watson, G. Cobstatstineanst P, rdodaard: & A. Sirois) 


Drugs and the plastic and environmental arts. 
(A. Leblanc) | 
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Appendix R 


J. Miscellaneous Projects 


50. 


61. 


66. 


tds 


82. 


99. 


101. 


Analysis of unsolicited letters to the Commission. 


(D. Rebin, J. Moore, J. MacBeth, R. Miller, J. Kodua, & P. 
Oestreicher ) 


Analysis of Canadian policy on non-medical drug use research. 


(R. Miller, P. Oestreicher, C. Farmilo, R. Hansteen, D. Thompson, 
R. Paterson, J. Moore, & L. Barash) 


Current research on psychotropic drugs: A survey of major studies in 
progress in Canada and abroad. 


(P. Oestreicher, R. Miller, R. Hansteen, C. Farmilo, J. Brewster, 
M. Willinsky, R. Paterson, G. Larsson, & B. Myers) 


An examination of the attitudes and responses of religious, business, mili- 
tary, professional and other organizations to non-medical drug use. 


(F. Walden, D. Hanley, & S. Gillean) 


An analysis of Interim Report critiques. 
(D. Rebin, R. Miller, J. Moore, N. Eddy, S. Cohen, & Z. Amit) 


Coordination of tobacco information: Scientific and legal aspects. 
(P. Thompson, & R. Miller) 


Coordination of alcohol information: Scientific and legal aspects. 
(F. Hughes, R. Miller, C. Petch, & P. Thompson) 
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